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ORIGINAL  COMMUNICATIONS. 

COMPARISON    OF    LESIONS   FOUND    POvSTMORTKM    IN 

CASES  DIAGNOSTICATED  CLINICALLY  AS  ECLAMPSIA 

AND  TOXEMIA  OF  PREGNANCY* 

BY 
J.   E.  WELCH,  M.   D., 

Pathologist  to  the  New  York  Lving-in  Hospital. 
(With  six  illustrations.) 

The  association  of  the  term  eclampsia  with  convulsions  in  the 
pregnant  woman  is  of  such  long  standing  that  it  has  begotten  the 
idea  in  the  minds  of  most  of  the  profession  that  the  terms  are 
synonymous.  One  sees  in  print  occasionally  and  hears  the  express- 
ion "eclampsia  without  convulsions,"  but  it  is  a  very  infrequent 
diagnosis  because  of  the  accustomed  habit  of  regarding  convul- 
sions as  the  "sine  qua  non "  of  eclampsia.  Many  years  ago  albu- 
min was  found  quite  commonly  in  the  urine  in  this  class  of  con- 
vulsions and  the  discovery  produced  the  conviction  at  the  time 
that  eclampsia  was  a  manifestation  of  a  deranged  kidney  func- 
tion. It  has  been  within  comparatively  recent  years  that  more 
or  less  characteristic  changes  have  been  found  in  other  organs, 
notablv  the  Hver,  which  have  drawn  attention  from  the  kidney 
as  the  all-important  factor  and  directed  it  to  the  liver  and  other 
organs  in  which  changes  are  also  found. 

Beginning  about  the  year  1886  et  seq.,  the  lesions  found  post- 
mortem in  pregnant  and  parturient  women  dying  of  convulsions 
were  studied  more  carefully.  The  pioneer  name  associated  with 
these  observations  is  that  of  Jurgens  who  drew  attention  to 
certain  hemorrhagic  hver  changes  and  claimed  that  he  could 
demonstrate  them  constantly  in  eclampsia.      His  interpretation 

*Read  before  the  Society  of  the  Alumni  of  the  Sloane  Maternity  Hospital,  of 
New  York  City,  October  23,  1908. 
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of  the  findings  was  that  they  were  related  to  an  inflammatory 
process.  Associated  with  the  Hver  changes  he  also  found  numer- 
ous liver-cell  emboli  in  the  lung  capillaries. 

These  observations  were  verified  beyond  a  peradventure  by 
several  of  his  contemporaries,  chief  among  whom  were  Klebs, 
Pilliet,  Lubarsch,  Prntz,  Gerdes,  Schmorl  and  others.  The  final 
conclusion  arrived  at  by  these  able  investigators  was  that  the 
hemorrhagic  Hver  changes  were  not  of  an  inflammatory  nature, 
but  resulted  from  thromboses  in  the  vessels  of  the  liver.  The 
hemoirhages  found  so  widely  distributed  through  the  various 
tissues  of  the  body  they  explained  by  thromboses  or  embolism  by 
cellular  elements,  chiefly  from  the  liver  and  placenta.  We  have, 
then,  established  by  the  work  of  these  men,  a  distinct  picture  of 
the  condition  obtaining  in  the  Hver  of  persons  suffering  death  from 
eclampsia,  and  that  is  hemorrhages  occurring  in  and  about  the 
portal  spaces  with  coagulation  of  the  blood  constituting  the  hem- 
orrhages. Along  with  and  following  these  observations  others 
were  made,  especially  in  recent  years,  on  the  livers  of  pregnant 
women,  dying  with  symptoms  of  a  profound  systemic  poisoning, 
a  condition  known  to  the  obstetrician  as  "toxemia  of  pregnancy." 

In  these  cases  the  liver  presented  a  condition  found  in  acute 
yellow  atrophy  with  its  extensive  degenerative  processes  and 
disintegration  of  the  parenchyma.  Early  in  the  process  the 
lesion,  consisting  of  degeneration,  necrosis  and  disintegration  is 
found  about  the  central  vein  of  the  lobule,  whence  it  extends 
outward  toward  the  periphery  as  the  case  advances. 

Viewing  this  subject  from  different  standpoints  there  have 
arisen  in  this  country  what  may  be  called  two  schools.  One, 
represented  by  Dr.  J.  Whitridge  WilHams,  of  Baltimore,  accepts 
the  above-described  conditions  as  representing  two  cHnically 
different  entities.  Quoting  from  his  own  expression,  we  read: 
"From  a  pathological  point  of  view,  the  lesions  in  the  two  condi- 
tions differ  so  markedly  that  I  do  not  see  how  it  is  possible  for 
anyone  who  has  once  observed  them  to  consider  that  they  are  at 
all  related.  In  eclampsia,  as  was  first  pointed  out  by  Jurgens, 
Schmorl  and  others,  the  lesion  consists  in  hemorrhagic  necroses  oc- 
curring in  the  portal  spaces,  dependent  upon  thrombotic  processes 
in  the  smaller  portal  branches.  At  first  they  are  sharply  limited 
to  the  portal  spaces,  but  as  they  enlarge,  they  invade  the  lobule 
from  the  periphery  toward  the  center,  and  are  so  characteristic 
that  their  mere  presence  justifies  the  diagnosis  of  eclampsia 
without  any  knowledge  of  the  clinical  history  of  the  case.     On 
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the  other  hand,  in  the  hver  lesions  accompanying  the  toxemic 
vomiting  of  pregnancy  the  changes  are  purely  degenerative  in 
character,  and  begin  about  the  central  vein  of  the  lobule  and 
gradually  extend  toward  its  periphery.  These  differences  are  so 
sharply  marked  that  it  seems  incredible  to  me  that  they  could 
be  confounded  with  one  another." 

The  other  school,  viewing  the  subject  from  the  standpoint  of 
chemical  analysis  of  the  products  of  metaboUsm,  found  as  excreted 
in  the  urine,  consider  the  different  forms  of  toxemia  of  pregnancy, 
including  eclampsia,  as  very  closely  related  if  not  identical  con- 
ditions. Representatives  of  this  view  are  Drs.  James  Ewing  and 
C.  G.  L.  Wolf,  of  this  city.  Quoting  from  their  studies  on  "The 
CHnical  Significance  of  the  Urinary  Nitrogen,"  we  read:  "The 
present  study  and  that  of  Zweifel  in  eclampsia,  point  to  a  single 
or  closely  related  types  of  metabolic  disturbance  as  the  funda- 
mental factor  in  all  forms  of  the  toxemia  of  pregnancy.  Yet 
the  disease  takes  very  diverse  courses  in  individual  subjects, 
especially  in  dififerent  stages  of  gestation.  In  the  early  months 
vomiting  is  the  chief  symptom,  and  indicanuria,  low  urea  and 
high  ammonia  ratios  are  rather  characteristic;  while  later,  circu- 
latory and  cerebral  disturbances  are  more  prominent,  and  when 
convulsions  occur  the  disease  is  called  eclampsia.  At  any  time 
before  or  after  delivery  rapidly  fatal  cases  occur  which  clinically 
lesemble  acute  yellow  atrophy.  It  is  important  to  know  if  all 
these  types  should  be  regarded  as  different  diseases  or  should  be 
considered  as  occasional  forms  of  one  disease. 

We  do  not  think  that  this  question  can  be  decided  in  the 
present  state  of  our  knowledge,  but  since  there  is  one  important 
element  in  them  all,  we  think  they  should  be  regarded,  at  least 
theoretically,  as  one  disease  until  definite  grounds  for  their  sepa- 
ration are  secured." 

It  is  not  the  object  of  this  presentation  to  win  adherents  to 
either  of  the  above  views  but  to  present  to  you  the  findings  in  twelve 
cases  on  w^hich  the  diagnosis  was  made  either  of  eclampsia  or 
toxemia  of  pregnancy.  The  bases  for  the  diagnoses  were  the 
clinical  manifestations  exhibited  before  death.  That  you  may  see 
the  reasons  for  the  diagnoses  made  I  will  give  you  a  brief  history 
of  the  cases  and  after  each  the  postmortem  findings  in  the  brains, 
livers  and  kidneys  of  each,  as  these  are  the  organs  in  which  the 
most  pronounced  changes  occur.  All  of  the  cases  were  ob- 
served in  the  wards  of  the  New  York  Lying-in  Hospital  on  the 
services  of  Drs.  W.  J.  Markoe,  A.  B.  Davis  and  R.  W.  Lobenstine. 
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Case  I. — Eclampsia.     Hemorrhages.     Path.  No.  405,  1908. 

Age  twenty-one.     Para  I.      Ninth  month  of  gestation. 

History. — Was  perfectly  well  through  her  pregnancy  to  the 
time  of  seizures.  Suddenly  without  warning  had  a  convulsion 
followed  by  coma.  The  convulsions  were  repeated  at  intervals 
for  two  days,  at  the  end  of  which  time  she  died  in  coma. 

autopsy. 

Body  shows  slight  general  edema  which  is  very  marked  in  the 
feet  and  legs.     No  jaundice. 

Brain  shows  shght  congestion  only. 

Liver  shghtly  enlarged,  light  yellowish-brown  color,  firm, 
extensive  hemorrhage  under  the  capsule  and  through  the  sub- 
stance of  the  organ.  Microscopically,  the  cells  show  marked 
swelHng  and  clouding  of  their  protoplasm  with  pigmentation. 
Some  appear  necrotic  or  to  be  undergoing  autolysis.  There  are 
extensive  hemorrhages  about  and  in  many  of  the  portal  spaces 
with  coagulation  of  the  products. 

The  liver  cells  about  the  hemorrhagic  areas  show  some  necrosis 
and  diminution  in  size  from  pressure. 

Kidneys   slightly  enlarged    and    pale.     Microscopically,   they 
show  general  congestion  and  in  the  cortex  marked  parenchy 
matous  degeneration   with  extensive  sloughing  of  the   tubular 
epithelium. 

Case  II. — Eclampsia.     Hemorrhages.     Path.  No.  8q,  1908. 

Age  twenty-four.     Para.     Seventh  month  of  gestation. 

History. — ^The  only  history  obtained  was  that  the  patient  was 
seven  months  pregnant  and  that  she  had  had  fourteen  con- 
vulsions during  the  twelve  hours  preceding  her  admission  to  the 
hospital.  She  w^as  brought  in  by  the  ambulance  comatose. 
The  tongue  was  very  dry  and  much  swollen.  No  fetal  heart 
sounds  heard.  Craniotomy  was  done  immediately  and  a 
macerated  fetus  delivered.  Patient  died  soon  without  having 
regained  consciousness. 

AUTOPSY. 

Body  shows  no  edema  or  jaundice. 

Brain  shows  slight  edema  and  congestion. 

Liver  slightly  enlarged  and  light  yellow  in  color.  There  are 
extensive  hemorrhages  beneath  the  capsule  and  throughout  the 
organ.  There  is  extensive  coagulation  of  the  hemorrhagic 
products.  The  liver  cells  show  a  variable  picture  of  cloudy 
swelhng,  fatty  degeneration  and  immediately  about  the  areas 
of  hemorrhage,  necrosis  and  a  diminution  in  size  from  pressure. 

Kidneys  shghtly  increased  in  size,  pale  and  congested.  Micro- 
scopically, are  found  degeneration  and  extensive  sloughing  of 
the  cells  of  the  corcical  tubules. 

Case  III. — Eclampsia.     Hemorrhages.     Path.  No.  405,  1908. 
Age  twenty-one.     Para  I. 
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History. — Never  ill.  Had  no  morning  sickness  with  present 
pregnancy.  Five  weeks  before  confinement  had  slight  morning 
headache  and  swelHng  of  the  legs.  Three  weeks  before  con''- 
finement  headaches  had  stopped  and  swelling  diminished. 
There  was  a  trace  of  albumin  in  the  urine.  At  full  term  gave 
birth  normally  to  twins  at  7.30  p.  m.  Had  a  comfortable  evening 
until  II  p.  M.,  when  she  was  suddenly  seized  by  a  general  con- 
vulsion followed  by  coma,  in  which  she  died  eight  hours  later 

autopsy. 

Body  shows  general  edema,  slight  over  the  trunk,  but  marked 
in  the  feet  and  legs. 

Brain. — All  of  the  ventricles  are  filled  with  blood  which  comes 
from  a  laceration  in  the  lower  part  of  the  pons  and  through  the 
floor  of  the  upper  half  of  the  medulla. 

Liver. — Weight  2,500  grams,  size  increased,  color  light  yellow. 
There  are  extensive  hemorrhages  under  the  capsule  and  through 
the  liver  substance.  jMicroscopically,  numerous  hemorrhages 
are  seen  in  and  about  the  portal  spaces  with  extensive  fibrin 
formation.  The  cells  show  marked  cloudy  swelling,  fatty 
degeneration,  autolysis  and  pigmentation 

Kidneys. — Very  much  enlarged,  pale  and  congested.  Micro- 
scopically, the  epitheUum  of  the  cortical  tubules  shows  extensive 
degeneration  and  disintegration. 

Case  IV. — Eclampsia.     Hemorrhage.     Path.  No.  634,  1906. 

Age  twenty-eight.     Para  III.      Eighth  month  of  gestation. 

History. — Had  two  previous  normal  pregnancies  and  labors. 
During  the  last  previous  pregnancy  had  slight  edema  of  the 
ankles.  Enjoyed  good  health  to  time  of  attack  which  came 
suddenly  at  1 1  a.  m.  as  a  very  severe  headache.  Felt  fairly  well 
during  the  afternoon.  At  11  p.  m.  had  a  general  convulsion. 
Brought  to  hospital  two  hours  later  in  coma,  in  which  she  died 
four  hours  after  admission. 

autopsy. 

Body  shows  edema,  moderate  in  the  body,  marked  in  feet  and 
legs.  Subcutaneous  hemorrhages  over  trunk  and  arms.  No 
jaundice. 

Brain. — All  ventricles  filled  with  blood  which  comes  from  a 
laceration  in  the  left  corpus  striatum. 

Liver. — Small,  pale  yellow,  very  firm.  There  is  extensive 
hemorrhage  beneath  the  capsule  and  through  the  organ.  Micro- 
scopically, extensive  hemorrhages  are  found  in  and  around  the 
portal  spaces.  Some  of  the  hemorrhages  have  destroyed  as 
much  as  three  lobules.  The  parenchyma  shows  cloudy  swelHng, 
shght  fatty  degeneration  and  pigmentation. 

Kidneys  show  extensive  degeneration  and  sloughing  of  the 
epithelium  in  the  tubules  of  the  cortex.  There  are  a  few  sub- 
capsular hemorrhages  over  the  lower  part  of  the  right 
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These  four  cases  (i,  2,  3  and  4)  are  typical  cases  of  eclampsia 
if  classified  according  to  clinical  symptoms.  And  they  show  the 
hemorrhagic  lesions  described  by  some  as  typical  of  eclampsia. 

Case  V. — Eclampsia.     Central  necrosis.     Path.  No.  1794. 

Age  thirty-three.     Para  I.     Tenth  month  of  gestation. 

History. — Brought  to  the  hospital  unconscious  having  had 
four  convulsions.  Os  dilated  two  fingers,  very  rigid.  Cesarean 
section  done.  Had  four  convulsions  after  operation.  Next  day 
apathetic,  headache,  three  convulsions.  Second  day  jaundice, 
uneven  pupils,  involuntary  movements.  Third  and  fourth  days 
better.  No  convulsions.  Fifth  day  labored  respirations.  Sixth 
day  edema  of  the  lungs  and  death. 

autopsy. 

Body  shows  slight  edema  of  the  feet  and  slight  general 
jaundice. 

Brain  not  examined. 

Liver  much  enlarged,  light  yellow  in  color  and  congested. 
Microscopically,  the  cells  of  the  inner  third  of  the  lobule  show 
complete  destruction  and  solution  of  their  protoplasm.  These 
areas  are  collapsed  and  contain  leukocytes,  nuclei  and  light 
brown  pigment  free  and  in  the  bodies  of  phagocytes.  These 
areas  of  disintegration  are  very  circumscribed.  The  cells  around 
them  are  intact,  but  show  slight  cloudy  swelling.  In  some 
parts  of  the  liver  several  lobules  have  been  destroyed,  and  in 
others  there  has  been  a  necrosis  of  cells  in  the  middle  zone  of  the 
lobule  where  the  cells  have  not  disintegrated  but  remain  as  bodies 
deeply  stained  with  eosin,  but  without  nuclei  showing. 

Kidneys  are  enlarged  and  pale.  Microscopically,  the  epithe- 
lium lining  the  tubules  of  the  cortex  shows  degeneration  and 
sloughing. 

Case  VI. — Eclampsia.     Central  necrosis.     Path.  No.  2. 

Age  eighteen.     Para  I.     Eight  and  one-half  month's  gestation. 

History. — Given  by  her  husband  relates  that  she  had  good 
health  until  one  year  previous  to  her  death.  During  the  last 
year  of  her  Hfe  she  had  convulsions  at  irregular  intervals,  after 
which  she  did  not  go  to  bed,  but  felt  as  well  as  usual  a  short 
time  after  the  attacks.  There  was  no  history  of  injury.  For 
so  e  time  previous  to  confinement  felt  perfectly  well.  On  the 
day  of  her  admission  to  the  hospital  she  had  a  normal  labor 
and  was  delivered  of  a  normal  child.  Twelve  hours  after  labor 
she  began  to  have  convulsions  and  had  twenty  within  the  next 
two  days.  Twelve  hours  after  the  first  convulsion  she  developed 
marked  jaundice.     Died  on  third  day  after  delivery. 

autopsy. 

Body  not  edematous.     There  is  general  jaundice. 

Brain  not  examined. 

Liver  very  slightly  enlarged,  light  yellow.     Section  shows  an 
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irregular  mottling  with  broun  and  red  areas.  Microscopically, 
the  cells  of  the  central  two-thirds  of  the  lobules  show  necrosis, 
autolysis  and  disintegration.  About  the  outer  third  of  the 
lobule  there  is  an  intense  engorgement  with  red  cells.  About 
the  periphery  is  a  narrow  row  of  cells  that  are  only  slightly 
affected. 

This  liver  is  illustrated  by  photograph  No.  3. 

Kidneys  slightly  enlarged,  congested.  The  parenchyma  shows 
extensive  degeneration  and  disintegration. 

Case  VII.— Eclampsia.     Central  necrosis.     Path.  No.  1614. 

Age  forty-two.     Para  VIII.     Ninth  month  of  gestation. 

History. — Eighteen  years  ago  during  confinement  developed 
apoplexy.  Was  unconscious  four  days.  Left  side  paralyzed. 
The  paralysis  improved  gradually,  but  not  completely,  leaving 
the  left  side  impaired.  Has  given  birth  to  five  children  since. 
For  about  four  weeks  previous  to  each  confinement  she  was 
subject  to  edema  of  the  legs  and  persistent  headache.  Four 
days  before  present  confinement  developed  edema  of  legs  and 
persistent  headache  for  three  days.  Had  two  typical  eclamptic 
convulsions.  After  the  second  labor  was  induced.  Living 
child  delivered.  Thirty-six  hours  after  deUvery  the  convulsions 
returned  and  she  had  fifty-nine  within  the  two  days  following, 
followed  by  semistupor  and  death  on  the  sixth  day  postpartum. 

AUTOPSY. 

Body  shows  edema  of  the  legs  and  feet. 

Brain. — Right  hemisphere  much  smaller  than  the  left.  Sec- 
tion shows  extensive  formation  of  scar  tissue  through  the  right 
side  of  the  brain. 

Liver. — Size  slightly  increased,  color  light  yellow,  general  con- 
gestion. Microscopically,  the  lobules  show  complete  destruction 
of  their  cells  except  for  a  very  narrow  rim  two  or  three  cells 
deep  about  the  periphery  which  show  marked  cloudy  swelling. 
The  remains  of  the  cells  in  the  destroyed  areas  show  evidence 
of  fatty  degeneration,  necrosis  and  autolysis. 

Kidneys. — Increased  in  size  and  very  pale.  The  epithelium 
of  the  cortical  tubules  shows  extensive  degeneration  and  dis- 
integration. 

Case  VIII. — ^Toxemia  of  pregnancy.  Hemorrhage.  Path. 
No.  1019. 

Age  thirty-six.     Para  V. 

History. — Patient  walked  into  the  hospital  complaining  of 
pain  in  the  back.  No  other  symptoms.  Appeared  in  good 
health.  The  cervix  was  dilated  two  fingers,  membranes  intact. 
After  admission  the  pain  disappeared  and  the  patient  was  up 
and  about  the  ward  for  two  days  without  symptoms.  At  3 
a.  m.  on  the  third  day  patient  was  reported  in  labor.  She  was 
seen  a  few  minutes  later  by  the  house  physician  who  found  her 
suffering  from  dyspnea,    cyanotic    and    pulseless.     A  full-term 
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dead    fetus    was    delivered    immediately    by    forceps.     Patient 
died  a  few  minutes  later. 

AUTOPSY. 

Body  shows  no  edema  or  jaundice. 

Brain  shows  slight  congestion. 

Liver  is  very  much  enlarged  and  has  a  brownish  appearance. 
Microscopically,  numerous  hemorrhages  are  found  throughout 
in  and  about  the  portal  spaces.  There  is  extensive  coagulation 
of  the  hemorrhages  and  some  are  surrounded  by  a  zone  of 
leukocytes.  The  general  parenchyma  shows  moderate  cloudy 
swelling  and  fatty  degeneration. 

Kidneys  are  increased  in  size  and  pale.  In  the  capsule  of 
the  right  are  a  few  small  hemorrhages.  The  epithelium  shows 
extensive  sloughing. 

Case  IX. — -Toxemia  of  pregnancy.  Hemorrhages.  Path. 
No.  2098. 

Age  thirty.     Para  III.     Ninth  month  of  gestation. 

History. — Patient  was  brought  to  the  hospital  in  the  ambulance, 
having  suffered  from  dizziness,  headache,  swelling  and  pain  in 
the  legs  for  three  weeks.  After  rest  in  bed  and  a  limited  diet  the 
subjective  symptoms  disappeared,  but  the  swelling  of  the  legs 
persisted.  Had  a  natural  labor  at  9  a.  m.  At  i  p.  m.,  without 
having  convulsions,  went  into  coma  which  gradually  deepened 
until  5.30  p.  M.,  when  she  died. 

AUTOPSY. 

Body  shows  slight  general  edema.     No  jaundice. 

Brain. — ^The  ventricles  are  all  filled  with  fluid  and  clotted  blood. 
The  hemorrhage  comes  from  a  superficial  laceration  in  the  floor 
of  the  left  lateral  ventricle  between  the  caudate  nucleus  and 
optic  thalamus. 

Liver. — Slightly  enlarged  and  light  yellow.  There  are  exten- 
sive hemorrhages  beneath  the  capsule  and  through  the  organ. 
Microscopically,  large  hemorrhages  are  found  in  and  about  the 
portal  spaces.  There  is  very  little  coagulation  of  the  blood  in  the 
hemorrhages.  The  liver  cells  in  and  about  the  hemorrhages 
show  destruction  from  pressure,  degeneration  and  necrosis.  The 
general  parenchyma  is  distorted  and  shows  granular  and  fatty 
degeneration  and  pigmentation.  About  some  of  the  hemor- 
rhages are  large  accumulations  of  leukocytes. 

Kidneys  are  increased  in  size  and  congested.  There  is  ex- 
tensive degeneration  and  sloughing  of  the  epithelium  in  the  tu- 
bules of  the  cortex. 

Case  X. — Eclampsia.     Autolysis.     Path.  No.  406,  1908. 

Age  thirty-three.     Para  I.     Ninth  month  of  gestation. 

History. — Had  edema  of  the  feet  which  began  at  the  seventh 
month.  One  week  before  admission  noticed  swelling  in  other 
parts  of  the  body  which  appeared  suddenly  and  to  a  marked  de- 
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gree.  She  had  epigastric  pain,  depression,  dispnea,  diminished 
urine  and  on  the  morning  of  admission  headache  for  the  first  time. 
Hot  packs  and  medication  caused  the  symptoms  to  disappear 
and  a  marked  reduction  of  the  edema.  In  the  evening  of  the 
tenth  day  after  admission  complained  of  headache  and  visual  dis- 
turbance. About  four  hours  later  she  had  a  general  convulsion 
which  lasted  one  minute.  Cesarean  section  performed.  Patient 
died  on  operating-table. 

AUTOPSY. 

Body  shows  slight  edema.      No  jaundice. 

Brain  not  examined. 

Liver  much  enlarged,  pale  yellow.  Microscopically,  the 
liver  cells  are  found  so  much  swollen  that  they  obliterate  the  cap- 
illary spaces  in  the  lobules.  The  protoplasm  has  a  very  granu- 
lar appearance.  There  is  very  little  fatty  degeneration,  but 
many  of  the  cells  show  a  solution  of  their  protoplasm  and  pig- 
mentation. The  cells  which  show  the  most  pronounced  change 
appear  to  have  first  swollen  and  then  sufifered  a  solution  of  their 
protoplasm  as  the  enlarged  outhne  of  the  cell  remains  to  indicate 
its  former  size  while  the  space  which  was  occupied  by  the  proto- 
plasm contains  granular  debris  and  pigment  with  or  without 
a  nucleus.  The  picture  gives  the  impression  that  the  protoplasm 
has  undergone  solution. 

Kidneys  considerably  enlarged,  pale.  Show  sloughing  of 
the  epitheUum  of  the  cortical  tubules. 

Case  XI. — Eclampsia.     Cloudy  swelling.     Path.  No.   1014. 

Age  thirty-two.    Para  IV.     Six  and  one-half  months'  gestation. 

History  (given  by  friends). — For  two  weeks  had  been  having 
headache,  vomiting  and  visual  symptoms.  Had  been  up  and 
about  receiving  no  medical  attention.  During  the  eight  hours 
previous  to  admission  to  the  hospital  had  four  convulsions.  On 
admission  patient  was  in  a  condition  of  stupor,  but  on  being 
aroused  was  able  to  say  she  had  a  headache.  Two  hours  after 
admission  she  died  in  a  convulsion. 

autopsy. 

Body  shows  marked  general  edema.     No  jaundice. 

Liver. — Very  slightly  enlarged  and  pale  yellow  in  color.  Mi- 
croscopic section  shows  a  slight  diffuse  cloudy  swelling  of  the  par- 
enchyma. 

Kidneys  slightly  increased  in  size  and  pale.  Section  shows 
extensive  degeneration  and  sloughing  of  the  cells  in  the  cortical 
tubules. 

Case  XII. — Eclampsia.  Cloudy  swelHng.  Path.  No.  787, 
1908. 

Age  twenty-two.  Para  I.  Seven  and  one-half  months' 
gestation. 

History. — Except  for  slight  edema  of  lower  extremities,  felt 
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perfectly  well  up  to  the  time  of  her  attack.  One  morning  was 
suddenly  seized  by  a  convulsion  which  was  repeated  twelve 
times  during  the  day.  After  the  first  convulsion  she  went  into 
coma  in  which  she  remained  until  late  in  the  afternoon,  when 
she  was  taken  to  the  hospital  in  the  ambulance.  Was  uncon- 
scious on  admission.  Delivered  immediately.  Died  next  day, 
not  having  regained  consciousness. 

AUTOPSY. 

Body  has  a  faint  oHve  color.  SHght  edema  of  the  feet  and 
ankles. 

Brain  shows  slight  edema. 

Liver. — Size  sHghtly  increased,  color  brownish.  There  are  a 
few  hemorrhages  the  size  of  a  pin-head  under  the  capsule  of  the 
right  lobe.  Microscopically,  the  parenchyma  shows  very  slight 
cloudy  swelling  only.  The  capillaries  are  very  much  congested. 
The  Hver  structure  is  well  preserved. 

Kidneys,  enlarged,  pale  and  edematous.  There  are  a  few 
hemorrhages  in  the  capsule  of  the  left.  Microscopically,  the  epi- 
thelium of  the  cortical  tubules  shows  extensive  degeneration  and 
sloughing. 

If  we  make  make  a  retrospective  survey  of  the  liver  lesions 
just  described,  we  find  that  they  quite  naturally  fall  into  four 
classes. 

The  first  will  include  the  hemorrhagic  changes  in  and  about  the 
portal  spaces  into  which  fall  six  cases — I,  II,  III,  IV,  VIII  and 
IX — two  of  which  had  no  convulsions  and  were  called  toxemic. 
Photograph  No.  i,  taken  from  Case  I,  represents  this  class. 

The  second  class  includes  three  cases — V,  VI  and  VII — show- 
ing necrosis  in  the  center  of  the  liver  lobule.  Photographs  No's. 
2  and  3  taken  from  Cases  V  and  VI  illustrate  this  class.  These 
cases  clinically  were  called  eclampsia,  though  by  some  they  would 
be  called  toxemias  of  pregnancy  regardless  of  the  convulsions 
which  they  had. 

The  third  class  includes  one  liver  No.  X,  which  is  unlike  any  of 
the  others  in  that  it  showed  no  hemorrhage  but  a  general  swelling 
of  the  cells,  with  autolysis.     Photograph  No.  4  represents  this  liver . 

Class  4  includes  two  cases  in  which  the  liver  changes  are  very 
slight  cloudy  swelling  of  the  parenchyma  with  no  hemorrhages  or 
necrosis.  Photograph  No.  5,  taken  from  Case  II,  represents  this 
class. 

The  kidneys  in  class  4  show  very  marked  disintegration  of 
their  epithelium  to  about  the  same  degree  as  is  found  in  the  kid- 
neys of  the  other  three  classes.     The  term  nephritic  type  might 


welch:  eclampsia  and  toxemla.  of  pregnancy. 


11 


be  applied  to  these.     Or  are  they  cases  of  parenchymatous  neph- 
ritis incidental  to  pregnancy? 

The  kidney  lesion  is  similar  in  all  of  these  cases  and  is  repre- 
sented by  photograph  No.  6,  which  was  taken  from  one  of  them. 
In  none  of  the  kidneys  is  the  lesion  a  uniform  one.  The  paren- 
chyma is  markedly  affected  throughout,  but  in  parts  of  a  given 
kidney  one  finds  much  more  destruction  than  in  other  parts  of 
the  same  organ. 


Fig.  I. — Showing  coagulated  hemurrluigc  in  and  abuui  a  portal  spaee. 

The  queries  that  naturally  arise  in  connection  with  ob- 
servations on  any  class  of  pathological  lesions  are: 

First,  as  to  etiology  and,  second,  as  to  prevention  or  cure.  For 
certainly  pathology  is  but  an  idle  pastime  unless  its  ultimate 
object  be  to  discover  means  which  will  prevent  the  perversion  of 
function  which  produces  lesions  or  changes  having  occurred  to 
check  their  further  progress  and  repair,  if  possible,  the  damage 
done. 

When  we  turn  to  consider  the  etiology  of  eclampsia  we  unfor- 
tunately confront  a  field  as  rich  in  speculation  as  any  other  in  the 
domain  of  pathology. 

As  you  are  already  familiar  with  them,  it  is  unnecessary  to  dis- 
cuss the  difTerent  theories  which  in  the  past  have  been  brought 
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forth  in  explanation  of  the  causes  of  the  subject  under  discus- 
sion. It  may  not  be  amiss,  however,  to  refer  to  a  few  suggestions 
made  by  some  of  the  most  able  workers  as  to  possible  etiology. 
These  are  as  follows: 

Changes  in  the  kidney  function. 

Changes  in  the  central  nervous  system. 

Changes  in  the  placenta  with  the  liberation  of  toxins. 

Mechanical  causes  referred  to  obstruction  of  the  ureters. 

Autointoxication,  with  disturbed  metabolism. 
Much  attention  in  the  past  has  been  directed  to  examination  of 
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Fig.  2. — Showing  necrosis  about  the  center  of  a  liver  lobule. 

the  urine  for  the  purpose  of  discovering  the  presence  of  some  sub- 
stance which  serves  to  direct  the  treatment  of  the  case  or  give  a 
prognosis.  Some  of  the  substances  which  have  acted  as  indi- 
cators by  their  presence  in  abnormal  amount  are  chlorides,  urea 
and  total  solids  as  determined  by  the  method  of  krioscopy. 
Variations  of  each  of  these  in  turn  have  in  the  past  furnished  the 
sign  for  the  termination  of  many  a  pregnancy.  Experience  has 
pointed  out  their  unreliabiHty  and  they  have  been  one  by  one 
abandoned  as  an  absolute  criterion. 

Latterly,    studies  of   the  body  metabolism  through  chemical 
analyses  of  the  urine  have  brought  to  light  the  presence  of  various 
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acids  and,  what  appears  to  be  of  more  importance,  disturbance  of 
nitrogen  ratios  in  this  excretion  from  pregnant  women.  This 
nitrogen  partition  is  advocated  by  some,  but  with  a  certain 
amount  of  reserve,  as  a  prognostic  sign. 

The  difficulties  in  the  way  of  accepting  urinary  findings  as  a 
prognostic  sign  are  the  following:  First,  the  kidney  is  diseased, 
and  for  that  reason  it  is  not  certain  whether  it  retains  products 
which  it  should  eliminate  or  whether  it  excretes  others  it  would 
normally  retain.  Second,  excretion  by  perspiration,  the  bowel 
and  expired  air  are  unknown  quantities.      It  remains  to  be  seen 


Fig.  3. — Shows  necrosis  of  center  of  lobule  and  peripheral  congestion. 

whether  the  nitrogen  partition  can  be  reUed  upon  as  a  reUable 
means  of  prognosis.  At  present  it  seems  rather  promising,  es- 
pecially when  interpreted  in  the  light  of  observations  made  by  the 
clinician. 

Returning  to  the  lesions,  we  find  the  hemorrhages  and  necroses 
explained  by  the  early  investigators  as  resulting  from  hyaHne 
blood  plate  thrombi  and  liver  and  placenta  giant  cell  emboli. 
All  of  these  have  been  found  in  certain  instances,  but  it  is  ditlEicult 
to  imagine  the  extensive  hemorrhages  so  commonly  found 
throughout  the  body  as  due  to  multiple  emboli. 

Most  of  these  cases  show  considerable  hemolysis.     The  masses 
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described  as  fibrin  in  the  hemorrhages  of  the  Hver  do  not  appear 
as  clear-cut  fibrin  fibrils,  but  have  a  hyaUne  appearance  which 
in  places  appears  like  fused  red  blood-cell  stromas.  One  finds 
also  in  places  within  the  vessels  agglutinated  red  cells  which 
also  fuse  into  hyaUne  appearing  masses.  It  has  been  shown  by 
experiment  that  hemolysis  from  the  action  of  poisons  is  first  pre- 
ceded by  agglutination  and  fusion  of  the  red  cells  before  they 
undergo  solution  and  give  up  their  hemoglobin.  The  condition 
found  in  the  parenchyma  cells  indicates  the  action  of  some  dis- 
solving poison.     This  agent  is  also  capable  of  attacking  tbe  endo- 
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Fig.  4. — Shows  general  autolysis  of  ihe  liver  cells. 

thelium  of  the  blood-vessels.  Can  we  not  explain  the  numerous 
hemorrhages  by  assuming  from  our  findings  that  there  is  circu- 
lating in  the  blood  a  poison  which  causes  agglutination  of  the  red 
cells  which  then  form  emboli  and  by  the  solution  of  the  endothe- 
lium of  the  blood-vessels  allowing  an  easy  means  of  escape  of  the 
blood?  The  hemorrhages  may  be  more  numerous  in  the  liver 
when  the  toxin  in  the  blood  isreinforced  by  those  found  in  the 
Hver.  Of  course,  liver  and  placenta  cells  also  contribute  their 
share  of  the  emboli  about  which  hemorrhages  occur.  Added  to 
these  causes  increase  of  blood-pressure,  which  is  always  high  but 
much  increased  during  convulsions,  we  can  account  for  the  large 
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brain  hemorrhages  which  occur  in  these  young  subjects  who  are 
usually  free  from  arteriosclerosis. 

The  poison  causing  this  serious  intoxication  is  probably  an 
enzyme  or  combination  of  enzymes.  It  has  been  determined 
that  normal  cell  metabolism  is  performed  by  means  of  enzymes. 
If  for  any  reason  these  enzymes  be  disturbed  in  certain  ways,  in 
just  what  ways  is  not  clear,  they  will  attack  the  cells  in  which 
they  reside  and  cause  their  destruction,  the  process  we  call 
autolysis.  The  liver  cells  are  especially  rich  in  these  enzymes 
and  it  is  here  we  fmd  the  most  destruction.     The  zvmotic  diges- 
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-.Shows  lIouiIv  swelling  uf  the  liver  cells. 


tion  may  occur  in  other  cells  as  well;  for  instance,  in  the  endothe- 
lium of  the  vessels,  but  of  course  not  to  the  same  extent  as  in  the 
liver,  for  their  function  is  a  different  one. 

Two  possible  sources  are  proposed  for  the  poison.  The  one 
from  the  kidneys  and  intestinal  tract  and  the  other  from  the 
fetus  and  placenta.  I  have  invariably  found  the  ureters 
dilated  in  women  dying  in  advanced  pregnancy  and  the  bowels 
are  usually  more  or  less  disturbed.  From  the  retention  in  the 
ureters  there  is  probably  very  little  absorption,  but  that  Httle 
may  contribute  its  share  to  the  general  disturbance.  The  con- 
dition of  the  intestinal  tract,  more     particularly  the  colon,  is 
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probably  of  considerable  importance.  A  bowel  that  is  moving 
freely  or  apparently  normally  is  not  necessarily  a  harmless  one. 
Slight  putrefaction  and  bacterial  growth  may  be  going  on  with 
production  of  harmful  substances  which  may  be  absorbed  in 
small  amount  without  any  sign  of  disturbed  bowql  action,  yet 
which  may  be  laying  the  foundation  in  the  tissues  for  a  sudden 
disturbance  of  equihbrium.  Of  the  second  source,  the  placenta 
and  fetus,  we  know  little.  It  may  be  possible  that  enzymes 
emanate  from  the  fetus  and    placenta  that  attack  the  maternal 
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Fig.  6. — Parenchymatous  nephritis. 

cells,  or  that  some  toxine  is  derived  from  these  sources  which 
perverts  the  action  of  enzymes  native  in  the  maternal  cells. 

The  perplexing  aspect  of  the  subject  is  the  fact  that  under 
apparently  similar  conditions  one  individual  will  while  another 
will  not  have  eclampsia.  This  may  be  explained  by  the  side- 
chain  theory  of  immunity.  In  one  instance  enough  side  chains 
are  formed  to  neutralize  the  poison,  while  in  another  this  capacity 
is  exhausted  and  the  cell  is  destroyed. 

Postmortem  observations,  through  morbid  anatomy  and 
pathological  histology,  have  brought  us  to  our  present  knowl- 
edge of  this  subject,  but  we  must  turn  to  pathological  chemistry 
for  a  further  solution  of  the  problem  of  etiology. 

204  West  Seventieth  Street. 
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CARDIAC  DISEASE  AS  A  COMPLICATION  OF 
PREGNA.VCY.* 

BY 
GEORGE  H.  RYDER.  M.  D., 

Formerly  Resident  Physician  at  the  Sloane  Maternity  Hospital. 

This  subject  is  of  great  interest,  both  to  the  laity  and  to  the 
medical  practitioner.  To  the  former  it  is  at  times  of  vital  impor- 
tance. Shall  a  woman  with  a  heart  lesion  marry  ?  The  physician 
is  called  upon  to  decide  this — or  rather,  to  give  his  opinion,  for 
frequently  his  advice  is  not  heeded — and  if  pregnancy  occurs,  his 
is  the  task  of  caring  for  the  patient. 

In  discussing  this  subject  our  considerations  naturally  fall 
under  three  headings.  The  diagnosis  of  the  condition  comes  first, 
for  without  a  correct  diagnosis  we  are  surely  upon  uncertain 
ground.  Secondly,  the  prognosis  comes.  Is  the  condition  so 
serious?  and  under  what  circumstances  and  when?  Are 
marriage  and  pregnancy  advisable?  If  pregnancy  exists,  shall 
it  continue,  and  if  not,  when  shall  it  be  interrupted?  If  it 
does  continue,  what  are  the  dangers?  These  and  many  other 
questions  depend  on  the  prognosis,  and  must  frequently  be  de- 
cided by  every  obstetrician.  Closely  connected  with  the  prog- 
nosis is  the  treatment ;  for  on  this  the  prognosis  largely  depends ; 
and,  conversely,  the  treatment  rests  upon  the  prognosis.  The 
treatment  must,  therefore,  be  our  third  subject  of  consideration. 

To  an  audience  such  as  this  it  is  unnecessary  to  say  that  every 
murmur  of  the  heart  does  not  indicate  endocarditis.  And  yet 
how  many  of  you  have  not  found  a  hemic  murmur  only  in  a 
patient  who  had  been  told  that  she  was  suffering  from  heart  disease  ? 
Murmurs,  systolic  at  the  base  of  the  heart,  the  pulmonic  or  second 
left  interspace,  we  do  not,  as  a  rule,  consider  of  importance. 
Systolic  murmurs  near  the  apex,  with  or  without  thrills,  sys- 
tolic or  diastolic  murmurs  in  the  aortic  area — these  are  the  mur- 
murs most  frequently  met  wuth  as  indications  of  endocarditis. 
Marked  change  in  the  rate,  rhythm  or  impulse  of  the  heart-beats 
are  important  aids.  Myocarditis,  one  of  the  most  dangerous 
forms  of  heart  disease  from  an  obstetric  stand-point,  is  very  hard 

*Read  before  the  Sloane  Alumni  Society,  January  24,  1908,  through  the  courtesy 
of  Dr.  E.  B.  Cragin,  in  whose  service  at  the  Sloane  Maternity  Hospital  the  ninety 
two  cases  here  mentioned  were  observed. 
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to  make  out  and  often  is  first  suspected  when  the  heart's  action 
suddenly  becomes  impaired.  Undoubtedly,  it  is  often  over- 
looked entirely. 

Percussion  of  the  heart,  upon  which  many  expert  medical 
d  agnosticians  rely,  is  in  the  later  months  of  pregnancy  very  mis- 
leading as  an  indication  of  cardiac  disease.  This  brings  up  the 
much  discussed  subject  of  the  physiological  hypertrophy  of  the 
heart  during  pregnancy.  It  has  been  generally  believed,  and 
many  still  hold  the  view,  that  the  heart  is  larger  during  j^regnancy 
than  at  other  times.  If  this  is  so,  an  increase  in  cardiac  dullness 
on  percussion  would  not  mean  endocarditis,  but  only  the  normal 
enlargement  of  the  heart  during  pregnancy,  assuming,  for  the 
moment,  that  this  increased  cardiac  dullness  shows  enlargement 
of  the  heart  at  all. 

Larcher  claimed  that  the  left  ventricle  was  enlarged  during 
pregnancy,  as  he  found  the  average  thickness  of  the  wall  of  the 
left  ventricle  greater  than  lo  mm.,  the  figures  given  by  Bizot  for 
the  average  thickness  of  the  normal  w^all  of  the  left  ventricle. 
Ducrest  supported  him  in  this  belief.  Buhl,  however,  found  the 
average  normal  thickness  i6  to  17  mm.,  and  thus  claimed  that 
Larcher's  figures  did  not  show  any  increase  in  thickness  beyond 
the  average.  Zambaco,  in  a  prize  essay  at  the  French  Institute 
of  Medicine,  gave  it  as  his  opinion  that  hearts  of  women  dying  in 
pregnancy  were  larger  than  those  of  women  dying  nonpregnant. 
Other  authors  have  tried  to  settle  this  question  by  weighing  the 
heart  after  death.  Miiller,  after  careful  weighing  of  a  number 
of  cases,  concluded  that  there  was  no  increase.  Lohlein  was 
unable  to  find  any  increase  of  weight  in  a  number  of  specimens. 
Dreysel  claimed  a  very  slight  increase.  The  average  weight  of 
the  female  heart,  taken  from  the  findings  of  fifteen  different 
authors,  was  found  by  Stengel  and  Stanton  to  be  263  gm.,  and 
bv  comparison  with  the  average  weight  of  a  series  of  hearts  taken 
from  women  dying  in  pregnancy  it  was  shown  that  in  pregnancy 
there  not  only  was  no  increase  in  w^eight,  but  even  a  slight  decrease. 

Duroziez  tried  to  settle  the  question  by  physical  examination 
of  the  living  woman.  He  finds  an  increase  of  cardiac  dullness  in 
the  vertical  and  horizontal  diameters.  The  day  after  confine- 
ment the  area  is  that  of  normal  dullness.  Fellner  confirmed  this, 
(lerhardt  claimed  that  these  results  were  valueless,  as  the  upward 
displacement  of  the  diaphragm  by  the  enlarged  uterus  caused 
this  increase  of  cardiac  dullness  by  displacement  of  the  heart. 
The  theorv  has  been  advanced  that  the  increased  arterial  tension 
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during  pregnancy  necessarily  causes  enlargement  of  the  heart 
by  increasing  the  amount  of  work  it  must  do.  Various  attempts 
have  been  made  with  the  sphygmomanometer  to  show  this 
increased  tension. 

In  1904,  Stengel  and  Stanton,  of  the  University  of  Pennsylva- 
nia, in  an  article  called  "The  Heart  and  Circulation  in  Pregnancy 
and  the  Puerperium,"  reviewed  this  whole  subject,  and  from 
a  series  of  very  careful  experiments  came  to  the  following 
conclusions: 

The  blood  pressure  is  not  increased  before  or  after  labor. 
During  labor  with  the  "pains,"  there  may  be  an  increase.  The 
heart  has  no  special  increase  in  work  during  pregnancy,  and  there 
is  no  hvpertrophy.  The  increased  area  of  cardiac  dullness  is  due 
to  the  upward  and  outward  displacement  of  the  heart  by  the  dia- 
phragm. This  is  less  in  multiparae,  where  there  is  a  separation  of 
the  recti  muscles  of  the  abdomen. 

The  methods  of  ascertaining  the  thickness  of  the  heart  muscle 
and  of  weighing  the  heart  were  inaccurate,  and  many  of  the  hearts 
examined  were  diseased  and  therefore  hypertrophied  from 
causes  other  than  pregnancy. 

MacDonald  (1878)  agrees  in  the  main  with  these  views,  though 
he  inclines  to  the  belief  that  there  is  a  slight  enlargement  of  the 
left  ventricle  in  pregnancy.  Williams  thinks  there  is  a  slight  en- 
largement, while  Edgar  and  Hirst  think  there  is  no  enlargement. 

One  must  not  be  misled,  then,  by  the  increased  area  of  cardiac 
dullness  found  on  percussion,  for  this  is  probably  due  to  a  displace- 
ment and  not  to  an  enlargement  of  the  heart.  However,  if  it 
can  be  ascertained  that  there  is  no  displacement  of  the  heart  by 
the  diaphragm,  as  in  marked  diastasis  of  the  recti,  an  apparent 
enlargement  of  the  heart  may  be  considered  as  abnormal  and 
not  as  a  physiological  hypertrophy. 

The  diagnosis  of  heart  disease  in  the  pregnant  woman  is  made 
in  the  same  way  as  in  the  nonpregnant  woman,  except  that  per- 
cussion is  more  difficult  (from  the  enlarged  breasts)  and  not  al- 
ways to  be  relied  upon.  The  importance  of  a  careful  auscultation 
of  the  heart  in  every  case  is  apparent  when  we  consider  the  fre- 
quency of  heart  lesions  in  pregnancy.  Demelin  gives  it  as  1.2  per 
cent.,  Vinay  as  2  per  cent.,  Fellner  as  2.4  per  cent,  and  Williams 
as  2  per  cent. 

The  prognosis  and  treatment  of  heart  disease  in  pregnancy 
vary  within  wide  limits,  from  the  mildest  kind  of  complication, 
needing  no  treatment,  to  one  most  dangerous  to  mother  and  fetus 
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and  calling  for  the  most  urgent  treatment.  Angus  MacDonald, 
in  1878,  published  a  monograph  called  "The  Bearings  of  Chronic 
Diseases  of  the  Heart  upon  Pregnancy,  Parturition  and  Childbed," 
in  which  he  quotes  a  series  of  twenty-eight  cases  of  heart  disease 
complicating  pregnancy.*  His  findings  and  conclusions  are  very 
interesting.  In  fourteen  of  his  cases  the  chief  lesion  was  mitral 
stenosis.  The  mortahty  here  was  very  high — nine  maternal  deaths 
(or  64.4  per  cent.,  and  five  fetal  deaths  (36  —  percent.).  In  eight 
cases  the  chief  lesion  was  mitral  insufficiency,  and  here  the  mater- 
nal deaths  were  four  (or  50  per  cent.),  while  the  fetal  deaths  were 
none.  In  six  the  chief  lesion  was  aortic  insufficiency,  with  three 
maternal  deaths  (or  50  per  cent.)  and  two  (or  33  per  cent.) 
fetal.  A  marked  tendency  to  abortion  was  noted,  eight  in  the 
first  series  (29  -|-  per  cent.),  one  in  the  second  (12^  per  cent.)  and 
five  (or  83  per  cent.)  in  the  last  (a  total  of  50  per  cent.). 

This  is  a  frightful  mortality,  54  per  cent,  maternal  and  25 
per  cent,  fetal.  All  of  the  maternal  deaths  took  place  during 
or  shortly  after  labor. 

MacDonald  concludes  that  mitral  stenosis  is  the  most  common 
and  most  fatal  lesion;  also  that  all  forms  of  endocarditis  predis- 
pose to  abortions.  Recent  cases  of  endocarditis  are  more 
dangerous  than  old  cases,  for  in  the  former  the  inflammation 
of  the  endocardium  is  more  apt  to  continue,  causing  further 
damage,  and  compensatory  hypertrophy  is  not  established. 
The  danger  from  embolism  is  always  present,  and  a  so  from 
impairment  of  the  heart  muscle.  Pulmonary  troubles,  such  as 
bronchitis  or  phthisis,  greatly  increase  the  danger  from  endo- 
carditis. This  is  also  true  of  kidney  trouble.  When  there  is 
fai  ing  compensation  the  prognosis  is  always  bad.  INIacDonald 
thinks  that  in  premature  labors  the  prognosis  is  worse,  and  he  is 
therefore  much  opposed  to  artificial  termination  of  pregnancy 
as  a  rule. 

From  his  experience  and  with  his  conclusions  MacDonald  has 
some  decided  ideas  on  treatment.  Marriage  of  women  suffering 
from  endocarditis  he  thinks  ought  to  be  discouraged  in  cases 
of  mitral  stenosis  and  aortic  insufficiency,  where  his  mortality 
was  so  high.  In  mitral  insufficiency  there  is  less  danger.  Where 
there  is  evidence  of  failing  compensation  marriage  ought  to  be 
absolutely  forbidden.  Where  pregnancy  exists  all  causes  of 
pulmonary  and  renal  inflammation  ought  to  be  carefully  guarded 
against.  As  has  been  mentioned,  he  does  not  approve  of  induc- 
*I  have  not  included  his  three  irregular  cases. 
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tion  of  premature  labor  (excepting  only  where  the  intraabdominal 
tension  is  great),  as  the  strain  of  labor  is  often  too  much  for  the 
already  failing  heart.  During  labor  every  effort  should  be  made 
toward  shortening  the  second  stage,  with  forceps  or  version  if 
necessary.  Chloroform  he  approves  of,  as  it  lessens  the  uterine 
contractions,  thereby  lowering  the  arterial  tension  and  relieving 
the  heart.  In  the  puerperium  the  same  general  principles  of 
treatment  for  the  heart  are  to  be  observed  as  in  the  nonpregnant 
state. 

Wilhams  finds  mitral  insufficiency  the  most  common  lesion, 
while  mitral  stenosis  is  the  most  often  fatal.  He  recognizes 
myocarditis,  though  hard  to  diagnose,  as  a  cause  of  sudden  death 
in  labor.  Few  heart  lesions  in  pregnancy,  however,  give  symp- 
toms. Fellner,  in  his  series  of  94  cases,  found  only  one-seventh 
giving  cardiac  manifestations.  Demelin,in4i  cases,  found  two- 
thirds  giving  symptoms.  Williams,  in  3000  of  his  own  cases, 
normal  and  abnormal,  found  only  one  giving  alarming  symptoms. 
But  he  says  there  is  danger  during  labor  of  failing  compensation 
and  collapse,  and  after  labor  he  thinks  hemorrhage  is  apt  to  occur. 
He  also  says  severe  heart  lesions  are  apt  to  produce  abortions. 
Premature  labor  was  noted  in  20  per  cent,  of  Fellner's  cases.  As 
regards  the  mortality,  Fellner,  with  his  ninety-four  cases  of  heart 
lesions  complicating  pregnancy,  gives  a  total  of  6  per  cent. 
Demelin,  with  his  forty-one  cases,  has  a  mortality  of  5  per  cent. 
With  failing  compensation,  however,  the  prognosis  is  worse  and 
the  mortality  higher.  Guerard  gives  a  mortahty  of  28  per  cent., 
Schlayer  of  48  per  cent.,  Leyden  54  per  cent.,  and  Lubhnsky  100 
per  cent.  Williams  thinks  that  interdicting  marriage  for  women 
with  heart  lesions  is  extreme,  but  when  the  lesion  is  severe  or 
compensation  poor  the  dangers  of  childbearing  should  be  fully 
explained. 

In  pregnancy,  if  compensation  is  fair,  rest  with  heart  tonics 
should  be  given.  If  these  fail  and  the  patient's  life  is  in  danger 
from  edema  of  the  lungs,  bloodlett'ng  should  be  resorted  to, 
followed  by  prompt  empt3'ing  of  the  uterus.  During  labor 
nervousness  and  increased  arterial  tension  from  uterine  and 
abdominal  contractions  make  an  anesthetic  of  value.  When 
the  cervix  is  fully  dilated  and  the  head  well  engaged,  forceps  are 
indicated. 

Hirst  says  that  "mitral  diseases  are  the  most  serious."  He 
does  not  fear  endocarditis  in  pregnancy  when  compensation  is 
good,  and  adds  that  he  "never  lost  a  case."     Abort'on  he  finds 
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taking  place  in  25  per  cent,  of  the  cases.  He  recommends  close 
watching  of  the  urine,  frequent  recumbent  positions,  fresh  air, 
avoidance  of  sudden  chills  and  violent  efforts,  and,  if  there  is 
failing  compensation,  termination  of  the  pregnancy  at  the 
thirty-sixth  week. 

Edgar  recognizes  embolism  as  a  great  danger  in  heart 
diseases  with  pregnancy,  also  pulmonary  inflammations  in  the 
later  part  of  pregnancy  from  severe  exertions  or  colds.  M.tral 
stenosis  is  especially  dangerous.  During  labor  the  t  me  of 
greatest  danger  is  immediately  after  the  expulsion  of  the  child 
or  placenta.  He  strongly  recommends  the  free  use  of  strychnine 
during  pregnancy  as  well  as  enforced  rest  with  massage.  During 
labor  he  uses  ether,  and  shortens  labor  by  manual  stretching 
of  the  cervix,  giving  digitalis  if  necessary,  with  strychnine  ahvays. 

He  shortens  the  second  stage  with  forceps,  and  thinks  venesec- 
tion would  be  useful,  except  for  its  unfavorable  moral  effect. 

Coste  says  that  very  sudden  death  after  labor  is  almost  always 
due  to  myocarditis.  If  to  this  a  puerperal  fever  is  added,  there 
is  the  greatest  danger.  The  diagnosis  is  hard  to  make,  but  if 
in  the  course  of  a  puerperal  fever  there  is  a  sudden  failing  in  the 
pulse,  this  becoming  small,  feeble,  irregular  or  intermittent, 
with  sudden  faintness  and  precordial  pain,  the  diagnosis  is 
assured. 

From  these  authorities  and  others  we  may  briefly  state  the 
prevailing  ideas  on  the  prognosis  and  treatment. 

Heart  lesions  are  present  in  about  2  per  cent,  of  all  pregnancies. 
When  compensation  is  good  there  are  few  symptoms.  When 
compensation  is  failing  the  prognosis  is  bad,  and  the  mortality 
ranges  from  28  per  cent.  (Guerand)  and  54  per  cent.  (MacDonald) 
to  100  per  cent.  (Lublinsky).*  Abortions  or  premature  labors 
are  common,  especially  with  failing  compensation,  where  Hirst 
finds  it  25  per  cent,  and  MacDonald  50  per  cent.  ]\Iitral  lesions 
are  agreed  upon  by  all  as  the  most  frequent;  Williams  says 
mitral  insufficiency  and  MacDonald  mitral  stenosis.  All  agree 
that  mitral  stenosis  is  the  most  dangerous  lesion,  while  aortic 
insufficiency  (jMacDonald)  and  myocarditis  (Williams,  Hirst  and 
Cost^)  are  considered  the  next  most  dangerous. 

As  to  treatment,  where  compensation  is  good,  little  or  none 
is  needed  except  watchfulness  and  care.  In  failing  compen- 
sation, active  treatment  is  necessary,  stimulation,  term  nation 
of  pregnancy  (not  advised  by  MacDonald,  however);  making 
*Thc  total  mortality  is  between  5  per  cent,  and  6  per  cent.,  Demelin  and  Frilncr. 
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the  labor  short  and  easy,  with  forceps  or  version  if  needed; 
the  use  of  chloroform  without  fear  of  bad  results  (though  Edgar 
prefers  ether);  and  after  labor,  stimulation,  with  bleeding  if 
indicated. 

At  the  Sloane  Maternity  Hospital  in  4000  confinements 
occurring  between  September,  1904,  and  April,  1907,  I  have  col- 
lected fifty-six  cases  of  cardiac  lesions.  Each  history  was  ooked 
at  separately,  in  order  that  the  number  might  be  as  accurate 
as  possible.  This,  fifty-six  in  4000,  makes  the  frequency  1.4 
per  cent.  In  looking  over  the  5000  confinements  immediately 
preceding  this  series,  thirty-six  cases  of  cardiac  lesions  are 
recorded.  This  does  not  give  an  accurate  idea  of  the  frequency 
of  the  lesion,  as  many  of  the  mildest  cases  are  not  on  record. 

Taking  these  two  series,  we  have  a  total  of  ninety-two  cases- 
Mitral  insufiiciency  is  found  to  be  the  most  frequent — fortv-nine 
(53  per  cent.);  mitral  stenosis  next,  fourteen  (15  per  cent.); 
double  mitral,  fifteen  (16  per  cent.);  total  mitral  lesions,  seventy- 
eight,  or  nearly  85  per  cent,  of  the  whole  series;  myocarditis, 
five  (5.4  per  cent.);  aortic  insufiiciency,  three  (3.2  per  cent.); 
aortic  roughening,  three  (3.2  per  cent.);  malignant  endocarditis 
with  ulceration  of  tricuspid  valve,  one;  marked  tachycardia, 
two. 

These  cases  of  tachycardia  were  possibly  not  dependent  on 
heart  lesions  and  do  not  properly  belong  here,  but  I  have 
mentioned  them  because  they  seem  of  spec  al  interest.  Curtin, 
of  Philadelphia,  speaks  particularly  of  tachycardia  n  pregnancy 
and  says  that  most  cases  are  due  to  a  toxemia  of  pregnancy. 
This  form  of  tachycardia  is  very  common,  and  is  often  seen 
during  or  immediately  after  labor,  frequently  becoming  alarming 
and  even  fatal.  Other  cases  he  has  found  to  be  the  beginning 
of  a  later  developing  exophthalmic  goitre. 

One  of  the  cases  that  I  have  mentioned  w^as  a  private  patient 
of  Dr.  Cragin.  During  her  pregnancy  and  puerperium  she  had 
several  attacks  when  the  pulse  became  too  rapid  to  be  counted, 
with  marked  dyspnea  and  precordial  pain,  and  yet,  in  spite  of 
many  apprehensions,  she  went  through  labor  with  absolutely 
no  abnormal  symptoms.  The  other  was  a  wardjpatient.  Her 
condition  was  so  remarkable  as  to  be  almost  amusing.  After 
an  easy  normal  labor  with  very  little  loss  of  blood,  she  w^as 
wheeled  into  the  room  adjoining  the  operating-room,  apparently 
in  the  finest  condition.  Her  pulse  shortlv  after  was  reported  as 
very  bad,  and  on  taking  it  I  found  it  too  rapid  to  be  counted, 
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weak  and  thready,  apparently  the  pulse  of  a  dying  woman. 
However,  her  fundus  was  hard.  There  was  no  bleeding  and  her 
face  was  ruddy  and  the  picture  of  perfect  content  and  well- 
being.  In  view  of  this,  her  pulse  was  disregarded,  and  in  an 
hour  or  so  was  normal  again.  She  had  no  albumin,  no  known 
heart  lesion  and  no  evidence  of  toxemia.  Her  puerperium 
was  normal. 

Recently  I  saw  a  case  with  Dr.  EH  Long  where,  after  an  easy 
labor,  it  was  necessary  to  manually  extract  the  placenta.  There 
was  very  little  hemorrhage  and  the  uterus  contracted  well,  but 
the  pulse  jumped  up  to  over  i8o  to  the  minute.  The  patient 
looked  and  felt  perfectly  well,  however,  and  in  a  few  hours  the 
pulse  was  normal  again.  There  was  here  no  evidence  of  heart 
lesion  or  toxemia  and  the  puerperium  was  normal. 

The  first  of  these  three  cases  was  probably  one  of  angina 
pectoris  and  is  mentioned  here  as  of  interest  simply  because  the 
heart  was  not  disturbed  at  all  by  labor.  The  other  two,  in  the 
absence  of  any  clinical  signs,  must  be  put  down  as  examples  of 
the  neurotic  tachycardia  mentioned  by  Williams. 

The  total  number  of  maternal  deaths  in  this  series  of  ninety- 
two  cases  was  seven  (7.6  per  cent),  three  were  with  myocarditis, 
two  were  with  mitral  insufficiency,  one  was  with  double  mitral 
and  one  with  malignant  endocarditis.  Two  deaths  were  due 
chiefly  to  eclampsia,  so  that  out  of  the  series,  five  deaths  alone  were 
due  solely  to  the  heart  lesions.  Myocarditis  has  the  highest  mor- 
tality,* three  out  of  five  (60  per  cent.);  mitral  insufficiency,  two 
deaths  out  of  forty -nine  (about  4  per  cent.) ;  double  mitral,  one  out 
of  fifteen  (6  per  cent.).  The  total  mitral  lesions  were  seventy - 
eight  with  three  deaths  (under  4  per  cent.).  Mitral  stenosis 
alone  gave  no  deaths,  and  no  aortic  lesions  resulted  in  death. 
This  is  quite  contrary  to  the  results  of  other  writers,  especially 
MacDonald.  All  of  the  deaths  occurred  after  labor  and,  with 
but  one  exception,  within  a  few  hours.  There  were  twenty- 
eight  abortions  and  premature  labors  (30  per  cent.),  but  twenty- 
two  of  these  were  artifically  induced,  leaving  six  (or  about  8.5  per 
cent.)^  occurring  spontaneously.  How  many  of  the  twenty-two 
would  have  occurred  spontaneously  we  do  not  know.  There  were 
thirteen  still-births  and  six  infant  deaths,  a  total  infant  mortality 
of  nineteen  (or  a  little  over  20  per  cent.). 

It  is  very  interesting  to  note  that  in  thirty-two  of  the  series 

♦Malignant  endocarditis  is  of  course  fatal;  MacDonald  mentions  two  cases 
both  of  which  died. 
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there  were  absolutely  no  symptoms.  In  twenty -four  there  were 
slight  symptoms,  but  no  treatment  was  necessary.  In  eight 
treatment  was  needed,  but  only  for  complications.  Therefore, 
in  sixty -four  (or  nearly  70  per  cent,  of  the  cases)  no  treatment 
for  the  heart  lesions  was  needed.  In  twenty-eight  (or  about  30 
per  cent.)  there  was  failing  compensation  and  treatment  was 
needed  and  given.  All  the  maternal  deaths  occurred  in  this  num- 
ber, seven  in  twenty-eight  (or  exactly  25  percent.).  In  this 
number  also  (twenty-eight  with  failing  compensation)  there 
were  thirteen  fetal  deaths  (or  46  per  cent.)  and  twenty-two  pre- 
mature endings  of  pregnancy,  but  all  artificial. 

Albumin  was  present  in  sixty  out  of  the  ninety-two  cases.  In 
many  of  the  severer  cases  it  was  difficult  to  tell  how  much  of  the 
distress— cyanosis,  dyspnea,  edema,  etc. — was  due  to  the  heart 
lesion  and  how  much  to  the  albumin  and  toxemia  present. 
Indeed,  only  one  of  the  fatal  cases  did  not  have  albumin.  Ten 
cases  had  retained  membranes,  necessitating  manual  removal 
(one  in  nine).  Only  two  cases  of  the  ninety-two  had  postpar- 
tum hemorrhages.  This  is  contrary  to  the  experience  of  Williams, 
who  finds  postpartum  hemorrhage  common. 

Briefly,  from  a  study  of  these  cases  we  find  that  the  frequency 
of  heart  lesions  in  pregnancy  was  1.4  per  cent.  The  mitral 
lesions  were  by  far  the  most  common — nearly  85  per  cent,  of  the 
whole  number.  Myocarditis  was  the  most  fatal— three  out  of 
five;  and  mitral  stenosis  uncomplicated  and  the  aortic  lesions 
gave  no  deaths. 

Premature  labor  or  abortion  was  common  (about  one  in  twelve 
when  there  was  no  interference),  but  nearly  all  of  the  bad  cases 
were  induced. 

In  over  two-thirds  of  the  cases  the  heart  lesion  was  of  practi- 
cally no  significance,  giving  little  or  no  symptoms  and  needing  no 
treatment.  In  the  remainder,  less  than  one-third,  treatment 
was  needed  for  failing  compensation,  and  the  mortality  was  high 
(one  in  four  or  25  per  cent.). 

The  total  mortality  was  about  7  per  cent,  maternal  and  20 
per  cent,  fetal;  with  failing  compensation,  25  per  cent,  maternal 
and  46  per  cent,  fetal.  None  of  the  deaths  occurred  during 
labor,  but  all  afterward,  probably  partly  because  labor  was  hur- 
ried in  every  possible  way.  Albumin  was  present  in  about  two- 
thirds  of  the  cases.     Postpartum  hemorrhages  were  very  rare. 

Conclusions. — Cardiac  disease  in  the  parturient  state  is  a 
complication  of  such  frequency  that  anyone  doing  a  fair  amount 


26       RYDER:    CARDIAC  DISEASE  AS  A  COMPLICATION  OF  PREGNANCY. 

of  obstetrics  is  sure  to  meet  with  it.  The  crucial  point  to  be 
considered  is  whether  or  not  the  heart  is  well  compensated.  If  it 
is,  no  danger  need  be  expected  from  the  heart  lesion.  The 
patient  will  in  all  probability  go  through  pregnancy  without 
inconvenience,  will  stand  an  ordinary  labor  well  and  in  the  puer- 
perium  will  have  no  trouble.  Marriage  need  not  be  especially 
feared  if  the  cardiac  compensation  is  good  and  the  lesion  is  not  a 
recent  one.  No  special  treatment  is  needed  except  added  watch- 
fullness,  throughout  the  whole  parturient  state. 

During  pregnancy  the  patient  should  be  especially  guarded 
against  sudden  chilling,  as  this  is  apt  to  cause  congestion  of  the 
lungs  or  kidneys  and  thus  throw  extra  work  upon  the  heart. 
For  the  same  reason,  sudden  or  prolonged  exertions  should  be 
avoided.  The  urine  should  be  carefully  watched  and  the  patient 
should  have  plenty  of  fresh  air  and  wholesome  food.  If  any  signs 
of  failing  compensation  appear,  the  patient  should  be  treated  for 
this  at  once. 

During  labor  great  care  should  be  used  not  to  let  the  patient 
overexert  herself.  The  first  stage  should  be  made  shorter,  if 
necessary,  by  bags  or  bougie  or  by  correction  of  bad  presentations. 
Especially  in  the  second  stage  should  care  be  used  to  hasten  de- 
livery by  forceps  or  other  appropriate  means.  At  the  same  time, 
I  personally  believe  it  is  better  that  the  patient  should  use  a  reason- 
able amount  of  her  own  strength  than  that  resort  should  be  made 
to  a  difficult  artificial  delivery,  necessitating  prolonged  anesthe- 
sia. As  to  chloroform,  these  patients  stand  a  moderate  amount 
well  and  are  benefited  by  it.  Prolonged  use  of  chloroform  seems 
harmful.  Ether,  suggested  by  Edgar,  I  have  seldom  seen  used  in 
obstetrics.  With  any  tendency  to  pulmonary  congestion,  I 
should  think  it  contraindicated. 

In  the  puerperium,  when  compensation  has  been  complete 
through  labor,  little  apprehension  need  be  felt  and  no  special 
treatment  need  be  given,  except,  of  course,  added  watchfulness. 
When  the  labor  has  been  especially  diflicult,  however,  the  heart 
may  give  us  concern  by  being  irregular,  intermittent  or  suddenly 
rapid.  In  these  cases,  morphine,  digitalis  and  strychnine  are 
useful,  especially  the  first.  This  irregularity  usually  lasts  only 
twelve  hours  or  so. 

With  failure  of  compensation  we  are  confronted  at  once  with 
a  most  serious  complication.  Under  the  most  favorable  condi- 
tions and  the  best  treatment,  the  maternal  mortality  is  one  in 
four  and  the  fetal  mortality  nearly  twice  this.     Treatment  should 
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not  be  delayed.  The  patient  should  be  put  to  bed  on  a  light 
diet — milk,  if  albumin  be  present — and  suitable  heart  stimula- 
tion should  be  given  (morphine,  digitalis  or  strychnine).  If  albu- 
min is  found,  care  must  be  taken  to  ascertain  what  part  of  the 
symptoms  are  due  to  the  kidneys.  In  many  cases  practically 
all  of  the  symptoms  are  due  to  the  kidneys,  with  toxemia  of 
pregnancy,  and  treatment  must  be  directed  to  this — colon  irri- 
gations, arterial  dilators,  warm  baths,  etc.  Usually,  where  toxe- 
mia of  pregnancy  is  present,  the  pulse  is  apt  to  be  tense,  though 
this  is  not  always  so. 

If,  in  spite  of  treatment,  failure  of  compensation  is  more 
marked  (as  shown  by  increasing  edema,  dyspnea,  poorer  heart 
action  and  cyanosis),  termination  of  pregnancy  should  be 
considered. 

MacDonald  does  not  believe  in  induction  of  labor,  as  this  still 
further  upsets  the  heart's  action,  and  Hirst  advises  inducing 
labor  at  the  thirty-sixth  week.  I  should  rather  favor  terminating 
pregnancy  as  soon  as  it  is  seen  that  the  heart  action  is  steadily 
growing  worse.  Labor  will  still  further  embarrass  the  heart 
action,  but  as  this  must  come  sooner  or  later,  I  think  the  longer 
it  is  delayed,  the  worse  the  condition  will  be.  I  do  think,  how- 
ever, that  labor  should  seldom  be  induced  until  the  above 
treatment  has  been  thoroughly  tried.  Hasty  termination  of 
pregnancy  before  the  heart  has  been  given  every  chance  by 
rest,  diet  and  stimulation  to  regain  its  tone  is,  I  believe,  one 
cause  of  death.  MacDonald's  high  mortality — these  are  not  all 
his  own  cases — is  largely  due,  I  think,  to  the  fact  that  pregnancy 
was  not  terminated  soon  enough.  In  only  two  of  his  cases  was 
labor  induced,  and  then  only  as  a  last  resort.  In  nearly  all  of 
his  fatal  cases  failing  compensation  had  been  present  for  weeks 
or  months  before  labor  actually  occurred.  An  early  induction 
would  have  brought  on  labor  under  more  favorable  circum- 
stances. 

When  possible,  of  course,  induction  should  be  delayed  until 
the  fetus  is  viable.  This  is,  however,  a  matter  of  judgment. 
The  child's  life  should  not  be  weighed  against  the  mother's,  as 
the  infant  mortality  is  practically  twice  as  high  as  the  maternal. 
The  means  of  terminating  pregnancy  I  shall  not  discuss.  (Per- 
sonally, I  believe  the  bags,  with  at  times  the  bougie,  give  the 
best  results.) 

During  labor  everything  must  be  done  to  strengthen  and 
support   the  heart,    to   quiet    the  patient   and    to  shorten   and 
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simplify  the  labor.  Heart  stimulants  must  of  course  be  used; 
morphine  in  small  repeated  doses  is  especially  useful,  as  it  lessens 
the  pain,  quiets  the  patient  and  steadies  the  heart.  Bags  to 
hasten  the  dilatation  of  the  cervix  are  useful.  Forceps,  as  soon 
as  they  can  be  safely  used,  are  of  great  value.  Easy  version 
and  breech  delivery  are  to  be  recommended.  But  here,  again, 
prolonged  difhcult  deliveries,  necessitating  much  chloroform  and 
tending  to  cause  shock,  are  dangerous.  With  failing  com- 
pensation, chloroform,  in  my  experience,  is  poorly  borne,  and 
as  little  as  possible  should  be  given.  In  many  cases  it  can  be 
dispensed  with  altogether. 

The  third  stage  can  often  be  shortened  with  advantage.  In 
bad  cases  it  is  better  to  extract  the  placenta  manually  at  once, 
making  sure  that  the  uterus  is  empty ;  following  this  with  a  hot 
intrauterine  douche.     This  saves  time  and  effort  for  the  patient. 

After  labor,  within  a  few  hours,  is  the  time  when  most  of  the 
fatalities  occur.  The  patient  should  be  placed  in  bed  as  soon 
as  possible.  It  is  a  great  mistake  to  delay,  keeping  the  patient 
on  the  operating-table  while  the  baby  is  being  attended  to  or 
some  comparatively  unimportant  treatment  is  being  given. 
In  bed  the  patient  can  be  made  warm  and  comfortable  and  is 
much  less  apt  to  sufifer  from  shock.  Heart  stimulants  should 
be  used  freely,  as  indicated.  Morphine  is  of  the  greatest  value. 
A  full  dose  immediately  after  labor  does  more  good,  I  think,  than 
almost  any  other  drug.  After  the  exertion  of  labor  is  over,  the 
care  of  the  heart  does  not  differ  materially  from  that  of  endo- 
carditis at  any  time.  In  bad  cases,  the  mother  should  not 
nurse,  as  this  causes  added  excitement  and  nervousness,  and 
thus  affects  the  heart  badly. 

Heart  lesions  in  the  parturient  state  with,  failing  compensation 
are  most  serious  for  mother  and  fetus,  having  a  frightful  mor- 
tality and  needing  most  urgent  treatment.  Where  compen- 
sation is  good,  they  are  little  to  be  feared  and  little  treatment 
is  necessary. 
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WHEN  SHALL  THE  OPERATION  FOR  TUBAL 
PREGNANCY  BE  PERFORMED!^* 

BY 
B.  F.  BAER,    M.  D., 

Professor  of  Gynecology  in  Philadelphia  Polyclinic  and  College  for  Graduates  in  Medicine. 

There  is  no  more  dangerous  disease,  excluding  cancer,  to  which 
a  woman  may  be  subjected  than  an  undiscovered  and  unaided  ex- 
trauterine pregnancy.  When  the  inevitable  tubal  rupture  or 
abortion  occurs  the  accident  may  become    appalling,  for    the 

*  Read  before  ihe  American  Gynecological  Society,  at  Philadelphia,  May  26-28, 
1908. 
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patient  may  die  from  hemorrhage  before  aid  can  be  secured. 
Fortunately,  in  the  vast  majority  of  cases,  ample  warning  is  given 
so  that  the  alert  physician  may  recognize  the  danger.  Like  the 
grazing  herd,  which  instinctively  turns  toward  the  shelter  when 
there  are  signs  of  a  coming  storm,  the  subject  of  an  extrauterine 
pregnancy  often  has  early  symptoms  which  cause  her  intuitively 
to  seek  the  aid  of  the  physician  and  places  upon  him  a  respon- 
sibility which  must  be  promptly  met,  for  delay  may  result  in 
disaster. 

Some  years  ago  a  lady  twenty-six  years  of  age  who  had  been 
married  six  years,  and  had  never  been  pregnant,  called  one  Friday 
at  the  office  of  her  family  physician  and  said  that  she  had  a  little 
irregularity  and  felt  that  something  was  wrong.  She  had  a  slight 
discharge  of  blood,  with  some  unusual  pain,  which  was  not  the 
way  her  menses  usually  appeared.  The  doctor  was  busy 
and  said,  "I  will  see  you  to-morrow.  Do  not  worry  about  it." 
On  Saturday  she  sent  for  him,  and  he  found  her  a  little  worse, 
but  did  not  make  an  examination,  and  lost  the  golden  moment. 
He  did  not  realize  that  the  slight  metrorrhagia  and  pain  were 
nature's  distress  signs,  calling  for  the  prompt  exercise  of  his  di- 
agnostic skill,  the  physician's  supreme  gift.  On  Sunday  he  was 
again  called  and  found  the  patient  in  collapse.  And  now  the 
doctor,  and  everybody  except  the  patient,  was  awake!  During 
all  that  night,  frantic  efforts  were  made  to  get  someone  to  operate. 
When  I  arrived  next  morning  at  the  station,  the  doctor,  in  great 
distress,  exclaimed,  "I  fear  we  are  too  late."  We  hurried  to  the 
house  and  when  I  entered  the  room,  the  patient,  pale  as  death, 
gave  a  sHght  gasp,  and  was  dead. 

On  Friday  this  patient  had  congestion  of  the  tube,  a  threatened 
rupture,  and  the  slight  bleeding  was  the  sign;  on  Saturday  a  little 
more;  and  on  Sunday  evening  there  was  complete  rupture. 

Sometime  later  a  physician ,  three  hundred  miles  away,  requested 
me  to  come  on  the  next  train  to  operate  upon  a  case  in  ab- 
dominal collapse.  The  next  train  was  to  leave  five  hours  later. 
Before  this  time  arrived  I  received  another  message:  "Do  not 
come.  Death."  A  letter  a  few  days  after  informed  me  that  the 
case  had  been  one  of  ruptured  tubal  gestation,  the  first  symptoms 
having  occurred  several  days  before,  but  that  they  had  not  been 
regarded  seriously,  until  the  final  attack,  to  which  the  patient 
succumbed. 

Within  the  same  month,  one  hot  Sunday  in  June,  a  message 
reached  me  while  in  the  country,  requesting  me  to  come  at  once 
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to  Quakertown,  forty  miles  away.  The  patient  was  in  collapse 
from  abdominal  hemorrhage.  By  the  time  I  arrived  it  was  dark. 
The  surroundings  were  unsanitary  and  there  was  only  lamplight. 
The  doctor  had  been  using  stimulants  and  the  patient  had 
commenced  to  improve.  The  pulse  had  returned  at  the  wrist, 
but  was  very  rapid  and  feeble.  The  patient  looked  profoundly 
anemic.  The  first  attack  had  occurred  on  Friday.  She  rallied 
and  w'ent  to  a  picnic  on  Saturday,  against  the  doctor's  strenuous 
admonition.  She  was  brought  home  in  semicollapse  but  re- 
vived, and  it  was  thought  the  trouble  was  over  in  miscarriage 
because  there  had  been  an  expulsion  of  membrane  from  the  uterus. 
As  the  patient  seemed  to  be  improving  I  advised  waiting  until 
daylight,  hoping  to  better  the  conditions  for  successful  operation. 
But  doctor,  husband  and  family  were  clamoring  for  action  and 
I  was  influenced  to  immediate  operation  against  my  judgment. 

She  died  two  days  later  because  the  operation  was  performed 
under  circumstances  and  surroundings  which  were  most  un- 
favorable Moreover,  it  w^as  shown  that  the  bleeding  had 
ceased,  rendering  the  hasty  step  unnecessary  and  that  it  doubt- 
less destroyed  the  patients  last  chance. 

Last  year  I  saw  with  Dr .  J.  S.  Baer,  of  Camden,  N.  J.,  Mrs.  H,. 
aged  forty-two  years.  One  morning  he  was  hurriedly  called  and 
found  the  patient  suffering  from  severe  abdominal  pain.  While 
cooking  breakfast  she  was  seized  with  a  cramp  in  the  left  iliac  region 
and  fell  in  a  faint.  Her  pulse  was  below  one  hundred,  of  good 
volume ;  temperature  and  respiration  normal.  There  was  little  pal- 
lor. Examination  revealed  a  small  tumor,  posterior  to  the  left 
broad  ligament.  A  diagnosis  of  extrauterine  pregnancy  was  made, 
and  operation  advised.  This  was  refused.  She  was  ordered  to 
remain  in  bed.  The  next  morning  she  arose  and,  while  lifting 
a  mattress  had  another  attack,  not  so  severe.  He  again  urged 
operation,  but  she  again  refused.  He  asked  for  a  consul- 
tation and  threatened  to  withdraw  from  the  case.  I  then  saw 
the  patient  and  gave  further  testimony  to  the  urgent  necessity  for 
immediate  operation,  but  she  still  declined.  The  next  morning 
she  had  another  attack  more  severe.  She  now  realized  her  criti- 
cal condition  and  consented  to  operation,  but  she  w^as  soon 
after  in  very  profound  collapse.  Her  husband  begged  that 
operation  be  done  at  once,  and  the  doctor  acted.  An  inci- 
sion was  quickly  made,  and  the  vessels  clamped.  Although  intra- 
venous and  other  means  of  restoration  were  used,  she  never 
reacted,  and  died  about  twelve  hours  later. 


32  baer:  the  operation  for  tubal  pregnancy. 

On  the  reverse  of  this  dark  picture  there  is  a  bright  side,  for 
there  is  no  operable  abdominal  disease  which  is  more  easily  and 
safely  terminated  than  ectopic  gestation,  when  managed  scien- 
tifically. 

All  of  the  above  related  cases  could  easily  have  been  saved  if 
operation  had  been  done  when  the  first  symptoms  presented. 
If  any  truth  has  been  estabHshed  by  our  large  experience  in  this 
disease,  it  is  that  death  almost  never  occurs  in  the  first  attack. 

The  only  proper  treatment  for  extrauterine  pregnancy  is 
operation  by  abdominal  section  as  soon  after  the  disease  is 
discovered  as  the  condition  of  the  patient  and  the  environment 
shall  make  it  safe;  before  rupture,  if  possible.  That  is  settled. 
The  sole  question  on  which  there  is  any  difference  of  opinion  is: 
Shall  we  always  operate  immediately,  if  the  patient  is  in  pro- 
found collapse  when  first  seen? 

This  question  will  be  always  open  and  unsettled  in  discus- 
sions such  as  this,  for  it  must  be  decided  in  the  presence  of 
the  individual  patient.  Here,  probably  more  than  anywhere 
else  in  surgery,  is  a  place  where  the  calm  judgment  of  the 
experienced  surgeon  is  most  important.  I  believe  that  it  will 
be  better  to  give  a  Httle  time  for  the  patient  to  rally  rather 
than  to  rush  upon  the  scene  in  the  so-called  "Penknife  opera- 
tion" state  of  mind.  I  believe  that  more  patients  will  be  saved 
by  the  plan  which  gives  time  enough  to  secure  a  proper  environ- 
ment and  such  restoration  of  the  vitality  as  may  be  required  to 
withstand  the  additional  operative  shock.  I  believe  I  have 
saved  lives  from  such  a  course  that  would  have  been  inevitably 
lost  if  I  had  immediately  operated  with  the  patient  still  in 
collapse.  Of  course,  the  usual  restorative  remedies  and  the 
preparation  for  operation  are  progressing  meanwhile.  Then 
if  the  patient  is  not  improving  she  is  probably  doomed,  and  the 
operation  would  only  serve  to  hasten  the  end  and  thus  cut 
oft"  her  last  chance  for  life.  Remember  I  am  now  speaking  of 
profound  collapse,  when  the  patient  is  almost  dead  when  first 
seen,  when  she  has  entered  that  twilight  region  where  nature  is 
struggling  to  restore  and  maintain  life,  where  the  bleeding  has 
probably  ceased,  and  where  she  is  feeding  and  refilling  the 
vessels  with  the  blood-serum  from  the  peritoneoclysis  which  the 
hemorrhage  had  produced.  Here,  I  maintain,  ripe  judgment 
will  often  stay  the  hand  long  enough  to  see  more  clearly, 
and  to  improve  the  conditions  and  surroundings.  It  will 
be    soon   apparent   whether  nature   has   closed   the   vessels,  in 
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improvement  of  the  pulse.  And  if  the  latter  is  true,  harm  would 
probably  result  from  immediate  abdominal  section,  for  the 
blood-serum  absorption  would  then  be  arrested,  pressure  re- 
moved, nature's  recuperative  plan  disarranged,  and  the  feeble 
life-fiame  could  easily  be  forever  extinguished. 

My  last  case,  operated  upon  a  week  ago,  while  walking  in  the 
street  fell  and  became  unconscious.  When  I  saw  her  some  hours 
later  and  was  urged  to  operate,  I  refused  because  the  patient  was 
apparently  moribund.  Restorative  measures,  beginning  with 
morphia  sulphate  one-fourth  grain  hyperdermically,  gradually 
helped  her  to  revive,  and  some  days  later  operation  revealed  the 
pelvis  and  lower  abdomen  filled  with  the  usual  blood-clots  and 
embryonic  debris.  I,  and  doubtless  many  of  you,  could  relate 
case  after  case  of  somewhat  similar  character. 

Furthermore,  shock  is  not  always  due  to  blood  loss,  and 
hasty  operation  has  often  proved  that  it  was  not  necessary, 
on  account  of  continuing  hemorrhage.  My  very  first  case  of 
ectopic  gestation  convinced  me  of  this  fact,  and  I  have  seen 
others  since. 

In  the  pioneer  days  of  pelvic  surgery,  in  1883,  I  saw  with 
Dr.  James  A.  Ogden,  of  Paschal ville,  Mrs.  P.,  aged  thirty-seven 
years,  w^ho  had  been  married  six  months  before  to  her  third 
husband,  but  had  not  previously  been  pregnant.  She  had 
menstruated  last  in  April,  and  had  begun  to  complain  toward 
the  end  of  July  of  cramps  in  the  left  iliac  region  and  of  slight 
metrorrhagia,  and  later  had  a  sudden  "terrible  pain,"  said  she 
was  dying,  and  became  unconscious. 

After  a  few  hours  she  was  better  and  walked  about  the  room 
when  she  was  again  seized.  She  remained  in  bed  in  a  prostrated 
state  for  a  few  days,  then  got  up  and  went  about  her  duties. 
Two  days  later  she  was  again  attacked  and  was  very  ill  for  two 
weeks,  but  was  kept  under  the  influence  of  opiates  until  I  first 
saw  her  on  August  20. 

Physical  examination  showed  a  tumor  which  displaced  the 
enlarged  uterus  to  the  right,  forward  and  upward.  The  tumor 
was  smooth  on  the  surface  and  large  enough  to  fill  the  left  pelvis. 
It  was  very  painful  at  one  or  two  points  and  obscurely  fluctuating. 
The  mammae  showed  markedly  the  changes  due  to  early  preg- 
nancy. I  made  a  diagnosis  of  unruptured  ectopic  pregnancy  and 
advised  operation  which  was  done  several  days  later  by  vaginal 
section  with  the  hot  Paquelin  knife,  following  the  then  practice 
of  our  late  distinguished  Fellow,  Professor  T.  Gaillard  Thomas. 
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In  the  light  of  our  after  experience  this  technic  was  a  mistake 
and  I  lost  my  patient  five  days  later.  When  I  again  operated  it 
was  by  abdominal  section,  as  I  have  in  all  of  the  cases  since;  and 
they  all  recovered  except  the  Ouakertown  patient,  related  above. 
But  to  the  point  I  wish  to  make :  The  operation  and  the  autopsy 
revealed  that  the  repeated  attacks  of  shock  were  not  due  to 
hemorrhage. 

On  August  21,  1893,  Mrs.  N.,  who  was  under  the  care  of  Dr. 
S.  Solis  Cohen  for  some  throat  affection,  while  returning  from  the 
toilet  was  seized  with  sharp  pain  above  the  left  groin.  She  imme- 
diately lost  consciousness  and  fell  forward  striking  the  floor 
with  such  force  as  to  fracture  her  nose.  She  was  pale  and  the 
pulse  was  very  feeble,  having  been  absent  at  the  wrist  for  some- 
time after  she  was  placed  in  bed.  When  Dr.  Cohen  saw  her 
shortly  after,  she  had  somewhat  revived,  but  was  still  in  a  con- 
dition of  extreme  shock.  The  doctor  was  at  a  loss  to  account 
for  the  sudden  and  violent  symptoms,  but  thought  of  a  ruptured 
ectopic  sac  and  hence  asked  me  to  see  her  two  hours  afterward. 
The  patient  was  now  able  to  answer  that  she  did  not  think 
she  was  pregnant  as  the  catamenia  had  been  regular.  Vaginal 
examination,  however,  revealed  a  mass  the  size  of  a  hulled  wal- 
nut, posterior  to  the  left  broad  Hgament.  The  tumor  w^as  not 
fixed,  but  quite  tender  on  pressure.  The  uterus  was  in  normal 
position,  and  seemed  sHghtly  enlarged.  There  were  not  any  phy- 
sical signs  of  hemorrhage.  A  diagnosis  of  tubal  gestation  was 
decided  upon  and  the  belief  expressed  that  the  shock  had  not  been 
due  to  hemorrhage  from  rupture  of  the  sac  but  to  pain,  and  that 
rupture  was  imminent.  Operation  w^as  advised,  but  as  the  pa- 
tient was  not  bleeding  and  was  rallying  from  the  shock,  it  w^as 
decided  that  she  should  be  constantly  watched  and  time  given  her 
to  regain  the  lost  strength. 

She  was  kept  quietly  in  bed  and  in  a  condition  suited  to  one 
who  might  be  subjected  to  laparotomy  on  a  moment's  notice. 
She  gradually  improved  from  day  to  day.  We  were  in  the  midst 
of  a  Philadelphia  hot-wave,  and  therefore  waited  a  little  longer 
than  we  otherwise  might  have  done. 

On  September  2,  twelve  days  after  the  first  symptoms,  abdomi- 
nal section  showed  the  left  Fallopian  tube  enlarged  to  the  size 
of  a  small  orange,  unruptured,  and  there  were  not  any  signs 
that  hemorrhage  had  occurred  at  the  time  of  the  shock.  The 
tube,  containing  a  four  weeks'  embryo  was  removed,  the  patient 
making  an  afebrile  recovery. 
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Extrauterine  pregnancy  is  a  surgical  disease  and  operation  is 
always  indicated,  but  conditions  should  govern  in  deciding  when 
and  where  the  operation  shall  be  done. 

In  the  early  recognition  of  nature's  distress  signs,  metrorrhagia 
and  pain,  and  in  prompt  operation  before  complete  rupture  and 
collapse  has  occurred,  lies  the  safest  course. 

If  profound  collapse  exists,  as  a  rule,  it  will  be  safest  to  bring 
about  restoration  and  to  improve  the  environment  before  oper- 
ating. 

21 15  Chestnut  Street. 


DELAYED  OPERATION  IN  TERMINATED    ECTOPIC 
PREGNANCY.* 

BY 

CHARLES  A.  STILLWAGEN,  M.  D., 

Gynecologist  to  the  Pittsburg  Hospital,  Pittsburg.  Pa.,  and  the  Columbia  Hospital, 
Wilkinsburg,  Pa. 

It  appears  that  most  surgeons  hold  to  the  belief  that  im- 
mediate operation  in  terminated  ectopic  pregnancy  is  the  proper 
procedure.  They  argue  that  the  hemorrhage  threatens  death; 
therefore  tie  the  blood-vessel.  Many  contend  that  it  is  unsur- 
gical  and  a  "step  backward"  to  consider  any  other  method  of 
treatment.  They  have  the  attractive  side  of  the  argument. 
Consider  the  spectacle  of  a  skilled  surgeon  remaining  passive 
while  his  patient  may  be  bleeding  to  death.  Consider,  on  the 
other  hand,  the  picturesqueness  of  a  prompt  skilful  laparotomy 
upon  an  apparently  moribund  patient;  the  intravenous  infusion 
of  physiological  saUne  solution;  perhaps  the  direct  transfusion 
of  blood;  then  the  gradual  coming  back  of  life.  It  is  the  an- 
tithesis of  inactivity,  however  masterly. 

If,  however,  it  can  be  shown  that  more  lives  are  saved  by 
delayed  operation  than  by  laparotomy  done  immediately  after 
rupture  or  as  soon  as  the  diagnosis  is  made,  then  we  are  justified 
in  pursuing  the  former  line  of  treatment  at  whatever  violence 
to  the  surgical  instinct  or  to  the  traditions  of  surgery.  No  one 
will  deny  that  when  there  is  an  injury  to  an  organ  involv- 
ing blood-vessels  and  causing  hemorrhage  the  rational  thing 
to  do  is  to  repair  the  injury,  checking  the  bleeding,  if  it  still 
exists,  and  preventing  secondary  hemorrhage,  if  it  has  already 
ceased.     But  our  clinical  knowledge  of  this  particular  form  of 

*  Read  before  the  Pennsylvania  State  Medical  Society,  at  Cambridge  Springs. 
Pa.,  September  26,  1908. 
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hemorrhage  and  the  high  mortahty  attending  immediate 
operation  cannot  help  but  give  a  doubt  as  to  the  propriety  of 
pursuing  the  ordinary  plan  of  treatment  as  in  hemorrhage  else- 
where. So  much  so,  that  it  has  come  to  be  rather  freely  ad- 
mitted even  by  those  practicing  immediate  operation,  that 
it  is  unnecessary  in  95  per  cent,  of  the  cases. 

Probably  from  8  to  10  per  cent,  of  patients  operated  on  for 
terminated  ectopic  pregnancy  die.  Let  us  see  if  we  can  justify 
this  high  rate  of  mortality.  In  this  vast  majority  of  cases  in 
which  immediate  operation  is  conceded  to  be  unnecessary,  it  has 
been  my  experience  and  that  of  many  others  that  the  patient's 
condition  so  improves  with  appropriate  treatment,  that  operation 
may  be  performed  later  with  a  mortality  practically  nil.  This 
would  make  an  improvement  in  the  mortality  rate  of  from  3 
to  5  per  cent,  even  if  all  of  the  minority  5  per  cent,  of  cases 
died.  Placing  the  operative  mortality  of  the  minority  cases  at 
the  conservative  estimate  of  40  per  cent.,  leaves  the  death-rate 
in  the  95  per  cent,  of  cases,  in  which  immediate  operation  is 
conceded  to  be  unnecessary  and  in  which  if  operation  be  delayed 
there  should  be  practically  no  mortality,  at  from  6  to  8  per  cent. 

Dr.  Vineberg,  in  a  paper  read  before  the  American  Gyneco- 
logical Society,  May  26,  1908,  says:  "Now,  whether  we  operate 
on  these  cases,  forming  about  95  per  cent,  of  all  cases  that  come 
to  the  operator  shortly  after  the  hemorrhage  has  taken  place, 
or  wait  for  a  day  or  two  to  suit  the  exigencies  of  the  case  or 
the  convenience  of  the  operator  or  the  service  in  the  hospital, 
in  my  opinion  matters  but  little." 

This  is  the  class  of  cases  in  which,  if  my  figures  be  correct, 
the  operative  mortality  is  6  per  cent.  In  my  opinion,  proper 
attention  to  the  time  of  operation  in  this  class  of  cases  would 
practically  eliminate  the  mortality.  Let  us  consider  the  dangers 
of  immediate  operation  and  remember  that  it  is  conceded  to  be 
unnecessary. 

I .  Lessened  resistance  of  patient  due  to  shock  and  hemorrhage. 
The  following  case  will  illustrate : 

Case  I. — Mrs.  B.,  aged  twenty-eight.  At  the  Pittsburg 
Hospital.  Ruptured  ectopic  pregnancy,  February  13,  1908. 
Sudden  severe  pain.  Moderately  shocked;  temperature  97.4°; 
pulse  130.  Blood  count,  not  made  until  two  weeks  later:  hemo- 
globin, 65  per  cent.;  red  blood-cells,  3,820,000.  Patient  had 
been  on  full  diet  for  ten  days  when  this  count  was  taken. 
March  8,  1908,  temperature  98.4°;  pulse  80;  blood  count,  hemo- 
gobin,  75  per  cent. ;  red  blood-cells,  4,600,000.     Operation,  March 
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8.  Removal  of  right  tube  and  large  encapsulated  blood-clot. 
Recovery  uneventful. 

I  have  selected  a  mild  case  for  this  illustration.  But  compare 
her  condition  when  immediate  laparotomy  Avould  have  been 
performed  with  that  at  time  of  operation.  Moderately  shocked; 
temperature  97.4°;  pulse  130.  Blood  with  hemoglobin  of  less 
than  65  per  cent,  and  red  blood-cells  less  than  3,820,000. 

Compare  this  with  a  patient  in  practically  normal  condition, 
temperature  98.4°;  pulse  80;  blood  about  normal. 

Was  the  patient's  condition  as  favorable  for  operation  im- 
mediately after  rupture  as  it  was  three  weeks  later  when  opera- 
tion was  performed? 

2.  The  danger  of  infection  from  the  ruptured  tube. 

I  believe  this  to  be  an  important  factor  in  causing  death 
following  immediate  operation.  In  thirty-four  fatal  cases  in  which 
the  cause  of  death  was  given,  I  find  that  fourteen  were  due  to 
sepsis.  It  is  the  almost  universal  opinion  that  ectopic  preg- 
nancy nearly  always  occurs  in  a  tube  that  has  at  some  time  been 
infected.  Infection  may  still  remain  at  time  of  rupture  and 
patient's  shocked  and  anemic  condition  offers  httle  resistance 
to  the  invasion  of  microorganisms.  In  immediate  operations, 
hurriedly  performed,  in  which  blood  is  left  in  the  abdomen,  I 
consider  it  especially  dangerous  as  offering  a  suitable  culture 
medium  for  the  growth  of  bacteria.  In  my  experience  it  has 
proven  safe  to  attempt  to  Hmit  the  infection  to  the  pelvic  cavity; 
to  defer  operation  until  the  patient  has  attained  her  normal 
power  of  resistance;  until  she  has  estabhshed  a  tolerance  to  the 
infection;  until  the  organisms  have  become  less  active  or  inert. 
The  following  case  will  illustrate : 

Case  II. — Mrs.  M.,  aged  twenty-seven.  At  Pittsburg  Hospi- 
tal. Six  years  ago  had  pelvic  abscess  which  drained  through  the 
vagina  and  has  complained  of  pelvic  pain  since  that  time.  At 
5.30  o'clock  a.  m.,  October  23,  1907,  she  was  awakened  by  a 
sharp,  shooting,  tearing  pain  in  left  inguinal  region.  She  had 
missed  one  menstrual  period.  The  family  physician  made  a 
diagnosis  of  ruptured  ectopic  pregnancy  and  ordered  a  hypo- 
dermic injection  of  morph.  sulph.  gr.  1/4  and  atropin  gr. 
1/150,  and  applied  external  heat.  I  saw  her  shortly  afterward. 
She  was  in  the  most  profound  collapse;  cold,  pulseless,  air- 
hunger  most  distressing.  She  was  removed  to  the  hospital, 
where  she  was  kept  absolutely  at  rest.  Oxygen  was  admin- 
istered as  were  hypodermics  of  strych.  sulph  gr.  1/40  every 
two  hours.  Temperature  96°  in  rectum.  Pulse  became  estab- 
ished,  but  could  not  be  counted  until  a  hypodermoclysis  of  500 
c.c.  normal  saline  solution  was  administered  about  i.oo  o'clock 


38     STILL wagen:  operation  in  terminated  ectopic  pregnancy. 

p.  M.  Improvement  steady,  so  that  the  following  day,  temper- 
ature 99.6°;  pulse  130;  blood  count:  hemoglobin,  50  per  cent.; 
red  blood-cells,  3,320,000;  white  blood-cells,  20,000.  Marked 
symptoms  of  pelvic  peritonitis  within  next  twenty -four  hours. 
Septic  temperature  for  several  weeks.  December  19,  patient  in 
good  condition.  Temperature  98.6;  pulse  80  blood  count  prac- 
tically normal.  Operation  at  this  time.  Removal  of  encapsu- 
lated blood-clot  and  pus  Tube  and  ovary  of  left  side  and  tube 
of  right  side  removed.  Tube  was  ruptured  1/2  inch  from  uterus. 
A  pure  staphylococcus  culture  was  taken  from  the  tube.  Re- 
covery without  incident  except  for  stitch  abscess,  also  showing 
pure  culture  of  staphylococcus. 

Case;  III. — Mrs.  R.  Pittsburg  Hospital.  Ruptured  ectopic 
pregnancy  in  a  tube  supposed  to  be  infected  before  the  gestation 
occurred.  Symptoms  of  hemorrhage  not  very  severe;  typical 
pelvic  peritonitis  covering  a  period  of  weeks.  Operation  for  me 
by  Dr.  Werder  during  my  absence  from  the  city.  Patient  in 
good  condition  at  time  of  operation  and  made  a  splendid  re- 
covery. Leaving  out  other  features  of  these  cases,  would  not 
sepsis  have  played  an  important  r61e  in  the  event  of  immediate 
operation? 

Let  us  now  consider  the  remaining  5  per  cent,  of  terminated 
ectopic  pregnancies.  And  in  this  class,  so  far  as  my  own  ex- 
perience goes,  I  can  only  include  those  instances  in  which  the 
patient  has  the  symptoms  and  appearance  of  impending  death. 
I  have  not  seen  cases  in  which  the  volume  of  blood  in  the  abdomen 
impinged  upon  the  diaphragm,  but  I  have  seen  sufficient  hemor- 
rhage to  bring  the  hemoglobin  estimate  to  18  per  cent,  and  red 
blood-cells  to  less  than  1,500,000.  Immediate  operation  in 
such  cases  gives  a  mortality  of  40  to  50  per  cent.,  and  all 
will  agree  that  we  should  be  quite  sure  of  its  necessity  before 
submitting  a  patient  to  such  a  risk.  It  has  occurred  that  patients 
admitted  to  the  hospital,  giving  a  history  indicating  a  ruptured 
ectopic  pregnancy,  with  symptoms  of  such  severity  as  to  entitle 
them  to  be  classed  with  the  type  of  cases  under  consideration, 
and  whose  condition  upon  admission,  days  or  even  weeks  after 
rupture,  would  seen  to  justify  this  diagnosis.  And  yet  these 
patients  have  survived  without  care  or  perhaps  in  spite  of 
decidedly  improper  treatment.  This  is  a  significant  fact.  But 
of  greater  importance  in  the  growing  number  of  cases  reported, 
notably  by  F.  F.  vSimpson  and  Hunter  Robb,  to  which  I  add  some 
cases  of  my  own,  reported  last  year  with  at  least  two  more 
included  in  to-day's  report,  treated  by  a  deliberate  conservative 
plan,  with  subsequent  operation  and  without  mortality.  In  a 
personal  communication  from  Dr.  Hubert  Royster,  Raleigh,  N.  C, 
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he  says  that  his  only  fatality  in  ectopic  pregnasiy  followed  im- 
mediate operation,  and  that  he  has  had  thirty-six  consecutive 
cases  in  which  operation  was  delayed,  without  mortality.  The 
number  of  his  cases  which  could  be  assigned  in  the  class  of  cases 
under  consideration,  I  do  not  know. 

Those  instances  of  terminated  ectopic  pregnancy  frequently 
not  diagnosed,  which  die  without  treatment,  or  which  have  been 
improperly  treated,  or  cases  which  reach  the  surgeon  manifestly 
too  late  for  surgical  interference,  cannot  be  counted  as  mortality 
following  the  line  of  treatment  under  consideration.  In  this 
connection  it  has  been  urged  as  an  argument  in  favor  of  im- 
mediate operation,  that  patients  sometimes  die  so  quickly  that 
the  surgeon  is  not  given  time  to  operate.  This  fact  is,  to  my 
mind,  rather  a  suggestion  to  preserve  and  foster  the  remaining 
spark  of  life  in  those  cases  which  stop  short  of  a  fatal  issue. 

I  cannot  imagine  or  expect  to  see  worse  cases  than  Cases  I  and 
X  which  I  reported  last  year.  There  could  be  no  more  profound 
collapse  short  of  coma.  In  one  case  the  flickering  pulse  could 
not  be  counted,  in  the  other  the  radial  pulse  could  not  be  felt. 
In  both  cases  there  were  air-hunger  and  subnormal  temperature. 
The  blood  count  in  one  showed  hemoglobin,  25  per  cent.;  red 
blood-cells,  1,430,000;  in  the  other,  hemoglobin,  18  per  cent. ;  red 
blood-cells,  2,760,000. 

Fully  as  striking  are  Cases  II  and  VIII  reported  to-day. 
These  are  some  of  the  cases  in  which  operation  was  delayed 
until  the  patient  was  in  such  condition  that  there  would  have  been 
slight  excuse  for  mortality.  Pehaps,  the  report  so  far  of  cases 
such  as  these  may  not  be  convincing,  but  it  convinces  me  suffi- 
ciently to  have  formulated  my  own  working  rule,  that  if  the 
patient  has  life  enough  left  to  be  taken  to  the  operating-room, 
I  do  not  operate  immediately.  It  is  sufficiently  convincing  to 
me  to  strengthen  my  belief  that  in  any  given  case  of  terminated 
ectopic  pregnancy  no  surgeon  can  say:  "This  patient  will  die 
if  not  operated  upon  immediately,  and  in  such  operation  there  is 
reasonable  hope  of  recovery." 

The  following  additional  cases  were  under  my  care  during  the 
past  year: 

Case  IV. — Mrs.  J.,  admitted  to  Pittsburg  Hospital,  September 
26,  1907.  Severe  cramp-like  pain;  September  9,  with  several 
similar  attacks  since  that  time,  the  last  one  occurring  the  morn- 
ing of  her  admission  to  the  hospital.  Condition  seemed  grave. 
Pulse  100,  soft  and  feeble;  temperature  100.6°.  Blood  count: 
hemoglobin,  25  percent.;  red  blood-cells,  2,292,000;  white  blood- 
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cells,  12,900.  Condition  at  time  of  operation,  a  month  later: 
pulse  86;  temperature  98.6°.  Blood  count:  hemoglobin,  70  per 
cent.;  red  blood-cells,  4,844,000;  white  blood-cells,  7,400. 
Pathology  removed,  large  encapsulated  blood-clot  and  ruptured 
tube  of  right  side.     Normal  recovery. 

Case  V. — Mrs.  M.  Walked  a  few  squares  to  Pittsburg 
Hospital  on  December  11,  1907.  Early  in  November,  according 
to  her  history,  she  was  seized  with  a  sudden  sharp  pain,  followed 
by  weakness.  She  remained  in  bed  two  days.  A  similar  attack 
occurred  two  weeks  before  admission  to  hospital  and  this  time 
she  became  unconscious.  She  quickly  recovered  and  only 
remained  in  bed  two  or  three  days.  Some  pelvic  pain  persisting, 
she  consulted  her  family  physician,  who  sent  her  to  the  hospital. 
Upon  admission,  general  condition  good.  Blood  count  normal; 
pulse  68  and  of  good  quality;  temperature  98.6°.  Distinct 
mass  in  right  iliac  region.  Operation  the  following  day.  Re- 
moval of  right  tube  with  encapsulated  blood-clot.  Recovery 
normal. 

Case;  VI. — Mrs.  M.,  aged  twenty-nine.     At  Columbia  Hospital. 

History  indicated  ruptured  ectopic  pregnancy  about  five 
weeks  before  I  saw  her. 

General  condition  good.  A  large  mass  bulged  post,  culdesac. 
Operation,  February  21,  1908.  Vaginal  incision.  Removal  of 
large  blood-clot.  A  firm  clot  with  placental  tissue  was  removed 
from  the  position  of  left  tube.  Was  unable  to  determine 
whether  it  was  a  case  of  ruptured  tube  or  tubal  abortion.  Patient 
made  a  good  recovery  and  has  since  remained  well.  Pelvic 
examination  made  recently  revealed  no  marked  pathology. 

Case  Vn. — Secondary  abdominal  pregnancy.  Mrs.  T.,  aged 
thi'ty-five.  At  Pittsburg  Hospital.  About  April  i,  1908, 
after  missing  one  period,  patient  was  seized  with  a  sudden  severe 
pain  in  right  iliac  region.  Recurrence  of  similar  pain  occurred 
about  once  a  week.  Upon  admission  to  hospital,  she  was  much 
emaciated  and  cachectic  in  appearance.  Large  symmetrical 
mass  in  lower  abdomen;  posterior  culdesac  bulging.  It  was 
thought  that  fetus  could  be  felt  through  abdominal  wall 
Could  not  hear  fetal  heart  sounds.  Operation,  June  12,  1908. 
Vaginal  incision.  Removal  of  large  blood-clot;  membrane 
ruptured;  expulsion  of  fetus  with  membrane  and  cord;  placenta 
attached  to  uterus,  bladder  and  intestines.  About  two-thirds 
of  placenta  removed  in  one  section,  the  remainder  taken  away 
piecemeal.  Cavity  packed  with  iodoform  gauze.  Hemorrhage 
not  very  severe.  Fetus  measured  15  c.c.  Convalescence  rapid 
and  recovery  excellent. 

Case  VIII. — Mrs.  W.  aged  thirty-seven.  Columbia  Hospital. 
One  week  before  admission  was  seized  with  a  severe  abdominal 
pain  followed  by  collapse.  Abdominal  pain  persisted.  Air- 
hunger  marked.  Diagnosis  by  family  physician,  appendicitis 
and  intestinal  obstruction. 

Upon  admission  to  hospital,  June  19,  1908,  patient's  con- 
dition seemed  grave.     Pulse  130  and  weak;   temperature    100°; 
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blood  count:  hemoglobin,  25  per  cent.;  red  blood-cells, 
2,200,000;  white  blood-cells,  12,800.  Per  rectum  a  large  mass 
in  the  pelvis  could  be  felt  obstructing  the  intestine.  Noth- 
ing was  given  by  mouth.  Feeding  by  rectum.  Almost  con- 
tinuous enteroclysis.  Hypodermically,  eserin  gr.  1/50  every 
three  hours;  strych.  sulph.  gr.  1/30  every  four  hours.  Improve- 
ment within  a  few  days  so  that  nourishment  could  be  given  by 
mouth.  General  improvement  steady,  but  a  partial  intestinal 
obstruction  persisted,  for  the  reHef  of  which  I  was  obliged,  three 
weeks  after  admission  to  hospital,  to  make  a  vaginal  section, 
removing  the  blood-clot  and  draining  the  cavity.  It  was  the 
intention  to  later  do  a  laparotomy,  but  patient's  condition  was 
so  much  mproved  that  I  permitted  her  to  leave  the  hospital. 
I  have  since  examined  her.  General  condition  excellent  and 
the  condition  in  the  pelvis  so  much  improved  that  further 
operative  procedure  will  probably  not  be  necessary. 

Case  IX. — Mrs.  M.,  Columbia  Hospital.  Saw  patient  at  her 
home,  July  7.  Her  menstrual  period  should  have  occurred  May 
26.  Sharp  severe  pain  June  7.  Bleeding  from  uterus  began 
on  the  same  day,  and  continued  irregularly  until  the  date  of  my 
visit.  She  had  not  been  much  indisposed  and  her  general  con- 
dition was  good.  Operation  the  following  day,  July  8.  Removal 
of  encapsulated  blood-clot  and  ruptured  left  tube.  The  right 
tube,  having  undergone  inflammatory  changes  at  the  fimbriated 
extremity,  was  resected.      Normal  convalescence  and  recovery. 

In  conclusion,  I  submit  the  following  data  taken  from  the 
charts  of  some  of  my  cases: 

1.  Patient's  condition  when  diagnosis  was  made. — Profound 
shock;  pulse  could  not  be  counted;  temperature  subnormal; 
blood  count:  hemoglobin,  25  per  cent.;  red  blood-cells,  420,000. 

Patient's  condition  when  operation  was  performed. — General 
condition  good;  pulse  80;  temperature  98.6°;  blood  count:  hemo- 
globin, 78  per  cent.;  red  blood-cells,  4,170,000. 

2.  When  diagnosis  was  made. — Pulse  122;  temperature  100.6°; 
blood  count:  hemoglobin,  56  percent.;  red  blood-cells,  2,750,000. 

When  operation  was  performed. — Pulse  56;  temperature  98.6°, 
blood  count,  normal. 

3.  When  diagnosis  was  made. — ^Pulse  100;  temperature  102°; 
blood  count:  hemoglobin,  55;  red  blood-cells,  2,840,000. 

When  operation  was  performed. — Pulse  88;  temperature  98.6°; 
blood  count:  hemoglobin,  68  per  cent.;  red  blood-cells,  3,500,000. 

4.  When  diagnosis  was  made. — Pulse  102  and  of  poor  quaUty; 
temperature  100°;  blood  count:  hemoglobin,  30  per  cent.;  red 
blood-cells,  1,624,000. 

When  operation  was  performed. — Pulse  84;  temperature  98°; 
blood  count:  hemoglobin,  82  percent.;  red  blood-cells,  4,340,000. 
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5.  When  diagnosis  was  made. — ^Profound  shock;  temperature 
subnormal;  pulse  could  not  be  felt.  Blood  count:  hemoglobin, 
iS  per  cent.;  red  blood-cells,  2,760,000. 

When  operation  was  performed. — ^Pulse  80;  temperature  98.6°; 
blood  count:  hemoglobin,  65  per  cent.;  red  blood-cells,  4,336,000. 

6.  When  diagnosis  was  7nade. — Profound  shock;  pulse  could 
not  be  felt  at  wrist;  temperature  96°  in  rectum;  blood  count: 
hemoglobin,  50  per  cent.;  red  blood-cells,  3,320,000. 

]\'hen  operation  was  performed. — ^Pulse  80;  temperature  98.6°; 
blood  count,  about  normal. 

7.  When  diagnosis  was  made. — ^Pulse  100  and  of  poor  quality; 
temperature  100.6°;  blood  count:  hemoglobin,  25  per  cent.;  red 
blood-cells,  2,292,000. 

When  operation  was  performed. — Pulse  86;  temperature  98.6°; 
blood  count:  hemoglobin,  70  per  cent.;  red  blood-cells,  4,844,000. 

Was  not  the  condition  of  these  patients  made  infinitely  better 
and  the  subsequent  operation  rendered  correspondingly  safer 
by  delay? 

Bandler,  in  his  recent  work,  says.^ — "The  treatment  of  ectopic 
gestation  is  abdominal  laparotomy  as  soon  as  the  diagnosis  is 
made,  provided  the  patient  is  not  in  too  profound  a  state  of 
shock  from  the  sudden  loss  of  great  amount  of  blood."  These 
extreme  cases,  which  constitute  a  small  percentage,  are  operated 
upon  immediately  by  some,  an  intravenous  saline  solution 
being  given  before  or  during  the  operation.  I  agree  that  such 
cases  should  be  tided  over  the  state  of  shock  by  repeated  hypo- 
dermoclysis,  absolute  quiet,  elevation  of  the  foot  of  the  bed  and 
not  too  much  energetic  cardiac  stimulation  for  a  period  of 
twenty-  our  hours  to  several  days,  when  the  operation  is  sure 
to  be  better  borne. 

I  should  like  to  see  the  teaching  made  still  more  definite. 
The  plan  of  treatment  that  I  have  followed  has  been  abdominal 
laparotomy,  (preferably)  as  soon  as  the  diagnosis  was  made, 
provided  the  patient  has  attained  the  best  possible  condition 
consistent  with  the  pathology  present.  The  operative  mor- 
tality should  then  be  that  of  the  simpler  abdominal  sections. 
The  percentage  of  deaths  occurring  during  delay,  provided  an 
appropriate  plan  of  treatment  be  carried  out,  though  practically 
nil  to  date,  will  be  determined  more  definitely  when  a  larger 
number  of  cases  so  treated  has  been  reported. 

524  Pexn  Avenue 
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PSYCHOTHERAPY  AND  RE-EDUCATION.* 

SOME  OBSERVATIONS  AFTER  VISITING  CLINICS  IN  PARIS  AND  NANCY. 

BY 

EVELYN  GARRIGUE,   M.  D., 

New  York  City. 

With  opportunity  to  experience  the  hospitality  extended  to 
foreigners  in  clinics  in  Paris  and  Nancy,  my  main  object  was  to 
see  what  was  being  done  with  psychotherapy,  what  nature  of 
troubles  they  deemed  amenable  to  it,  how  they  reached  their 
diagnosis,  etc. 

i\Iany  interesting  clinics  were  visited,  including  Prof.  Ray- 
mond's in  the  large  amphitheatre  which  in  former  days  was 
thronged  by  students  of  Charcot  when  the  Salpetriere  won  the 
reputation  of  creating  hysteria,  due  to  the  theatrical  demon- 
strations of  the  use  of  hypnotism  among  hysterical  patients. 
Those  days  are  oYer.  Thanks  to  the  investigation  of  able  minds, 
the  suggestibility  of  the  human  mind  is  recognized,  and  in  all 
the  lessons  stress  was  laid  on  the  importance  of  examining 
patients  in  a  way  to  avoid  suggesting  symptoms  or  hysterical 
stigmata. 

At  the  Salpetriere  they  regard  hypnosis  as  a  pathological 
condition,  but  Prof.  Raymond  emphasizes  a  legitimate  use  of  it, 
recommending  it  for  diagnostic  purposes,  the  hypnotized  patient 
often  revealing  bits  of  forgotten  history  throwing  light  on  present 
conditions.  In  selected  cases,  where  suggestion  in  the  waking 
state  proves  ineffectual,  he  finds  hypnotism  of  inestimable 
value  and  that  it  should  not  be  neglected  by  the  physician,  but  he 
heartily  disapproves  of  public,  grotesque  demonstrations. 

The  place  to  study  moral  and  psychic  treatment  at  the  Salp- 
etriere is  in  the  service  of  Prof .  Dejerine,  the  lifelong  friend  of  Prof. 
Dubois,  of  Berne.  This  work  is  described  in  detail  in  "  Isolement 
et  Psychotherapie, "  by  Dr.  Jean  Camus  and  Dr.  Philippe 
Pagniez,  published  in  Paris  in  1904  by  Felix  Alcan,  a  translation 
of  which  will  probably  appear  in  the  course  of  a  few  months. 
An  excellent  reference  to  his  work  will  also  be  found  in  an 
article  by  Prof.  L.  F.  Barker,  pubHshed  in  the  American  Journal 

*Read  before  the  Women's  Medical  Association  of  New  York  City,  October 
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of  Medical  Sciences  for  October,  1906,  describing  his  applica- 
tion of  Prof.  Dejerine's  system  in  a  ward  in  his  service  at  the 
Johns  Hopkins  Hospital. 

There  is  probably  no  man  living  to-day  stronger  on  the  sub- 
ject of  the  nervous  system  than  Prof.  Dejerine,  which  state- 
ment can  easily  be  confirmed  by  an  examination  of  the  two 
illustrated  volumes  on  the  anatomy  of  the  nervous  system,* 
which  he  and  Madame  Dejerine  (also  a  physician  and  the  first 
woman  interne  in  the  Paris  hospitals)  brought  out  together. 
His  years  of  service  at  Bicetre  and  at  the  Salpetriere  with  the 
rare  opportunity  of  following  cases  to  autopsy  combined  with  his 
zeal  in  pathological  study  have  made  him  a  rare  diagnostician. 

He  goes  over  the  patient  in  the  usual  way  employed  by  any 
careful  diagnostician,  familiarizing  himself  with  the  condition 
of  every  organ  and  making  use  of  all  up-to-date  laboratory 
facilities.  When  satisfied  by  his  physical  examination  of  the 
absence  of  organic  lesion,  he  trusts  to  his  own  persuasive  powers 
to  reach  the  patient's  reason  without  aid  from  drugs  or  hypnot- 
ism. He  is  as  averse  to  hypnotism  as  Prof.  Dubois.  Formerly 
Prof.  Dejerine  made  considerable  use  of  it,  but  of  recent  years 
he  has  abandoned  it  completely. 

It  is  in  the  Ward  Pinel  at  the  Salpetriere  that  Prof'.  Dejerine's 
triumphs  in  isolation  and  psychotherapy  are  achieved.  Sur- 
rounded by  spacious  courts,  it  has  the  advantage  of  quiet, 
abundance  of  light  and  good  air.  White  curtains  fall  in  folds 
around  each  of  the  twenty-four  beds,  giving  the  patient  the 
privacy  of  a  separate  room.  Upon  entering  the  ward,  one  is 
impressed  by  the  atmosphere  of  calm  and  quiet,  and  it  is  difficult 
to  realize  that  the  majority  of  the  patients  are  suffering  from 
major  hysteria  and  neurasthenia. 

Here  the  patients  are  isolated,  having  no  communication  with 
anyone  except  the  physician  in  charge  and  the  head  nurse. 
No  letters  are  received  nor  written  by  them  and  no  visits  are 
allowed.  They  are  put  on  milk  diet,  frequently  commencing 
with  a  litre  or  a  litre  and  a  half  a  day  and  increasing  it  by  half 
a  litre  daily,  until  four  or  five  litres  a  day  are  taken.  The 
absolute  milk  diet  is  maintained  at  least  a  week,  sometimes 
considerab  y  longer,  when  other  articles  of  food  are  added  and 
the  milk  is  decreased  in  quantity. 

The  principle  of  excessive  feeding,  introduced  by  WeirlNIitch- 

*  Anatome  des  Centres  Nerveux  J.  Dajeriiic,  avec  la  collaboration  de  Madame 
Dejerine-Klumpke.     Paris,  J.  Rueff,  1901. 
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ell,  is  followed  after  the  first  few  days  of  accustoming  the  patient 
to  milk. 

The  treatment  consists  of  a  mental  and  moral  awakening.  In 
the  morning  rounds,  as  Prof.  Dejerine  enters  the  ward,  the 
curtains  of  the  first  bed  are  drawn  aside  and  the  professor  seats 
himself  beside  the  patient  giving  the  impression  of  having  ample 
time  and  genuine  interest. 

It  may  be  a  case  of  hysterical  hemiplegia.  The  patient  is 
made  to  understand  there  is  no  organic  cause  for  her  incapacity 
and  the  return  of  the  use  of  her  limbs  means  a  cultivation  of 
will  power.  Where  contractures  have  been  of  long  standing  and 
unused  muscles  require  training,  certain  exercises  are  devised 
and  the  patient  taught  to  practice  them  at  intervals  throughout 
the  day.  Whatever  the  patient's  phobia  may  be,  she  is  taught 
to  know  its  nothingness  and  to  act  as  if  it  did  not  exist. 

The  patients  are  taught  to  exert  self-control  and  that  many 
symptoms  they  believed  outside  of  their  control  are  entirely 
within  it.  Thus  it  is  that  all  forms  of  hysteria,  neurasthenia  and 
psychasthenia  are  met. 

As  Prof.  Dejerine  passes  from  one  bed  to  the  next  the  curtains 
of  the  first  bed  are  closed  and  the  patient  is  again  left  in  privacy 
with  opportunity  to  have  the  instructions  she  has  received  take 
root  unthwarted  by  outside  interference.  Prof.  Dejerine 
receives  any  necessary  information  away  from  the  patient. 
No  symptoms  are  discussed  before  her  except  to  show  how 
easily  they  can  be  controlled. 

Each  visit  brings  her  hope  and  encouragement  and  something 
upon  which  she  can  build  through  her  thinking  processes. 

Prof.  Dejerine  never  holds  bedside  clinical  lectures  to  instruct 
his  internes,  as  he  considers  it  harmful  to  the  patient  sowing  the 
seed  of  new  symptoms  for  future  development.  After  morning 
rounds  the  internes  meet  in  Prof.  Dejerine's  consulting-room 
when  he  talks  to  them  informally  about  the  cases  they  have  seen. 
The  results  with  patients  and  internes  are  superb. 

The  other  clinics  visited  in  Paris  were  full  of  interest  from  a 
diagnostic  standpoint  and  from  the  interesting  cases  demon- 
strated, but  psychotherapy  was  not  emphasized. 

In  Nancy  at  I'hopital  Civil,  Prof.  Bernheim  is  seen  doing  his 
remarkable  work.  Nothing  seems  to  escape  him  in  his  careful 
examination  of  cases,  every  organ  receiving  minute  attention. 
His  attitude  is  one  of  strong  conviction.  Although  functional 
and  organic  cases  are  in  the  same  wards,  they  are  wholly  separated 
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by  diagnosis  and  treatment.  He  does  not  consider  hypnotism 
can  change  organic  lesions,  but  he  uses  it  for  functional  dis- 
turbances in  patients  suffering  from  organic  troubles.  He 
makes  liberal  use  of  drugs  for  allaying  fever  and  pain  in  pneu- 
monias, rheumatism,  etc.,  for  stimulating  the  heart's  action  and 
he  checks  diarrhea  by  means  of  astringents. 

Bernheim  has  vast  power  in  quietly  taking  possession  of  his 
patients.  In  dealing  with  them  he  gives  the  impression  of  first 
getting  himself  in  a  semihypnotized  condition,  as  if  he  volun- 
tarily addressed  the  subconscious  mind  of  the  patient  with  his 
own  subconscious  mind,  apparently  oblivious  of  everything  but 
the  mental  pictures  he  is  impressing  on  the  mind  of  the  patient. 
It  is  impressive  to  see  him  pass  from  patient  to  patient,  many  of 
them  dropping  in  a  quiet,  peaceful  sleep  the  moment  he  says 
"Dormez,  dormez"  in  a  quiet,  natural  tone  of  voice.  Others 
do  not  sleep,  but  the  critical  conscious  mind  is  more  or  less  in 
abeyance,  the  subconscious  mind  seizing  his  suggestions  without 
resistance. 

In  this  way  he  relieves  them  of  their  insomnias,  anorexias, 
nervous  gastrites,  localized  and  general  hypersensitiveness  and 
hysterical  convulsions,  enables  them  to  have  courage  to  meet 
difficult  conditions,  etc.,  all  very  promptly. 

He  cannot  understand  the  attitude  of  Profs.  Dubois  and  Dejerine 
regarding  his  work.  In  these  cures  he  claims  he  is  not  putting 
his  thoughts  into  his  patients,  but  he  is  simply  taking  away 
their  fears  and  making  them  use  their  own  forces.  His  cures 
by  hypnotism  he  considers  a  kind  of  re-education.  He  considers 
Profs.  Dubois  and  Dejerine  do  not  appreciate  how  much  sugges- 
tion they  use  and  seems  to  feel  they  fail  to  understand  how 
much  re-education  he  uses. 

Able  arguments  are  put  forth  concerning  the  unreality  of  the 
supposed  dangers  of  hypnotism.  In  conscientious  hands  no 
danger  whatever  is  found  and  much  good  is  achieved. 

But  some  of  the  demonstrations,  though  deeply  interesting 
from  a  psychological  point  of  view,  seem  questionable.  We  see  a 
very  suggestible  patient  one  minute  his  normal  self,  the  next 
rendered  cataleptic  and  relaxed  at  will,  manifestating  hyper- 
sensitiveness on  one  side  and  perfect  lack  of  sensibility  on  the 
other;  these  conditions  reversed  on  the  two  sides  in  quick  suc- 
cession numerous  times:  one  minute  drinking  imaginary  wine 
from  an  imaginary  glass,  appearing  to  relish  it  keenly,  the  next 
frightened  by  a  suggested  dog  from  which  he  tries  to  escape. 
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etc. ;  one  cannot  help  questioning  the  influence  of  such  per- 
formances on  the  patient.  And  when  we  see  all  the  patients, 
who  are  able  to  be  about  the  ward,  flock  around  the  subject  of 
demonstration,  laughing  heartily  at  her  hypnotic  delusions^ 
as  on  a  warm  July  day,  she  goes  into  ecstasy  over  the  beauty 
of  a  heavy  fall  of  snow,  making  imaginary  snow-balls  which 
she  throws  at  one  of  the  doctors,  chasing  him  out  of  the  ward, 
with  the  excitement  of  a  schoolboy  enjoying  winter  sports ;  the 
next  moment  receiving  a  suggested  letter  which  she  quietly  puts 
into  a  table  drawer  to  read  later.  We  must  question  the  in- 
fluence of  these  exhibitions  on  the  occupants  of  the  ward,  and 
whether  even  in  conscientious  hands  there  is  not  danger  of 
regarding  these  hypnotic  patients  as  "clinical  material,"  and  zeal 
in  one  direction  may  cause  an  oversight  of  the  entirety  of  the 
patient's  well-being. 

In  putting  forth  objections  to  a  method  of  treatment  or 
experimentation  only  briefly  observed,  it  behooves  us  to  bear  in 
mind  the  experience  and  views  of  the  workers  in  that  line. 
Dr.  Frederick  G.  Peterson,  the  translator  of  the  Httle  book  on 
hynotism  written  by  Sweden's  brilliant  hypnotist,  Otto  Georg 
Wetterstrand,  quotes  Prof.  Bernheim  and  Prof.  Forel  as  going 
so  far  as  to  refuse  anyone  the  right  to  judge  of  hypnotism  who 
has  not  succeeded  in  at  least  80  per  cent,  of  those  experimented 
upon. 

Wetterstrand  himself  expresses  indignation  regarding  some  of 
the  theoretical  objections  brought  to  bear  against  hypnotism, 
and  he  emphasizes  he  has  never  seen  anything  but  good  follow 
its  use  in  medical  practice.     He  finds  the  cures  "real  and  per- 
manent," there  being  no  reaction  to  combat  as  is  sometimes 
the  case  with  other  methods  of  treatment. -•=     But  what  about 
this  dis-association  of  the  mind,  this  separation  of  its  two  great 
component  parts  where  cure  is  not  the  object,  where  psychological 
investigation  with  the  necessary  caution  when  treading  untrod- 
den ground  in  so  sensitive  a  field  as  the  human  ego  is  not  the 
first  consideration?     What  about   the  possible  results  of   this 
foreign  command  of  the  subhminal  consciousness  hberated  from 
its  ordinary  controlHng  power,  this  experimentation  awakening 
illusions  without  a  trace  of  truth  for  a  basis?     Are  any  of  even 
the  foremost  hypnotists  sufficiently  evolutionized  to  reaHze  the 
character  of  the  influence  such  performances  may  have  on  the  ego  ? 

*  Quoted  from  Chas.  Lloyd  Tuckey's  review  of  Wetterstrand's  book,  published 
in  Proceedings  of  the  Soc.  for  Psych.  Research. 
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The  most  instructive  and  interesting  feature  of  this  visit  to 
Nancy,  was  the  practical  lesson  in  psychology,  the  perfect 
demonstration  of  the  duaUty  of  the  human  mind  with  which 
we  are  all  more  or  less  acquainted  theoretically,  but  this  perfect 
demonstration  due  to  Prof.  Bernheim's  absolute  power  in  the 
disassociation  and  association  of  the  two  minds,  his  perfect 
command  in  putting  the  conscious  mind  in  abeyance,  and  the 
marvelous  suggestibility  of  the  subconscious  mind  were  deeply 
impressive  and  suggestive. 

Whatever  may  be  the  theories  regarding  hypnotism,  its 
dangers  and  its  usefulness  when  judiciously  apphed  to  medicine, 
in  these  demonstrations  one  is  faced  with  speaking  facts  bearing 
on  pathological  conditions  and  their  possible  removal  and  on 
the  normal  mind  viewed  from  a  new  standpoint.  The  hydra- 
headed  hysteria  comes  to  mind  and  new  insight  and  new  con- 
fidence regarding  the  possibility  of  conquering  this  insidious 
foe  of  human  development  by  means  of  the  re-education  of  the 
patient. 

The  quarrels  of  the  schools  come  to  mind — Charcot  and  his 
followers  experimenting  on  hysterical  subjects;  Liebault,  Bern- 
heim  and  a  host  of  others  following  in  their  steps  practising  on 
sound  and  healthy  beings  coming  to  diametrically  opposite  con- 
clusions; the  Salpetriere  followers  finding  hypnotism  a  patho- 
logical condition  producing  hysteria;  the  Nancy  followers 
finding  it  a  normal  condition  of  the  human  mind.  Viewed 
from  a  certain  standpoint,  they  are  probably  both  more  or  less 
correct.  Acting  harmoniously  together  the  component  parts 
are  normal  enough,  but  it  would  seem  legitimate  to  view  their 
complete  separation  or  inharmonious  action  as  an  abnormal 
condition.  Experimenting  on  perfectly  normal  sane  subjects, 
Liebault  and  Bernheim,  Wetterstrand,  Foral,  Krafft-Ebing, 
Moll  and  Schrenck-Notzing,  and  Bramwell,  representing 
France,  Sweden,  Switzerland,  Austria,  Germany  and  England, 
have  come  to  the  conclusion  that  the  normal  human  being  is 
hypnotizable,  that  the  nonhypnotizable  human  being  is  the 
exception. 

F.  W.  H.  Myers,  in  his  investigations  regarding  subliminal 
consciousness  *  insists  that  hypnotism  is  in  no  way  a  morbid  pro- 
cess, that  it  is  the  manifestation  of  a  group  of  perfectly  normal  but 
habitually  subjacent  powers.  In  putting  forth  his  interesting 
hypotheses  regarding  the  various  strata  of  human  consciousness, 

*Proceedings  of  the  Soc.  Psych.  Research    vol.  vii.  p.  300. 
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he  does  not  accord  primacy  to  his  ordinary  wakeful  seh",  but 
finds  this  one  shows  itself  the  fittest  to  meet  the  needs  of  common 
life.  He  does  not  find  any  definite  nor  impassable  barrier 
between  the  various  strata  of  the  self:  "They  are  strata  not 
of  immobile  rock,  but  of  imperfectly  miscible  fluids  of  various 
densities  and  subject  to  currents  and  ebullitions  which  often 
bring  to  the  surface  a  stratum  or  a  bubble  from  a  stratum  far 
below  * 

This  hypothesis  has  decidedly  practical  bearing  on  our  work  as 
physicians  in  dealing  with  the  so-called  borderland  cases  and 
throws  light  on  cases  of  multiple  personality  and  is  helpful  in 
dealing  with  all  sorts  of  unusual  mental  characteristics  in  a 
broader,  more  tolerant  and  helpful  spirit.  With  increased  ap- 
preciation of  the  complex  psychic  forces  underlying  the 
thoughts,  feehngs  and  acts  of  our  patients,  we  shall  be  infinitely 
more  helpful  to  them  and  shall  be  better  able  to  re  educate  them 
to  get  their  various  strata  working  harmmiously. 

To  return  to  the  practical:  Going  direct  from  Xancv  and 
Prof.  Bernheim  to  Berne  and  Prof.  Dubois  was  a  decided  transi- 
tion in  the  quality  of  convictions,  but  not  in  the  intensity.  It 
was  the  vacation  season  and  Prof.  Dubois  was  exhausted  from 
his  long  and  severe  season's  work  and  he  was  about  to  take  a 
prolonged  vacation.  His  doors  were  closed  to  most  patients  and 
most  visitors  presenting  themselves.  Happily  letters  of  intro- 
duction from  one  of  the  translators  of  his  book  and  from  his  life- 
long friend,  Prof.  Dejerine,  gained  for  me  a  most  interesting  in- 
terview, but  he  was  doing  no  public  work  and  only  a  minimum 
of  private  work.  Quiet  and  unassuming,  he  is  stamped  by  force- 
ful intelligence,  and  when  he  speaks  one  is  impressed  by  his  moral 
force,  his  ideality  and  his  sincerity,  all  expressed  in  his  work  in  a 
most  practical  way.  He  does  not  approve  of  Prof.  Bernheim's 
methods  at  all.  The  suggestive  method  he  considers  weakening 
to  the  character.  When  he  sees  a  patient  with  hysterical  con- 
tracture, he  sees  the  hysterical  mind  more  than  the  contracture, 
and  he  apphes  himself  to  instructing  the  patient,  helping  her 
perceive  where  the  flaw  hes  in  her  own  character  and  awakens 
her  desire  to  cure  herself,  teaching  her  what  she  must  do.  He 
makes  careful  examinations,  and  when  convinced  there  is  no 
physical  cause  for  the  condition  he  will  not  use  any  aids — not  even 
massage.  He  thinks  much  harm  is  done  by  ordering  massage 
for  any  form  of  hysteria,  as  it  makes  the  patient  think  there  is 
*Ibid.,  p.  307. 
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something  physically  wrong  when  she  must  be  convinced  there 
is  nothing. 

In  proportion  that  people  are  suggestible  he  finds  them  path- 
ological, and  considers  hypnotism  creates  a  pathological  condition. 
Any  symptoms  that  can  be  removed  by  hypnotism  he  finds  can 
be  removed  by  persuasion,  cultivating  the  patient's  reasoning 
powers  rather  than  putting  them  in  abeyance. 

For  me  the  keynote  of  psychotherapy  is  moral  reeducation, 
the  awakening  of  the  inward  perception  of  what  must  be  done 
and  the  cultivation  of  courage  and  will  power  to  enable  the 
patient  to  do  it,  for  the  patient  is  the  one  who  must  do  the  work. 
The  physician  can  and  must  point  out  the  road  and  be  guide  and 
director  to  the  goal  of  health,  but  the  moral  responsibility  of  get- 
ting there  and  remaining  there  lies  with  the  patient.  No  other 
than  the  patient  can  do  the  real  work  of  recovery  any  more  than 
one  student  can  gain  an  education  for  another.  It  involves 
individual  responsibility,  individual  effort,  individual  intelligent 
work. 

The  self-centred  neurasthenics  with  their  hyperfatigabiHty 
and  the  self-deceiving  hysterics  with  their  hypersuggestibiHty 
are  specimens  of  abnormal  development  and  they  need  instruc- 
tion how  to  make  themselves  normal.  Their  confidence  must  be 
won  and  they  must  be  taught  to  face  the  truth  about  themselves, 
and  habits  of  persevering  industry  and  intelligently  directed 
energy  must  be  inculcated.  They  must  be  taught  to  cultivate 
the  proper  balance  between  their  conscious  and  subconscious 
minds.  Even  the  very  ignorant  can  grasp  this  situation.  I  do 
not  agree  with  the  general  consensus  of  opinion  that  we  should 
not  tell  a  patient  that  she  has  hysteria.  The  patient  should  be 
taught  to  have  the  courage  to  face  the  truth  about  herself,  should 
be  taught  to  understand  the  nature  of  hysteria  and  what  she 
must  do  to  overcome  it.  It  can  be  done  in  a  way  which  will  not 
have  the  effect  of  floating  a  red  flag  before  a  bull.  Since  we 
have  a  better  understanding  of  the  nature  of  hysteria,  that  it  is 
a  pathological  prominence  of  the  subliminal  self  of  which  the 
distinguishing  characteristics  is  suggestibility,  it  is  easier  to  en- 
lighten a  patient  without  giving  undue  offense.  Sometimes  it  is 
dilffcult  to  find  language  which  the  patient  will  comprehend  and 
accept.  A  case  in  mind  is  that  of  a  sixteen-year-old  Bohemian 
girl  working  at  cigarette  packing  in  danger  of  losing  her  position 
because  of  her  frequent  absence  from  the  factory,  due  to  parox- 
isms of   severe  pain  often  extending  over  the  whole  abdomen, 
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but  usually  localized  in  the  right  inguinal  region.  Those  pains 
commenced  in  her  ninth  year  returning  sometimes  every  few  days, 
sometimes  a  few  weeks  elapsing.  When  eleven,  a  physician 
said  the  pains  would  disappear  if  menstruation  were  established, 
and  he  gave  her  a  powerful  medicine  resulting  in  the  appearance 
of  the  menses,  but  the  pains  continued.  She  went  the  rounds 
of  dispensaries  and  one  surgeon  after  another  urged  the  mother 
to  have  her  operated  for  appendicitis.  On  several  occasions  she 
was  told  if  the  operation  were  not  done  at  once,  her  family  would 
have  reason  to  regret  it.  The  parents  felt  operation  meant 
death,  yet  they  feared  death  might  ensue  through  neglect  of  op- 
eration. Night  after  night  for  several  years  that  child  would 
awaken  to  find  her  parents  weeping  over  her.  She  was  the 
center  of  sympathetic  solicitude  of  a  whole  circle  of  ignorant 
relatives  and  friends.  That  was  the  condition  of  affairs  when  she 
was  brought  to  me  by  another  patient.  She  presented  a  robust, 
well-nourished  appearance  and  all  the  organs  were  found  sound. 
She  winced  considerably  on  palpation  of  the  abdomen,  generally 
in  the  region  of  McBurney's  point  (she  had  probably  been  un- 
consciously educated  during  other  examinations),  but  in  divert- 
ing her  attention  she  appeared  not  to  notice  when  the  region 
was  palpated.  She  was  told  no  operation  seemed  indicated,  but 
I  should  like  to  keep  her  under  observation  for  awhile.  A  few 
days  later  she  returned  pale  from  a  night  of  sleeplessness  and 
weeping  relatives,  because  the  pains  had  returned  and  with 
them  all  the  old  fears.  Wishing  to  run  no  risk  for  the  child,  I 
asked  Dr.  Gertrude  B.  Kelly  to  see  the  patient.  Dr.  Kelly 
confidently  pronounced  that  there  was  no  appendicitis,  that  the 
pains  were  probably  the  result  of  indigestion,  as  she  knew  some- 
thing of  the  dietary  habits  of  these  ignorant  Bohemians. 

Without  any  special  hysterical  stigmata,  the  child's  whole 
expression,  attitude  and  speech  bore  the  stamp  of  hysteria. 
The  mental  habit  that  was  wrecking  her  usefulness  and  creating 
a  self-centred  invalid  had  to  be  changed.  How  to  explain  the 
situation  in  a  way  that  she  could  grasp  and  would  accept  was 
the  question.  Holding  up  Dr.  Kelly's  surgical  experience,  her 
desire  to  operate  when  necessary  and  her  greater  desire  to  save 
the  patient  from  operation  when  operation  was  not  clearly 
indicated,  had  great  weight.  But  that  was  not  sufficient  to 
keep  the  child  safe  from  future  counter-suggestions.  She  had 
to  be  enHghtened  regarding  the  mental  habits  of  hysteria  so 
that  she  could  know  what  she  had  to  combat.     She  could  grasp 
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the  idea  that  if  she  entered  a  room,  not  knowing  a  glass,  capable 
of  magnifying  hundreds  of  time,  were  stretched  across  the  room, 
a  fly  behind  the  glass  would  have  a  terrifying  effect,  and  if  the 
glass  were  removed  and  she  saw  it  was  a  common  fly  she  would  be 
amused  at  her  own  fears.  She  was  told,  "Now,  you  must  remem- 
ber this  and  apply  it  to  yourself.  Your  pains  are  not  from  ap- 
pendicitis. Your  have  another  disease — hysteria.  You  must 
know  when  someone  has  hysteria  it  is  just  as  if  she  had  a  big 
magnifying  glass  in  her  mind  and  any  little  pain  seems  hundreds 
of  times  as  bad  as  it  really  is.  More  than  that,  when  the  real  pain 
has  entirely  disappeared,  the  hysterical  memory  makes  it  seem 
as  if  the  pain  were  really  present  long  after  all  cause  for  it 
has  disappeared."  Explaining  it  to  her  in  this  simple  way,  she 
could  understand  it  and  she  determined  to  get  rid  of  her  mental 
magnifying  glass.  I  called  on  the  parents  and  explained  it  to 
them  so  that  they  would  help  the  child  carry  out  her  resolution. 
She  has  succeeded  perfectly.  All  the  energy  she  formerly  wasted 
in  these  paroxisms  of  pain  she  has  turned  into  enthusiasm  to 
conquer  difficulties.  She  is  an  industrious,  hard-working  girl, 
cheerful  and  contented,  determined  never  to  let  her  mental 
magnifying  glass  and  hysterical  memory  dominate  her  again. 
The  child's  temperament  suggested  that  of  another  patient,  an 
adult,  which  was  a  stimulant  to  find  language  simple  enough 
for  her  to  comprehend  and  thus  save  the  child  from  a  similar 
fate  of  unnecessary  invalidism.  Endowed  with  a  strong  emo- 
tional nature  and  the  fiery  temperament  of  a  Pole,  this  second 
patient  was  left  an  orphan  in  early  childhood.  Owing  to  an 
unscrupulous  guardian  she  failed  to  receive  the  education  which 
alone  could  create  balance  in  such  a  temperament  and  with  a 
superb  constitution  she  developed  into  a  self-centred  invalid, 
becoming  hospitalized  and  sanitariumized  at  the  same  time  that 
she  paradoxically  became  imbued  with  every  cult  of  the  day  that 
creates  antagonism  to  the  medical  profession.  She  was  a  cyclone 
of  unbalanced  fiery  temperament,  making  herself  the  slave  of 
her  own  autosuggestions.  She  was  forty-three  years  old  when 
she  fell  into  my  hands  and  she  had  become  an  adept  in  coercing 
her  physicians,  attendants  and  friends  to  become  the  slaves  of 
her  unbalanced  demands.  She  had  gone  through  a  long  period 
of  slavery  to  morphine,  but  one  of  her  many  physicians  succeeded 
in  thoroughly  frightening  her  regarding  the  habit,  and  through 
his  influence  she  was  cured,  but  he  had  been  unable  to  command 
her  forces  in  anv  other  direction. 
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Hers  was  the  most  typical  hysterical  temperament  with  which 
I  have  had  experience.  She  went  through  a  whole  series  of 
gastric  pain  and  loss  of  flesh,  suggestive  of  malignant  disease, 
overpowering  headaches,  backaches  and,  most  obstinate  of  all, 
an  apparent  neuritis  of  the  right  median  nerve.  When  she  first 
came  under  my  care  I  was  deceived  by  the  apparent  reality  of  her 
symptoms  and  she  was  treated  with  drugs,  massage,  electricity, 
hydrotherapy,  as  seemed  indicated  at  various  times.  Becoming 
convinced  that  it  was  hysteria,  these  were  discontinued.  At 
first  the  name  hysteria  was  carefully  avoided,  but  finally  it 
became  evident  she  could  only  be  reached  by  moral  surgery. 
At  that  time  I  was  not  expert  at  introducing  the  name  "hysteria," 
and  in  her  case  it  had  literally  the  effect  of  waving  the  red  flag 
before  the  mad  bull. 

I  never  entered  this  patient's  room  without  first  fortifying 
myself  with  inward  calm  and  ready  alertness  that  would  be 
surprised  at  nothing  and  it  was  this  attitude  in  meeting  what 
she  intended  to  have  overwhelm  me  that  finally  conquered  her. 
It  was  a  case  of  which  was  the  stronger — a  temperament  that 
used  up  all  its  force  in  hysterical  manifestations  to  win  sympathy 
or  coerce  those  attending  her  to  follow  her  demands,  or  a  tem- 
perament that  could  calmly  wait  for  rage  to  expend  itself  and 
help  the  patient  see  the  consequences  of  her  own  acts.  She 
was  conquered,  but  a  temperament  of  that  kind  must  have  some 
outlet  for  its  energy  or  the  pent-up  forces  will  react  in  a  destruc- 
tive way  to  their  possessor.  Her  friends  were  advised  to  help 
find  some  occupation  that  would  absorb  her,  when  she  would  be 
safe,  but  without  occupation  her  emotional  temperament  was 
bound  to  get  into  mischief  and  wear  out  her  physique.  That 
was  the  advice  given  shortly  before  I  went  abroad,  when  she 
was  taking  interest  in  plant-  and  bird-life,  taking  long  walks, 
going  to  meals,  eating  a  variety  of  food,  wholly  free  from  all  her 
old  pains  and  having  every  appearance  of  recovered  health;  but 
the  friends  could  not  comprehend  the  value  of  work  for  this 
woman  and  they  were  afraid  of  her  impulsive  emotional  nature 
and  left  her  in  the  sanitarium  without  any  guiding  mind  to 
direct  her  thinking  processes,  and  all  her  o  d  tendencies  have 
returned.  The  friends  have  sought  me  to  do  the  work  all  over 
again,  saying  she  is  worse  than  ever,  and  they  realize  these 
methods  of  re-education  and  occupation  are  the  only  ones  which 
have  helped  her.  It  is  difficult  to  make  people  realize  what  the 
re-education  of  such  a  patient  means — the  awakening  of  her 
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matured  mind  to  the  consciousness  of  her  own  lack  of  balance 
and  the  large  share  of  responsibility  her  own  ungoverned  acts 
have  to  answer  for  her  years  of  unnecessary  invalidism.  And 
this  consciousness  of  her  own  responsibility  and  of  the  gigantic 
work  she  has  to  do  herself  must  be  awakened  without  dis- 
couragement. On  the  contrary,  it  must  go  hand  in  hand  with 
growing  courage  and  enthusiasm  to  face  the  truth  with  hope 
and  confidence  in  the  results  bound  to  follow  the  replacement  of 
destructive  thoughts  and  habits. 

To-day  we  are  faced  by  the  appalling  increase  of  insanity, 
suicide  and  all  forms  of  the  neuroses.  The  question  of  pro- 
phylaxis is  a  complex  one,  because  it  means  the  readjustment 
of  life  to  surroundings  and  re  education  regarding  the  inward 
forces.  It  is  complicated  by  the  diversity  of  opinion  regarding 
how  much  of  this  belongs  to  the  domain  of  medicine.  All 
that  has  bearing  on  the  prophylaxis  and  cure  of  disease  would 
seem  to  belong  to  the  domain  of  the  physician,  and  in  dealing 
with  the  neuroses  it  seems  oftener  to  be  a  question  of  moral 
reeducation  than  of  medicine  pure  and  simple.  The  complex 
role  of  the  ph3'sician,  in  addition  to  the  ordinary  requirements 
to  receive  a  diploma,  often  involves  a  combination  of  father- 
confessor,  m.oral  and  hygienic  teacher,  for  the  vrrecked  health 
of  the  patient  is  only  too  often  due  to  not  knowing  how  to  face 
the  problems  of  life,  and  all  the  tonics  in  the  world  and  the 
traveling  for  change  of  scene  and  distraction,  the  prolonged  rest- 
cures  and  dieting  of  various  kinds  will  result  in  no  permanent 
cure  if  moral  courage  is  not  awakened  to  enable  the  patient  to 
fearlessly  face  the  situation  that  is  wrecking  health  and  useful- 
ness. 

An  example  of  this  kind,  which  we  all  know  is  no  rarity,  is 
that  of  a  young  wife,  mother  of  three  children,  the  oldest  not  yet 
three  years  old.  She  was  a  delicate  girl  of  artistic  temperament 
and  esthetic  taste  when  she  married  a  robust  man  many  years  her 
senior,  well  developed  on  the  physical  and  intellectual  planes,  but 
oblivious  of  the  requirements  of  a  nature  different  from  his  own. 
There  was  mutual  attraction  at  first,  but  the  husband  had  no 
sympathy  with  sickness,  and  he  was  repelled  by  his  wife's  steadily 
increasing  exhaustion  due  to  the  rapidly  succeeding  pregnancies, 
increasing  cares  and  his  own  cold  neglect.  The  wife  became  a 
nervous  wreck  with  irritability  that  burst  into  frenzy  when 
she  was  suddenly  taken  from  her  home  and  placed  on  a  vessel 
to  go  consult  a  specialist  in  New  York  without  having  knowl- 
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edge  about  provision  being  made  for  the  proper  care  of  her 
children  during  her  absence.  The  specialist  heard  the  husband's 
side  of  the  story  and  pronounced  it  a  case  of  hysteria.  He 
told  the  husband  he  had  spoiled  his  wife  and  should  be  more 
strict  with  her,  even  harsh  if  necessary  to  meet  the  conditions. 
The  husband  followed  the  advice  very  literally,  and  under  the 
harsh  treatment  of  the  husband  and  the  still  greater  exhaustion 
due  to  sight-seeing  suggested  by  her  specialist  to  distract  and  make 
her  forget  the  separation  from  her  children,  she  grew  desperate 
and  was  sent  home  to  see  whether  the  presence  of  her  children 
would  calm  her.  She  grew  worse.  A  sister  came  to  the  rescue 
and  tactfully  won  the  consent  of  the  young  mother  to  go  with 
her  to  a  sanitarium  in  the  hope  of  regaining  her  strength  for  the 
children's  sake.  It  was  then  she  came  under  my  care.  Her 
tension,  grief-stricken  face,  eyes  strained  from  insomnia,  and 
brooding  over  the  hopelessnss  of  her  problems,  emaciation 
and  marked  tenderness  the  whole  length  of  the  spine  were  her 
only  objective  symptoms.  Insomnia  and  excessive  pain  at  the 
base  of  the  brain  and  in  the  lumbar  region  of  the  spine,  intensified 
by  the  slightest  emotion  were  the  only  symptoms  of  which  she 
complained.  From  the  sister  I  learned  of  the  maniacal  out- 
break when  she  was  suddenly  thrust  from  her  children.  It  was 
entirely  out  of  keeping  with  her  character  and  the  result  of 
exhaustion  and  despair  as  she  found  herself  hopelessly  overcome 
by  brute  force.  During  her  married  life  she  had  sunken  her 
own  individuaUty  in  every  detail,  her  husband's  more  forceful 
nature  completely  dominating.  She  had  not  dared  take  the 
rest  she  needed  because  her  husband  could  not  comprehend 
anyone  requiring  to  lie  down  in  the  daytime  and  she  had  not  the 
courage  to  withstand  the  lack  of  sympathy  of  her  husband  and 
his  relatives  regarding  her  own  mental  and  physical  require- 
ments. 

Hope  came  to  her  on  my  telling  her  that  there  was  no  reason 
why  she  should  not  gain  mental,  physical  and  moral  strength 
sufficient  to  cope  with  all  her  problems  and  hold  the  reins  of  her 
own  life  in  her  own  home  in  a  way  she  had  not  yet  learned  to  do. 
Her  own  health  and  the  well-being  of  her  family  depended  on  her 
taking  time  to  get  back  expended  vitaHty  and  time  to  learn  to 
hold  the  reins  of  her  own  life  uncowed  by  her  husband's  attitude. 
She  was  put  to  bed,  nourished,  had  massage,  oil  rubs  and  vibra- 
tory treatment  and  was  soothed  by  a  wholesome  interest  in  her 
affairs. 
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My  method  of  psychotherapy  with  her  consisted  of  informal 
talks  always  sowing  the  seed  of  pluck  and  courage,  and  utilizing 
her  love  of  her  children  as  a  lever  to  raise  her  from  the  slough  of 
despair  to  a  position  self-respecting  power  to  cope  with  life's 
difficulties.  She  was  cautioned  against  undergoing  any  more 
pregnancies  for  at  least  three  years  and  warned  against  excessive 
mental  or  physical  fatigue.  Learning  to  view  things  from  an 
impersonal  standpoint,  keeping  in  mind  the  greatest  good  for 
all,  she  developed  a  moral  courage  she  had  not  thought  herself 
capable  of  possessing.  She  returned  home  in  six  or  seven  months 
made  over  new,  with  hope  and  courage  in  her  heart  and  deter-^ 
mination  to  retain  the  health  gained.  It  is  more  than  two  and 
a  half  years  since  she  returned  home.  There  has  been  no 
relapse.  She  writes  that  she  puts  in  practice  all  she  learned 
about  the  hygiene  of  the  nervous  system;  the  quiet,  deep,  rhyth- 
mic breathing,  the  prompt  detection  of  the  slightest  trace  of 
irritability,  which  in  her  case  must  be  regarded  as  Nature's 
signal  for  rest,  nourishment  and  out-of-door  life  as  much  as 
possible;  the  quick  replacement  of  a  worrying  attitude  of  mind 
by  one  of  cheerfulness  and  hope.  She  keeps  in  mind  the  stand- 
ard of  health  required  for  her  role  of  wife  and  mother,  and  all 
the  old  timidity  that  crushed  her  life  before  the  learned  her 
health  lesson  has  completely  vanished.  She  fearlessly  takes 
necessary  rest  as  her  right  to  maintain  her  usefulness.  She  has 
learned  to  recognize  her  limitations  and  by  keeping  within  them, 
she  has  found  her  possibilities  for  health  and  happiness  steadily 
increase  as  well  as  her  power  to  create  a  normal  wholesome 
atmosphere  in  the  household.  I  found  her  case  a  comparatively 
easy  one  to  get  hold  of,  owing  to  her  love  of  her  children  being  an 
incentive  to  co-operate  in  every  way,  and  besides  that  she  had 
her  art  (painting)  to  resort  to  for  recreation  and  occupation  as 
soon  as  she  had  recuperated  sufficiently  to  undertake  any  work. 

These  health-wrecking  domestic  miseries  bring  us  face  to  face 
with  one  of  the  most  needed  prophylactic  measures :  the  necessity 
of  re-education  regarding  the  complex  relationship  of  the  sexes. 
It  is  the  keynote  to  stamping  out  venereal  disease  and  a  host  of 
nervous  disorders  the  offspring  of  venereal  disease ;  but  it  is  a  case 
of  "Physician,  educate  yourself  before  you  would  attempt  to 
educate  others  in  this  subtle,  complex  subject,"  which,  as  Dr. 
Elizabeth  Blackwell  has  so  forcibly  brought  forth,  is  a  problem 
which,  concerning  two  sexes,  can  be  solved  only  by  the  combined 
wisdom  of  both. 
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If  a  thorough  knowledge  of  Dr.  Blackwell's  essays  "The 
Human  Element  in  Sex"  and  "The  Moral  Education 'of  the 
Youngm  Relation  to  Sex,"  *  could  be  included  in  the  requirement 
of  every  would-be  physician,  teacher,  nurse,  minister  and  priest 
and  all  parents  could  be  made  to  familiarize  themselves  with 
her  comprehensive  high-minded  way  of  dealing  with  the  subject 
It  would  be  a  potent  factor  in  the  prophylaxis  of  venereal  and 
nervous  diseases.  It  is  this  character  of  reeducation  we  need  to- 
day and  the  physician  is  the  one  best  adapted  to  bring  it  about 
-the  man  physician  and  the  woman  phvsician— the'combined 
wisdom  of  both. 

Our  practical  work  in  prophylaxis  to  stem  the  tide  of  increas- 
mg  msanities  and  neuroses  goes  still  further  in  this  age  of  rapid 
pace  with  soul-destroying  competition  and  unsatisfied  personal 
ambition.  As  Prof.  William  James  expresses  it.  "It  is  no  small 
matter  to  inoculate  seventy  millions  of  people  with  new  stand- 
ards; yet  It  there  is  to  be  any  relief,  that  will  have  to  be  done." 

This  inward  restless,  worrying  dissatisfaction  that  makes  the 
masses  seize  on  every  new  theory  put  forth  in  a  wav  to  entrap 
their  unwary  suggestibility  can  only  be  met  by  re-education-a 
re-education  that  will  encourage  people  to  be  themselves  and  not 
bits  of  steel  filings  caught  up  by  this  magnet  and   that  all  the 
force     ot     their    being,    identifying    itself    with    the    particular 
attraction  of  their  own  little  magnet,  making  them  regard  every 
other  type  of  magnet  as  a  substitute  for  truth.      But  here  we  are 
reminded  "Physician,   heal  thyself."     We  have  the  reputation 
of  being  very  narrow-minded  and   jealous  of  innovation      We 
may  shield  ourselves  with  the  virtue  of  the  necessitv  of  a  wise 
conservatism,  but  let  us  reread  the  chapter  in    Bramwell    the 
one  on   the  history  of  hypnotism,  and  recall  the  words  of  its 
reviewer  in  referring  to   the   "Scientific  or    'Professional   Per- 
secution'"  to  which  Elliotson  was  subjected  and  of  the  later 
httle  known   researches  of   Braid   when   he  savs,  "One  would 
gladly  let   the   moral    tortures  of   the  medical  'Holy  Office'  as 
administered  to  Elliotson  and  in  some  degree  EsdaHe,  fall  into 
obhvion,   were  it  not  that  the  spirit  which  prompted  them  is 
still  notoriously  in   existence."     Let  us  reread   some    of    these 
chapters  in  medical  history  and  see  whether  we  have  not  a  httle 
something  to  do  for  ourselves  in   the  matter  of  re-education, 
simply  to  be  the  exponents  of  a  profession  which,  if  at  times  it 
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is  not  wholly  guiltless  of  the  accusation  of  a  too-prejudiced  con- 
servatism, stands  for  the  noblest  art  and  science. 

We  hear  a  great  deal  to-day  of  "orthodox  science"  and 
"orthodox  religion,"  etc.  Orthodox  science  and  orthodox 
religion  will  continue  to  go  their  way,  each  having  many  de- 
rogatory epithets  for  the  other,  each  calHng  out  to  the  other, 
"Thus  far  shalt  thou  go  and  no  farther;"  but,  like  the  monarch 
of  old  trying  to  command  the  waves  of  the  sea,  the  orthodox 
scientist  and  the  orthodox  religionist  as  well  as  the  pseudo- 
scientists  and  the  pseudoreligionists,  will  find  themselves  ignored 
by  the  transforming  processes  of  the  waves  of  evolution  which 
know  no  man-made  limitations  to  the  steps  leading  to  the  goal 
of  Truth  and  we  can  only  progress  with  these  transforming 
processes  of  evolution  by  our  own  open-minded  Self-Re-education. 
6i6  Madison  Avenue. 
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(With  six  illustrations.) 

A  SPO.NGE  left  in  the  peritoneal  cavity  following  an  operation 
constitutes  one  of  the  most  deplorable  accidents  of  abdominal 
surgery.  This  is  not  a  new  subject.  As  you  are  well  aware, 
much  has  been  written  upon  it  and  many  cases  have  been  reported 
and  many  suggestions  have  been  made  as  to  preventive  meas- 
ures. But  all  such  measures  hitherto  proposed  have  broken 
down  under  the  varied  circumstances  and  vicissitudes  of  surgical 
work,  as  evidenced  by  the  records  subsequently  cited. 

The  continued  occurrence  of  this  fatal  accident  and  the 
failure  of  the  preventive  methods  in  general  use  constitute  suffi- 
cient reason  for  my  calling  attention  to  a  method  which  I  have 
used  with  much  satisfaction  for  the  past  two  years.  This  method 
gives  entire  security  and  at  the  same  time  is  simple  and  inexpen- 

I  Read  at  the  twenty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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sive  and  is  eflfective  in  all  conditions  of  abdominal  work — in  the 
emergency  operation  in  the  country  with  unfamiliar  assistants, 
as  well  as  in  the  routine  hospital  work.  Before  taking  up  the 
details  of  this  method,  however,  I  wish  to  call  attention  to  cer- 
tain facts  in  regard  to  the  accident  it  is  designed  to  prevent,  so  as 
to  bring  out  more  clearly  the  seriousness  of  the  accident  and  the 
difficulties  encountered  in  its  prevention. 

I.  Sponges  are  lost  in  the  peritoneal  cavity  much  more  fre- 
quently than  is  generally  supposed.  The  table  given  later  shows 
172  authenticated  cases  in  which  one  or  more  sponges  were  lost 
in  the  cavity.  And  these  reported  cases  represent  only  a  small 
proportion  of  the  recognized  cases,  for,  naturally,  the  accident 
is  not  given  publicity  except  where  there  is  some  special  reason 
for  doing  so.  In  any  large  body  of  surgeons  a  little  experience 
meeting,  in  which  testimonies  are  freely  given,  will  bring  to  light 
a  number  of  unreported  cases  of  this  accident. 

Furthermore,  many  cases  are  not  even  recognized.  The 
patient  dies  with  evidence  of  peritonitis ;  there  is  no  suspicion  of 
any  foreign  body  having  been  left  in  the  abdomen,  no  postmortem 
examination  is  made  and  the  death  is  supposed  to  be  due  to  ordi- 
nary peritonitis.  The  possibilities  in  this  direction  are  indicated 
by  the  fact  that  in  the  series  mentioned,  in  thirty-nine  of  the  cases 
the  accident  was  recognized  only  on  postmortem  examination, 
when  the  sponge  was  found,  but  would  have  remained  unknown 
had  there  been  no  autopsy, 

2.  It  is  a  most  serious  accident.  In  the  large  series  of  cases  col- 
lected more  than  one-fourth  of  the  patients  died,  and  of  those 
who  recovered  many  went  through  weeks  and  months  of  suffering. 

3.  To  persons  outside  the  profession  the  accident  seems  ab- 
solutely inexcusable.  They  can  understand  how  other  complica- 
tions may  arise,  such  as  hemorrhage  or  sepsis  or  kidney  failure 
in  spite  of  every  precaution,  but  they  can  imagine  no  reasonable 
excuse  for  allowing  a  sponge  to  be  lost  in  the  patient's  interior. 
To  those  not  familiar  with  surgical  work  it  seems  past  belief 
that  the  surgeon  would  carry  into  the  peritoneal  cavity  anything 
the  removal  of  which  was  not  provided  for  with  absolute  certainty. 

The  growing  cognizance  of  the  public  in  regard  to  the  occur- 
rence of  this  accident  and  the  feeling  in  regard  to  the  responsi- 
bility for  it  are  reflected  in  the  increasing  number  of  lawsuits  con- 
nected therew'ith.  In  the  latter  part  of  this  article  is  a  Hst  of 
lawsuits  from  this  cause  found  in  a  partial  search  of  literature. 
Within  the  last  few  months,  two  such  lawsuits  in  a  single  State 
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have  come  to  my  notice.  Last  March  the  following  newspaper 
notice  concerning  a  suit  in  Des  Moines,  la.,  was  sent  to  me  by  a 
St.  Louis  physician  who  was  personally  acquainted  with  the 
defendants.  "Damages  to  the  extent  of  $1500  were  awarded  to 
Etta  Reynolds  by  the  jury  this  afternoon.  Miss  Reynolds  sued 
Drs.  Schooler  and  Smith  for  leaving  a  piece  of  gauze  sixteen  inches 
square  in  her  abdomen  after  an  operation." 

In  casually  reading  the  St.  Louis  Republic  for  May  30,  I 
happened  to  notice  the  following  news  item:  "Davenport,  la.. 
May  29.  After  being  out  forty-eight  hours,  the  jury  in  the  $50,- 
000  damage  case  of  Mrs.  Annie  Arp,  against  Dr.  A.  L.  Hageboeck, 
Dr.  J.  T.  Haller  and  Dr.  J.  H.  Meyhaus,  reported  they  were  un- 
able to  agree  and  were  discharged.  The  jury  stood  1 1  to  i  in 
favor  of  awarding  Mrs.  Arp  damages.  The  case  was  first  tried 
a  year  ago,  when  the  jury  also  disagreed  and  stood  the  same,  11 
to  I  for  the  plaintiff.  The  defendant  doctors  are  charged  with 
having  left  a  surgeon's  sponge  in  the  body  of  John  Arp,  husband 
of  the  plaintiff,  at  the  time  they  performed  an  operation  for  ap- 
pendicitis.    This  caused  abscess  which  resulted  in  death." 

4.  There  has  hitherto  been  no  sure  preventive  method  which 
was  applicable  in  all  the  circumstances  of  abdominal  surgery. 
The  list  of  preventive  measures  recorded  later  shows  that  much 
thought  has  been  given  to  devising  means  for  preventing  this 
accident.  Rules  interminable  have  been  proposed,  and  expen- 
sive and  cumbersome  racks  and  stands  devised  for  the  purpose. 
Not  one  of  these  devices,  however,  has  proven  absolutely  safe, 
for  the  reason  that,  in  their  use,  the  certain  removal  of  all 
sponges  carried  into  the  abdomen  depends  on  the  studied  atten- 
tion of  the  operator  or  on  a  system  of  attentive  cooperation 
among  assistants  or  nurses.  While  such  attentive  cooperation  is 
entirely  feasible  under  ideal  conditions  and  with  ideal  persons,  the 
fact  remains  that  it  is  not  secured  and  is  not  likely  to  be  secured 
under  the  variable  circumstances  of  abdominal  work.  The 
many  emergencies  which  arise  in  the  course  of  abdominal  opera- 
tions, the  changing  assistants  and  nurses,  the  hurried  operations 
at  night  in  the  hospital  with  short  help,  the  operations  in  private 
homes  where  the  patient  cannot  be  gotten  to  the  hospital  at  all — 
all  these  conditions  play  havoc  with  safety  arrangements  de- 
pending upon  a  nicely-balanced  system  of  rules  and  cooperation 
or  on  the  use  of  cumbersome  racks  or  stands. 

There  is  not  time  here  to  take  up  in  detail  the  various  ways  in 
which  mistakes  have  occurred ;  suffice  it  to  say  that  a  review  of 
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the  cases  where  dependence  was  placed  on  counting  shows  an 
appalhng  Hst  in  which  a  sponge  was  left,  because  one  was  hastily 
torn  in  two  and  one-half  forgotten,  or  an  extra  one  was  primarily 
included  in  the  bundle  and  missed  in  the  counting,  or  an  extra 
one  was  secured  for  an  emergency  during  the  operation,  or  some 
loose  piece  of  gauze,  not  intended  for  intraperitoneal  use,  slipped 
in  while  near  the  wound,  or  a  mistake  was  made  in  the  final 
count  of  the  sponges  removed.  It  is  astonishing  what  a  little 
slip,  what  a  slight  inattention,  may  lead  to  a  sponge  being  left 
and  the  consequent  death  of  the  patient. 

The  method  of  attaching  a  tape  to  each  sponge  and  then 
fastening  a  forceps  to  the  tape  and  at  the  same  time  to  the  ab- 
dominal sheet,  is  the  method  probably  in  most  general  use.  It 
has  a  record  of  many  accidents— the  tape  pulled  off  the  sponge 
or  there  was  failure  to  attach  the  forceps,  or  the  forceps  failed  to 
hold  well .  In  one  case  the  sponge,  tape  and  forceps  were  all  lost 
in  the  cavity. 

The  difficulty  of  guarding  absolutely  against  leaving  a  sponge 
in   the   abdomen  is  such  that  entire  security  against  this  fatal 
accident  is  counted  one  of  the  unsolved  problems  of  abdominal 
work.     Practically  all  writers  on  the  subject  state  that  there 
IS  no  guaranty  against  its  occurrence,  even  in  routine  hospital 
work  and  with  all  the  rules  of  cooperation  and  the  special  appa- 
ratus designed  to  prevent  it.     Neugebauer,  in  a  most  exhaustive 
consideration  of  the  subject,  comes  to  the  conclusion  that  the 
accident  is,  to  a  certain  extent,  unavoidable.     Schachner,  in  an 
excellent  paper,  states,  "So  long  as  surgery  continues  an  art,  just 
so  long  will  foreign  bodies  continue  to  be  unintentionally  left 
m  the  abdominal  cavity."     In   an  article  pubhshed  in  August 
Fmdley  states,   "In  former  years,  the  abdominal  surgeon  was seri, 
ously  disturbed  by  well-grounded  fears  of  secondary  hemorrhage 
and  sepsis,  but  surgery  has  mastered  these  problems  to  a  large 
degree  and  they  are  little  feared  and  seldom  experienced.     Now 
It  is  the  thoughts  of  the  sponge  that  disturb  the  night's  repose 
when  the  report  comes  that  something  has  gone  wrong  with  our 
patient.     The  operator  can  never  rid  himself  of  the  feeling  of 
uncertainty  as  to  the  possibihty  of  leaving  a  sponge."     This  ex- 
presses very  well  the  feeling  of  those  who  have  given  attention  to 
this  subject,  and  particularly  of  those  who  have  personally  ex- 
perienced the  accident  and  have  thus  been  brought  face  to  face 
with  a  concrete  exemplification  of  the  inadequacy  of  the  usual 
methods. 
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The  failure  of  the  safety  methods  in  general  use  is  due  to  their 
dependence  upon  sustained  attention  concerning  the  sponges, 
which  attention  on  the  part  of  the  surgeon  cannot  be  given  to  the 
sponges,  for  it  is  required  elsewhere.  A  method,  to  be  effective 
under  all  circumstances,  must  be  practically  automatic.  It  must 
also  be  applicable  in  emergency  work  in  the  country  as  well  as 
in  hospital  work  and  it  should  be  fairly  convenient.  The  method 
I  have  used  for  the  past  two  years  is  such  a  one,  insuring  the 
removal  of  all  gauze  without  particular  attention  on  the  part  of 
anyone. 

THE    METHOD. 

The  underlying  principle  of  this  method  is  the  elimination  of 
all  detached  pads  and  sponges.  In  place  of  them  I  use  long 
strips  of  gauze,  each  strip  packed  into  a  small  bag  in  such  a  way 
that  it  may  be  drawn  out  a  little  at  a  time  as  needed.  The 
method  was  described  in  detail  last  September  and  it  was  demon- 
strated before  the  St.  Louis  Medical  Society  in  February  of  this 
year.  It  is  from  the  latter  description  that  the  following  quota- 
tions are  made. 

Following  the  usual  technic,  I  operated  for  years  without  acci- 
dent; but  three  years  ago,  I  left  a  gauze  pad  in  the  abdomen. 
The  case  was  one  of  diffuse  pelvic  suppuration  requiring  exten- 
sive drainage  and,  fortunately,  the  pad  was  discovered  and 
extracted  through  the  drainage  opening  about  two  weeks  later. 
"The  patient  recovered  without  serious  result  from  the  accident, 
but  the  lesson  was  not  lost.  I  determined  to  find  some  method 
that  would  really  prevent  such  an  accident — a  method  which 
would  be  entirely  under  the  control  of  the  operator  and  first 
assistant  (a  greater  division  of  responsibility  increases  the  dan- 
ger) and  one  which  would  occasion  no  delay  in  the  closing  steps 
of  the  operation. 

"There  had  to  be  taken  into  consideration  the  large  pads  for 
holding  the  intestines  out  of  the  way  and  the  small  pads  and 
gauze  pieces  for  sponging.  In  place  of  several  large  pads  for 
packing  back  the  intestines,  I  adopted  the  large  roll  of  gauze,  then 
in  use  by  a  number  of  operators,  and  found  it  satisfactory. 

"The  matter  of  the  small  pads  and  sponges,  however,  was  not 
so  easily  disposed  of.  I  felt  that  it  was  imperative  to  find  some 
method  that  would  do  away  entirely  with  dependence  on  the 
counting  of  the  sponges  at  the  close  of  the  operation.  As  long  as 
there  was  dependence  on  counting  of  the  numerous  small  pads 
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and  sponges  there  would  be  mistakes,  and  consequently  sponges 
would  occasionally  be  left  in  the  cavity. 

"To  eliminate  this  hazardous  dependence  on  counting  and  to 
provide  a  method  that  would  make  the  leaving  of  a  sponge  in  the 
abdomen  practically  impossible  was  not  an  easy  task.  I  worked 
over  the  problem  for  the  greater  part  of  a  year.  I  tried  various 
methods  in  common  use  for  keeping  track  of  the  small  pads  and 
sponges,  such  as  clamping  an  artery  forceps  to  a  tape  attached  to 
each  sponge,  attaching  a  heavy  ring  to  each  tape  before  sterili- 
zation, clamping  each  tape  or  a  corner  of  each  sponge   to  the 


A  B 

.  ^^^-  ^■T~'^^^  ^^°*^  ^^gs  Empty.  A.  Bag  for  each  Narro\v  Strip.  It  is  five 
inches  wide  and  ten  inches  deep,  and  is  open  at  the  top.  It  is  made  of  extra  heavy 
mushn  and  is  sewed  with  French  seams,  so  that  there  is  no  chance  for  any  raveline 
to  be  pulled  out  with  the  gauze.  B.  Bag  for  the  Wide  Strip.  It  is  six  inches  by  ten 
inches,  and  is  open  at  the  side.  This  bag  is  the  same  as  those  for  the  narrow  strip 
except  that  it  is  one  inch  wider  and  is  open  at  the  side  instead  of  at  the  end. 
Sterile  sheet  about  the  wound  and  the  like.  But  I  found  no  such 
method  that  was  practical  under  all  circumstances  and  absolutely 
safe. 

"  It  then  became  evident  to  me  that  if  safety  were  to  be  secured, 
the  detached  pads  and  sponges  must  be  eliminated  entirely. 
In  pursuance  of  that  idea  I  devised  the  method  here  described. 
The  principle  of  this  method  is  that  no  detached  piece  of  gauze 
shall  enter  the  abdominal  cavity.  Each  piece  of  gauze  intro- 
duced for  sponging  is  simply  part  of  a  very  long  piece,  the  greater 
part  of  which  is  always  outside  the  cavity." 

To  make  assurance  doubly  sure,  I  have  recently  put  the  large 
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roll  of  gauze  above  mentioned  into  a  bag,  similar  to  the  bags 
for  the  narrow  strips,  except  that  it  is  open  on  the  side.  As  now 
used,  therefore,  the  set  of  gauze  strips  for  abdominal  section 
consists  of  four  narrow  strips  for  sponging  and  one  wide  strip 
for  packing  back    the  intestines.      Each  narrow  strip   consists 


Fig.  2. — Packing  the  Narrow  Strip  into  the  bag.  The  end  of  the  strip  is  caught 
with  a  forceps  and  carried  to  the  bottom  of  the  bag,  where  it  is  fastened  securely  by 
sewing  through  and  through,  and  then  successive  portions  are  rapidly  packed  in 
with  the  forceps.  When  packed  in  thus,  the  gauze  strip  may  be  drawn  out  a  little 
at  a  lime  as  needed. 


of  a  piece  of  gauze  ten  yards  long  and  a  half  yard  wide.  This 
is  folded  lengthwise  so  as  to  make  six  thicknesses.  The  folded 
strip  is  approximately  three  inches  wide  and  ten  yards  long,  with 
raw  edges  turned  in  and  the  ends  tacked  with  thread  to  keep  it 
from  unfolding.     The  bag  for  each  narrrow  strip  is  five  inches 
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wide  and  ten  inches  deep  and  is  preferably  made  of  extra  heavy 
material  and  is  sewed  in  such  a  way  that  there  is  no  chance  for  a 
raveling  to  be  pulled  out  with  the  gauze. 

"  Beginning  with  one  end,  the  gauze  strip  is  packed  firmly, 
a  little  at  a  time,  into  the  bag.  When  the  end  of  the  strip 
is  introduced  to  the  bottom  of  the  bag,  it  is  to  be  fastened 
there  by  stitching  through  and  through,  so  that  if  by  any  pos- 
sibility the  whole  strip  should  be  packed  into  the  abdomen  (to 


Fig.  3. — The  Wide  Strip  folded  and  ready  to  put  in  the  bag.  One  end  of  the 
strip  is  first  introduced  to  the  bottom  of  the  bag  and  fastened  there  securely  by  sew- 
ing through  and  through.  Then  the  whole  strip,  folded  as  shown,  is  placed  in  the 
b  g.  When  the  strip  is  folded  in  this  way  it  will,  when  pulled  upon,  come  out  as  a 
wide  strip,  suitable  for  packing  back  the  intestines  (see  Fig.  6). 


check  a  sudden  severe  hemorrhage  or  for  other  reason)  the 
end  would  still  remain  securely  fastened  outside.  When  all 
the  strip  has  been  packed  into  the  bag,  the  top  of  the  bag  is 
closed  by  folding  over  and  a  large  safety-pin  is  attached  to  the 
bottom  of  the  bag  This  safety-pin  is  for  use  later  to  fasten  the 
bottom  of  the  bag  to  the  abdominal  sheet.  It  should  be  large, 
so  that  it  wdll  be  strong  and  easily  handled.  Four  of  these 
filled  bags  belong  in  each   abdominal-section  set. 

"  The  wide  strip  consists  of  a  piece  of  gauze  five  yards  long  and 
5 
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one  yard  wide.  This  is  folded  lengthwise  to  make  four  thick- 
nesses. The  folded  strip  is  approximately  nine  inches  wide  and 
five  yards  long.  The  bag  for  the  wide  strip  is  ten  inches  by  six 
inches  and  open  at  the  side  instead  of  at  the  end.  The  end  of 
the  strip  is  then  fastened  securely  in  the  bottom  of  the  bag  by 
stitching  through  and  through,  and  the  folded  strip  is  placed  in 
the  bag  in  such  a  way  that  when  pulled  upon  it  will  eome  out 
a  little  at  a  time  as  a  wide  strip.  The  open  side  of  the  bag 
is  closed  and  pinned  with  two  safety-pins,  which  are  used  later 
for  pinning  the  corners  of  the  bag  to  the  abdominal  sheet. 
One  wide  strip  and  four  narrow  strips  constitute  one  set.     The 
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Fig.  4. — A  Set  of  Gauze  Strip  Sponges.  A.  Four  Narrow  Strips.  The  safety-pin  at 
the  bottom  of  each  bag  is  for  fastening  the  bag  to  the  abdominal  sheet  (sec  Fig.  6). 
B.  Wide  Strip.  The  two  safety-pins  closing  the  bag  are  used  later  for  fastening  the 
corners  of  the  bag  to  the  abdominal  sheet  (see  Fig.  6). 

narrow  strip  is  used  for  sponging,  for  walling  off  small  areas 
and  for  all  purposes  for  which  small  pads  and  sponges  are  ordi- 
narily used.  The  wide  strip  is  used  for  packing  back  the  intestines, 
walling  off  large  areas  and  all  purposes  for  which  large  pads  are 
ordinarily  used. 

"At  the  operation,  the  lower  end  of  a  bag  containing  a  narrow 
strip  is  pinned  to  the  sterile  sheet  a  sufficient  distance  away  to 
bring  the  mouth  of  the  bag  conveniently  near  the  wound,  but  not 
in  the  way.  If  desired,  the  upper  end  also  may  be  pinned  to  the 
sheet.  The  gauze  strip  is  used  as  a  sponge  by  catching  a  small 
part  of  it  with  the  fingers  or  with  forceps  and  pulling  it  out  of 
the  bag  as  required  and  then  sponging  in  the  abdomen.  After 
use,  this   part   is   dropped    away  from   the  wound  and  another 


crossen:  abdominal  surgery. 


67 


small  part  is  drawn  out  and  used.  The  used  part  is  not  cut  off, 
but  simply  dropped  outside  the  operative  field  and,  as  more  and 
more  of  a  strip  is  used,  this  soiled  part  falls  off  the  table  and  out 
of  the  way.  Thus  the  greater  part  of  the  strip  is  always  outside 
the  abdominal  cavity.  No  detached  pieces  of  gauze  are  used  in 
the  cavitv,  and  hence  none  can  be  left  here. 


Fig.  5. — Method  of  Using  th?  Gauze  Strips.  Just  before  the  incision  i;  made,  a 
bag  containing  a  Na  row  Strip  is  fastened  at  the  ide  of  the  abdomen  by  pinning  the 
bottom  of  the  bag  to  the  sterile  sheet.  If  desired,  the  top  of  the  bag  may  be  pinned 
in  liiie  manner.  The  mouth  of  the  bag  lies  conveniently  near  the  wound,  but  not  in 
the  way.  The  end  of  the  gauz  strip  is  caught  with  the  forcep  or  fingers  and  pulled 
out  as  needed  for  sponging,  as  here  indicated.  In  a  case  where  but  little  sponging  is 
required,  one  bag  will  be  suliicient.  In  a  case  where  mor  sponging  is  likely  to  be 
required,  it  is  well  to  fasten  a  bag  on  each  side  of  the  abdomen  at  the  beginning  of  the 
operation.  [For  photographing,  the  checked  toweling  was  sed  instead  of  the  usual 
white  abdominal  sheet  so  as  to  show  the  white  bag  and  strip  better  by  contrast.] 


Usually  two  strips,  one  placed  on  each  side  at  the  beginning 
of  the  operation,  are  used  in  the  course  of  an  ordinary  abdominal 
section.  In  cases  where  there  is  but  little  sponging,  only  one 
strip  is  needed.  In  very  extensive  operations  where  an  extra 
amount  of  sponging  is  required,  three  or  four  strips  may  be  needed. 
In  no  case  did  I  find  it  necessary  to  use  more  gauze  than  that 
contained  in  one  set,  though  I  always  have  an  extra  set  sterilized 
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and  ready  for  use.  I  tried  different  lengths  and  widths  of 
strips,  and  prefer  the  size  here  given.  When  ready  to  pack 
back  the  intestines  out  of  the  operative  field,  the  bag  containing 
the  wide  strip  is  wrung  out  of  hot  saline  solution,  laid  on  the 
abdomen,   two  corners  pinned  to  the  abdominal  sheet,  and  the 


Fig.  6. — Method  of  Using  th-  Gauze  Strips.  As  fresh  portions  of  the  strip  are 
drawn  out  for  use  the  soiled  portions  are  not  cut  off,  but  simply  dropped  down 
beside  the  bag  and  off  th  ■  table.  It  is  the  contimdtv  of  the  strip  tliat  insures  safety, 
hence  the  trip  should  not  be  cut  during  the  course  of  an  operation.  Troublesome 
accumulation  of  folds  of  the  strip  about  the  wound  (with  consequent  tangling  with 
instruments,  maybe  prevent  d  by  always  dropping  the  soiled  portion  outside  the 
field  clos  to  the  bag,  as  here  shown.  This  photograph  hows  also  the  Wid.-  Strip 
in  place,  ready  to  be  used  for  packing  back  the  intestines  or  walling-off  a  large  area 
or  any  other  purpose  for  which  large  pads  are  ordinarily  used.  The  bag  containing 
the  wide  strip  is  preferably  wrung  out  of  hot  saline  solution  just  before  use.  It  is 
then  laid  on  the  abdomen,  opened,  two  corners  pinn.'d  to  the  abdominal  sheet,  as 
here  shown,  and  the  strip  drawn  out  as  required.  No  detached  pads  or  other 
pieces  of  gauze  are  allowed  about  the  operative  fiel  ',  hence  none  can  be  carried  into 
the  abdominal  cavitv  to  be  left  there. 


wide  strip  is  then  drawn  out  as  needed  to  push  the  intestines  out 
of  the  way  and  wall-oflf  the  involved  area." 

I  use  these  gauze  strips  exclusively  in  all  my  abdominal- 
section  work  from  the  time  the  skin  is  incised  until  the  peritoneal 
cavity  is  closed.     At  first  I  anticipated  considerable  tangling  of 
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the  gauze  strips  about  the  forceps  in  the  wound,  but  found  that 
that  could  be  easily  avoided  by  always  dropping  the  soiled  por- 
tion of  the  strip  outside  the  field  close  to  the  hag.  This  prevents 
the  accumulation  of  loose  folds  about  the  wound,  with  which 
the  instruments  may  become  entangled. 

So  far  as  I  know,  the  method  is  original,  no  description  or  use 
of  such  having  come  to  my  notice.  The  nearest  approach  to  it 
that  I  have  seen  is  the  recommendation  of  some  writers  that  a 
part  of  every  abdominal  pad  and  sponge  should  always  be  kept 
outside  the  cavity.  For  some  years  the  large  roll  of  gauze  for 
packing  back  the  intestines  has  been  used  by  many  operators, 
also  gauze  strips  of  various  widths  and  lengths  (including  five- 
yard  and  ten-yard  lengths)  have  been  in  general  use  in  abdominal 
surgery  for  tamponade  to  check  bleeding.  But  that  is  very 
different  from  the  method  here  detailed  of  using  long  strips  sys- 
tematically so  as  to  eliminate  all  detached  pads  and  sponges. 

It  is  the  packing  of  each  long  strip  into  a  bag  that  makes  this 
use  of  strip-gauze  practical  and  convenient — the  small  cloth  bag 
confining  the  long  strip  in  a  small  space  so  it  is  not  in  the  wa3^ 
Having  used  this  method  now  for  two  years  in  various  kinds  of 
abdominal  cases  and  under  differing  environment,  I  feel  justified 
in  recommending  it  as  safe,  practical  and  convenient.  It 
simplifies  the  matter  of  pads  and  sponges  for  abdominal  section 
and  eliminates  entirely  the  chance  of  leaving  a  piece  of  gauze  in 
the  abdomen. 

Special  Points. — It  may  be  of  interest  to  take  up  briefly  some 
special  points  in  regard  to  the  use  of  the  gauze-strip  sponges  and 
some  possible  criticisms  that  have  been  brought  out  in  my  study 
of  the  subject  and  in  questions  asked  me  by  surgeons  contem- 
plating the  use  of  the  method.  Most  of  these  points  were  con- 
sidered when  the  method  was  demonstrated  before  our  local 
society,  and  much  that  is  here  given  in  regard  to  them  is  from 
that  report. 

In  the  first  place,  the  object  of  this  method  is  not  convenience, 
but  safety.  Its  existence  depends  solely  upon  the  desire  to 
eliminate  every  chance  of  leaving  a  piece  of  gauze  in  the  abdomen. 
Incidentally,  the  method  has  been  developed  in  such  a  way 
that  it  is  convenient — in  some  particulars  more  convenient  than 
the  ordinary  detached  sponges.  But  this  convenience  is  only 
incidental.  I  call  particular  attention  to  this  point  for  the 
reason  that  the  simplicity  of  the  method  and  its  convenience 
in  certain  particulars  (ease  of  preparation,  compactness,  sponge 
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always  within  reach  of  both  operator  and  assistant)  have  caused 
some  to  jump  to  the  conclusion  that  its  simplicity  and  conven- 
ience constitute  the  reason  for  its  promulgation.  That  is  a 
mistake.  The  time  and  study  required  for  the  development  of 
this  method  were  given  only  because  of  the  pressing  necessity  of 
finding  some  universally  applicable  method  that  would  make 
practically  impossible  the  serious  accident  of  leaving  a  sponge  in 
the  peritoneal  cavity.  The  pads  and  sponges  commonly  used 
in  abdominal  work  are  fairly  convenient.  On  that  score  no 
decided  objection  can  be  laid  against  them — certainly  none  of 
sufficient  weight  to  justify  the  radical  change  here  contemplated 
from  the  long-tried  and  generally  employed  technic  of  abdominal 
surgery.  The  fatal  drawback  to  the  ordinary  pads  and  sponges 
is  the  danger  of  one  being  left  behind. 

"Do  not  the  methods  in  general  use  give  practical  safety'?" — The 
facts  previously  mentioned  and  the  table  of  cases  subsequently 
given  answer  that  question  to  a  large  extent.  Hitherto  there 
has  not  been  a  method,  practically  applicable  in  all  the  vicissi- 
tudes of  abdominal  surgery,  which  would  entirely  prevent  this 
accident.  Practically  all  authorities  state  that  it  is  to  a  certain 
extent  unavoidable.  Notwithstanding  all  the  methods  hitherto 
proposed,  many  lives  are  still  being  sacrificed  to  this  accident. 
In  spite  of  widespread  interest  in  the  subject  in  recent  years  and 
of  much  study  and  investigation  of  it  and  several  excellent  papers 
by  different  authorities,  there  has  been  no  signal  advance.  Ten 
years  ago  operators  were  using  the  same  preventive  measures 
now  commonly  employed.  The  sponges  were  counted,  tapes 
w'ere  attached  to  the  sponges  that  were  counted,  forceps  were 
attached  to  the  tapes  that  were  attached  to  the  sponges  that  were 
counted,  etc.,  etc.  Yet  with  all  these  complicated  precautions, 
many  sponges  were  left  in  the  cavity,  as  the  records  show. 

Of  course,  where  a  surgeon  always  operates  in  the  same  hospital 
with  the  same  assistants  and  to  a  large  extent  with  the  same 
nurses  month  after  month,  the  danger  is  reduced  to  a  minimum 
because  of  the  establishment  of  a  routine  from  which  there  is 
almost  no  departure.  Even  under  these  circumstances,  however, 
the  danger  is  not  entirely  eliminated.  And  what  of  the  great 
bulk  of  surgical  work,  where  the  operator  works  at  difi"erent 
hospitals,  with  different  nurses  and  in  some  cases  with  changing 
assistants!  Furthermore,  the  progress  of  the  operation  is  not 
always  smooth  and  regular.  Abdominal  surgery  is  notably  full 
of   uncertainties,  unlooked-for  developments   and  trying  situa- 
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tions,  that  break  the  routine  of  the  best  regulated  institutions  and 
tax  to  the  utmost  the  abihty  and  steadiness  and  attention  of  all 
concerned  in  the  operation.  And,  still  further,  think  of  the 
emergency  work,  in  unsuitable  environment  and  with  untrained 
assistants!  In  estimating  the  possibiUty  of  this  accident,  all 
these  conditions  must  be  taken  into  consideration.  Likewise, 
all  these  conditions  had  to  be  considered  in  devising  a  method 
for  preventing  the  accident.  To  be  suitable  for  general  use, 
the  method  must  be  absolutely  safe  under  all  these  varied  con- 
ditions. 

There  are  several  methods  that  would  be  fairly  safe  under 
ideal    conditions    and    when    everything    progressed    smoothly. 
But  it  is  only  a  fractional  part  of  abdominal  surgery  that  is  con- 
ducted under  ideal  conditions— with  assistants,  nurses,  material 
and  routine  all  prfectly  adapted  to  the  work  in  hand  and   to 
each   other.     As  far  as   I   have   been   able  to   ascertain,   every 
method  previously  proposed  has  broken  down  absolutely  under 
the  vicissitudes  of  abdominal  surgery  under  usual  conditions. 
And  this  failure  has  not  been  due  to  inexcusable  carelessness 
and  lack  of  common  judgment,  but  to  the  fact  that  under  the 
emergencies  of  actual  work,  it  is  impossible  to  watch  everything 
and  to  follow  all  the  details  of  the  nice  routine  required  by  these 
methods.     The  racks  for  receiving  sponges  or  the  hooks  on  the 
walls  (where  there  is  a  hook  for  every  sponge  and  at  the  end 
must  be  a  sponge  for  every  hook)  or  the  permanent  attachment 
of  a  heavy  ring  to  a  tape  on  each  sponge  or  other  complicated 
methods  may  work  very  well  in  a  perfectly  arranged  institution, 
but  they  will  never  permeate  the  bulk  of  abdominal  surgical  work. 
The  method  which  has  received  the  most  general  adoption, 
of  attaching  a  tape  to  each  sponge  and  an  artery  forceps  to  each 
tape  and  perhaps  clamping  tape  to  the  sterile  sheet,  depends  too 
much  on  attention  to  details  and  watchfulness  on  the  part  of  the 
surgeon  and  assistants  to  be  safe.     If  we  could  always  depend  on 
everyone  doing  their  full  duty  and  on  the  "tracers,"  as  the  tapes 
are  sometimes  called,  never  pulling  off  of  a  sponge,  very  well. 
But  abdominal  surgery  is  not  a  smooth  and  easy  form  of  work, 
and  surgeons  and  assistants  and  nurses  are  not  perfect  human 
beings.     Any  method   that  is  built  on  the  supposition  that  the 
operation  will  always  go  along  without  any  great  emergency 
and  without  mistakes,  is  bound  to  fail  sooner  or  later.     With  the 
use  of  tapes  and  forceps,  many  sponges  have  been  left  in  the  ab- 
domen.    We  must  deal  with  facts,  not  simply  with  nice  theories. 
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"Is  the  gauze  strip  method  absolutely  safe  lender  adverse  con- 
ditions}"—Yes,  it  is  practically  automatic.  I  am  convinced 
that  we  have  a  really  safe  and  practical  method  in  the  simple 
one  here  detailed.  I  did  not  arrive  at  this  conclusion  hastily, 
but  tried  the  method  a  full  year  before  recommending  it.  I 
have  used  it  now  for  two  years  in  various  classes  of  abdominal- 
section  work  and  in  differing  environment,  and  the  longer  I  use 
it  the  better  I  like  it.  Even  if  it  were  decidedly  less  convenient 
than  the  regular  pads  and  sponges,  I  should  consider  its  use 
imperative  because  of  its  safety.  The  greater  part  of  the  strip 
is  always  outside  the  abdomen  and  if,  by  any  possibility,  the 
whole  strip,  ten  yards  in  length,  should  be  hastily  packed  into 
the  abdomen  to  check  oozing,  the  end  would  still  remain  out, 
for  it  is  fastened  securely  to  the  bag  and  the  bag  to  the  sterile  sheet. 
I  do  not  see  how  there  is  any  practical  possibility  of  a  piece  of 
gauze  being  left  in  the  abdomen,  even  in  the  most  trying  case 
and  with  wholly  untrained  assistants.  The  hazardous  depend- 
ence on  the  final  counting  or  on  watching  what  goes  in  and 
what  comes  out  of  the  cavity  is  entirely  eliminated. 

The  great  value  of  this  method  is  in  the  automatic  feature.  In 
clearing  the  wound  for  suturing,  every  particle  of  gauze  is 
necessarily  removed  from  the  cavity  without  particular  atten- 
tion on  the  part  of  anyone.  It  largely  eliminates  the  human 
equation,  and  it  is  in  that  direction  that  safety  lies. 

"Is  not  the  strip  of  gauze  extending  from  the  forceps  to  the  bag 
inconvenient  and  in  the  way  when  sponging?" — Sometimes  it  is 
in  the  way  to  a  slight  extent,  but  not  as  much  as  would  at  first 
appear.  Any  new  method  seems  somewhat  awkward  at  first, 
and  this  is  no  exception  to  the  rule.  However,  in  my  experience 
so  far,  I  have  not  found  any  situation  in  which  there  was  serious 
interference  with  satisfactory  sponging  or  with  any  other 
operative  manipulation.  Like  any  other  important  step  in 
technic,  it  should  be  studied  until  it  is  clearly  understood  before 
an  attempt  is  made  to  use  it.  There  are  two  particular  points 
that  may  be  mentioned.  To  prevent  the  accumulation  of  loose 
folds  of  gauze  in  the  vicinity  of  the  wound,  with  consequent 
entangling  of  the  instruments,  the  used  portion  of  the  strip 
should  always  be  dropped  outside  the  field,  but  close  to  the  bag. 
Again,  when  taking  hold  of  a  fold,  to  sponge  with,  draw  it  out 
of  the  bag  for  some  distance,  so  that  it  can  be  introduced  into 
the  abdomen  as  far  as  desired  freely  and  without  tension. 

"Is  not  the  size  of  the  opening  reduced  to  a  troublesome  extent 
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by  the  wide  gauze  strip?" — The  wide  strip  extends  out  of  the 
upper  angle  of  the  wound  after  the  intestines  are  walled  off  and 
takes  up  but  little  room.  In  my  experience  it  has  not  been 
troublesome.  I  can  understand  that  with  a  very  small  opening 
it  might  be  in  the  way.  But  in  the  opening  of  ordinary  size, 
which  gives  free  access  to  the  structures  involved  and  admits 
of  accurate  and  unhampered  work,  the  strip  causes  no  particular 
inconvenience. 

A  very  small  incision  seems  attractive  to  some  surgeons,  but 
the  more  abdominal  work  I  do  and  the  more  I  see  of  intra- 
abdominal conditions,  the  more  firmly  convinced  I  am  that  it  is  a 
serious  mistake  to  attempt  to  deal  with  such  lesions  through  a 
small  incision,  that  will  not  admit  of  accurate  investigation  by 
sight  as  well  as  touch.  The  scar  'should,  of  course,  be  as  small 
as  is  consistent  with  effective  work.  The  object  of  the  opera- 
tion, however,  is  not  a  pretty  scar,  but  restoration  to  health 
by  the  accurate,  safe  and  thorough  treatment  of  the  serious  lesion 
within. 

''Does  the  cloth  hag  sufficiently  protect  the  contained  strip  from 
contamination  from  external  sources  during  the  operation?" — 
There  is  no  need  of  particular  protection,  for  everything  about 
the  operative  field  is  sterile — the  abdominal  sheet  to  which  the 
bag  is  fastened,  the  operating  gown,  the  rubber  gloves  on  the 
hands — everything  that  comes  in  contact  with  the  bag. 

"What  if  the  bag  and  its  contents  become  contaminated  with 
pus  from  within  the  abdomen?" — Proceed  the  same  as  when  the 
ordinary  detached  pad  became  soiled, — namely,  remove  the 
soiled  bag  or  cover  it,  and  apply  a  fresh  one.  "Would  not  several 
partly  filled  bags  be  thus  thrown  away  in  the  course  of  operation 
on  a  pus  case?"  I  have  not  found  that  to  be  the  case. 
Such  contamination  takes  place,  as  a  rule,  but  once  during  an 
operation.  If  it  is  a  case  where  contamination  takes  place  to 
some  extent  all  through  the  operation,  usually  the  bag,  like  the 
ordinary  pads,  is  not  changed  until  ready  to  clear  the  field  for 
closing.  The  wound  and  surroundings  are  then  cleansed  and 
fresh  towels  and  bag  put  in  place  for  the  final  steps  of  the  opera- 
tion. 

In  asking  the  above  question,  it  was  suggested  that  possi- 
bly rubber  bags  or  metal  cases  would  be  better  than  the  canvas 
bags.  But  I  do  not  think  so.  They  could  not  entirely  pro- 
tect the  contained  strip  from  pus,  for  the  end  must  be  open, 
and   they  would  be  clumsy  and  expensive — increasing  the  cost 
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of  the  method  without  conferring  any  real  advantage.  With 
the  simple  materials  I  have  used,  the  method  is  within  the  reach 
of  anyone  in  any  situation,  and  that  is  an  important  matter  in 
any  method  that  is  recommended  for  general  adoption. 

"Why  not  cut  off  the  used  portion  of  gauze?''' — There  is  a 
rule  which  should  be  most  strictly  observed,  namely,  never  cut  a 
gauze-strip  sponge  in  the  course  of  an  operation.  The  temptation 
to  cut  the  strip  comes  not  infrequently,  because  in  certain  situa- 
tions it  makes  the  sponging  somewhat  more  convenient.  In 
some  situations  the  cutting  would,  of  course,  not  be  dangerous, 
as  when  part  of  the  strip  outside  is  cut  off  and  allowed  to  drop 
away.  On  the  other  hand,  in  other  situations  the  cutting  of  the 
strip  might  lead  to  a  portion  being  left,  as  when  a  part  is  used  for 
temporary  packing  and  then' the  strip  is  cut  in  order  to  sponge 
more  conveniently  with  the  remainder.  Whenever  a  cut  is 
made  in  one  situation  for  any  reason,  the  rule  is  broken,  and  then 
a  cut  is  likely  to  be  made  on  the  spur  of  the  moment  in  any  other 
situation  where  it  appears  to  increase  the  convenience,  and  thus 
absolutely  security  is  lost.  The  only  safe  plan  is  to  adhere 
strictly  to  the  rule  never  to  cut  a  strip  during  the  course  of  an 
operation.  Of  course,  if  at  the  close  of  an  operation  it  is  desired 
to  use  part  of  a  strip  for  permanent  packing  or  drainage,  that  is  a 
different  matter. 

Another  question  that  has  been  put  to  me  is  as  to  the  size 
of  the  strips.  I  experimented  with  different  sizes.  Those 
used  at  first  were  much  narrower.  When  such  a  narrow  strip 
is  wet  with  blood  it  becomes  like  a  ribbon — not  enough  substance 
in  it  to  sponge  well.  Of  the  various  sizes  tried,  I  found  ten-yard 
strips,  half  a  yard  wide,  the  most  convenient.  Folded  as  indi- 
cated, such  a  strip  is  narrow  enough  for  use  when  a  very  small 
sponge  is  required;  while,  on  the  other  hand,  several  folds  caught 
in  the  forceps  furnish  the  substance  for  a  large  sponge.  Also,  it 
can  be  easily  spread  out  sufficient!}-  to  wall  off  an  object  with  sheet 
gauze,  as,  for  example,  in  surrounding  the  region  of  the  appendix 
when  that  structure  is  to  be  removed.  When  the  gauze  used  in 
making  the  strips  is  extraordinarily  thin,  the  width  should  be 
doubled. 

I  have  been  asked  about  the  cost  of  this  method.  Preventing, 
as  it  does,  one  of  the  most  serious  accidents  of  abdominal  surgery, 
it  is  cheap  at  any  price.  Even  though  its  use  cost  several  times 
as  much  as  the  dangerous  detached  sponges,  that  would  not  con- 
stitute a  valid  objection.     As  a  matter  of  fact,  however,  it  costs 
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no  more  than  the  usual  method;  if  any  difference,  the  cost  is 
somewhat  less.  In  order  to  get  definite  information  on  this  point, 
I  ascertained  the  amount  of  gauze  generally  used  in  an  ordinary 
abdominal  section  in  each  of  four  of  our  leading  hospitals. 
Though  the  number  and  size  of  the  pads  and  sponges  differed 
greatly  in  the  different  institutions,  there  was  a  striking  uniform- 
ity in  the  amount  of  gauze  consumed  in  an  ordinary  abdominal 
section^averaging  20  to  25  yards  in  each  institution.  The 
amount  ordinarily  used  in  the  method  which  I  have  detailed  is  15 
yards — the  5  yard  roll  for  packing  back  the  intestines  and  10 
yards  in  the  two  gauze  strips  in  bags.  In  severe  cases  the  third 
gauze  strip  is  used.  Even  if  the  whole  set  were  used,  it  would 
not  run  over  the  amount  consumed  by  the  usual  method. 

I  have  been  asked  if,  in  using  this  method,  it  is  necessary  to 
take  one's  own  sponges  to  the  different  hospitals.  Not  at  all. 
Where  the  operating-room  nurse  is  not  familiar  with  the  method, 
she  is  given,  a  day  or  two  before  the  operation,  a  slip  containing 
definite  directions  for  preparing  the  strips  and  bags. 

Nurses,  as  a  rule,  welcome  the  method,  stating  that  it  is  less 
troublesome  than  the  sewing  of  the  numerous  small  pads  and 
sponges.     The  directions  to  the  nurse  are  as  follows : 

GAUZE-STRIP    SPONGES    FOR    ABDOMINAL    SECTION. 

Four  narrow  strips — 10  yds.  long,  3  in.  wide — 6  thicknesses. 
One  wide  strip — 5  yds.  long,  g  in.  wide — 4  thicknesses. 
Have  another  set  (four  narrow  and  one  wide)  in  reserve 

For  the  Narrow  Strips,  the  yard-width  of  gauze  is  divided  into  two  strips, 
and  each  of  these  when  folded  to  six  thicknesses,  is  about  three  inches  wide. 
For  the  Wide  Strip,  the  full  yard-width  of  gauze  is  used — when  folded  to 
four  thicknesses  it  is  nine  inches  wide.  Turn  in  all  raw  edges  so  that  no 
raveling  can  be  left  in  the  abdominal  cavity. 

Pack  each  Narrow  Strip  into  a  separate  small  cloth  bag,  5  in.  wide  and 
10  in.  deep,  and  attach  a  large  safety-pin  to  the  bottom  of  the  bag.  The 
safety-pin  is  to  pin  the  bottom  of  the  bag  to  the  abdominal  sheet  at  opera- 
tion. Make  the  bag  of  extra  heavy  muslin  or  drilling  and  sew  with  French 
seams  to  avoid  ravelings  on  the  inside.  The  end  of  the  strip  first  introduced 
to  bottom  of  the  bag  should  be  fastened  there  securely  by  stitching  through 
and  through.  Then  pack  the  strip  firmly  into  the  bag  in  such  a  way  that 
it  will  come  out  easily,  a  little  at  a  time  as  needed.  Four  of  these  filled 
bags  belong  in  each  set. 

For  holding  the  Wide  Strip,  use  a  bag  6  in.  by  10  in.  and  open  on  the 
side,  instead  of  at  the  end.  Fold  the  strip  back  and  forth,  thus  forming  a 
narrow  pile  about  three  inches  wide  (see  Fig.  3).  Fascen  one  end  of  the 
strip  securely  to  the  bottom  0}  the  bag  by  sewing  through  and  through. 
Then  place  the  folded  strip  in  the  bag  in  such  a  way  that,  when  pulled  upon 
it  will  come  out,  a  little  at  a  time,  as  a  wide  strip  suitable  for  packing  back 
the  intestines.     Fold  over  the  open  s'de  of  bag  and  pin  with  two  large 
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safety-pins.     The  safety-pins  are  for  fastening  two  corners  of  the  bag  to  the 
abdominal  sheet  (Fig.  6). 

One  wide  strip  and  four  narrow  strips  constitute  one  set  and  are  to  be 
wrapped  together  in  a  cloth  for  steriHzation  in  the  usual  way.  Plave  also 
an  extra  sterilized  set  in  reserve.  At  the  operation  the  bag  containing  the 
wide  strip  is  to  be  placed  in  hot  normal  saline  solution.  The  narrow  strips 
are  to  be  used  dry. 

The  above  simple  preparation  provides  all  the  pads  and 
sponges  required  from  abdominal  section  and,  as  used  at  the 
operation,  the  sponge  is  always  within  instant  reach  of  the 
operator.  The  advantage  of  always  having  the  sponge  within 
instant  reach  will  be  particularly  appreciated  by  those  who  have 
been  obliged  to  handle  serious  and  troublesome  intra-abdominal 
conditions  without  trained  assistants.  The  gauze  strips  may  be 
used  also  for  temporary  packing  to  check  hemorrhage  or  for  any 
other  purpose  for  which  strip  gauze  may  be  required  in  the  course 
of  an  operation. 

(To  be  concluded.) 
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BY 

JOHN  A.  LYONS,  M.  D., 

Chicago,  lU. 
(With  Two  Illustrations.) 

I  HAVE  had  very  positive  ideas  regarding  the  course  attending 
inflammations  of  the  ilio-psoas  region,  to  the  effect  that  the 
appendix  was  always  primarily  involved  and  that  from  it  arose 
all  the  inflammatory  troubles  originating  in  this  locality.  That 
perityphlitis  could  not  occur  except  as  secondary  to  appendicitis 
was  a  most  positive  opinion  so  firmly  fixed  in  my  mind  that  it 
required  just  such  a  clinical  picture  as  the  following  case  presents 
to  affect  one  iota  of  that  view,  much  less  to  shatter  its  entire 
foundation  and  as  I  have  erred  in  diagnosing  the  case,  I  shall 
report  it  and  endeavor  to  show  some  of  the  difficulties  encoun- 
tered in  differentiating  between  typhlitis  and  appendicitis, 
as  well  as  between  these  and  other  similar  aff"ections. 

Case  I. — In  November,  1907,  I  was  called  to  see  M.  McG.,  who 
was  suffering  from  severe  pains  in  the  abdomen,  accompanied 
with  nausea,  vomiting  and  faintness.  The  patient,  aged 
sixteen  years,  was  one  of  eleven  children.  He  had  measles  when 
about  three  and  whooping-cough  at  five  years  of  age.  For 
his  age,   he  is  undersized  in  every  way,   and  from  his  general 

'  Read  at  the  twenty-first  annual  meeting  of  the  .American  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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appearance  I  would  have  considered  him  rather  deUcate,  but 
his  mother  claims  he  has  enjoyed  very  good  health,  except  that 
he  was  now  and  had  been  all  his  life  addicted  to  enuresis  of  a 
very  stubborn  nature,  wetting  his  clothes  and  the  bed  at  all 
hours  of  the  day  and  night.  This  trouble,  as  I  shall  later  show, 
was  not  a  habit;  neither  was  it  due  to  neglect  or  carelessness, 
but  it  could  not  in  all  this  boy's  life  be  alleviated  by  rest,  by 
work,  by  persuasion,  by  medical  advice  or  by  chastisement, 
the  mother  in  her  desperation  resorting  to  many  apparently 
silly  and  even  revolting  means  in  her  efforts  to  overcome  the 
trouble.  His  father  died  before  the  birth  of  the  child,  probably 
from  pneumonia  superinduced  by  alcoholism.  The  father's 
parents,  though  old,  are  still  living,  both  being  very  healthy.  The 
mother's  parents  each  lived  to  be  over  sixty  years  of  age,  and 
just  what  diseases  caused  their  deaths  she  was  unable  to  say, 
but  that  there  was  no  consumption  in  either  parent  she  was 
quite  positive.  The  mother  herself  has  never  been  ill  long 
enough  to  confine  her  to  bed,  except  while  giving  birth  to  her 
eleven  children,  six  boys  and  five  girls,  all  at  full  term,  all  the 
labors  being  normal  except  the  fifth,  sixth  and  ninth,  these 
three  offsprings  being  born  dead  following  difficult  instrumental 
deliveries.  This  boy,  she  informed  me,  had  always  a  good 
appetite;  indeed,  he  was  rather  inclined  to  gluttony,  and  was 
subject  to  constipation. 

His  present  attack  began  about  a  week  previous  with  severe 
pain  in  the  right  iliac  region,  simulating  the  pains  due  to  appen- 
dicitis and,  like  them,  radiating  to  and  indeed  rather  beyond  the 
median  line;  the  abdominal  wall  being  quite  tender,  even  toward 
the  left  side,  immediately  over  the  sigmoid.  This  zone  of  tender- 
ness was  noticeable  all  along  the  right  side  above  the  crest  of  the 
ilium  and  radiating  posteriorly  along  the  lumbar  region  toward 
the  spine  corresponding  posteriorly  somewhat  to  the  anterior 
zone  of  tenderness.  The  cutaneous  sensitiveness  or  hyperes- 
thesia, called  attention  to  by  Sir  Wm.  H.  Bennit  (i)  and  also 
by  Dr.  George  W.  Crile  (2),  of  Cleveland,  was  present,  but  not  to 
as  marked  a  degree,  I  thought,  as  is  usual  in  acute  attacks  of 
appendicitis 

J.  B.  Murphy  (3),  quoting  himself  and  F.  Franke,  reminds 
us  that  this  symptom  (hyperesthesia)  is  present  in  pseudo- 
appendicitis  caused  usually  by  a  neuralgia  of  the  iliohypogastric 
or  neighboring  nerves,  following  either  alcoholism  or  a  cold,  but 
most  often  influenced   bv  acute  or  chronic  influenza.     In  such 
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cases,  however,  Murphy's  cardinal  symptoms  of  appendicitis 
demanding  operation  are  absent.  These  symptoms  and  the 
manner  of  their  onset  are :  i.  sudden  severe  abdominal  pain;  2. 
nausea  and  vomiting  a  few  hours  following  onset  of  pain;  3. 
general  abdominal  sensitiveness,  especially  over  the  appendix; 
4.  elevation  of  temperature,  especially  to  102°  or  103°  F.  within 
twelve  hours  after  onset  of  severe  pain — and  just  such  signs  and 
symptoms  as  these  were  obtained  in  this  case. 

When  called,  I  was  informed  that  during  this  last  attack  the 
boy  had  exacerbations  of  temperature  accompanied  by  severe 
chills,  from  one  of  which  he  was  suffering  during  my  examination, 
the  temperature  being  103°  F.  Upon  local  examination  it  was 
quite  apparent  that  there  was  an  enlargement  immediately 
over  the  ceco-appendicular  region,  palpation  outlined  a  large 
hard  mass  extending  from  just  above  the  right  Poupart's  liga- 
ment to  near  the  crest  of  the  ilium.  The  patient  exhibited 
marked  leukocytosis  and  otherwise  appeared  dangerously  ilL 
So,  diagnosticating  a  ruptured  appendiceal  abscess,  I  advised 
his  removal  to  the  hospital  for  immediate  operation.  This  the 
relatives  agreed  to,  and  within  an  hour  he  was  upon  the  operating- 
table.  An  incision  was  made  immediately  over  the  tumor, 
through  the  abdominal  wall  and  including  the  peritoneum. 
After  protecting  the  peritoneal  cavity  from  further  danger  of 
infection  by  carefully  packing  with  gauze  strips  and  clearing  away 
some  of  the  abdominal  adhesions,  we  found  a  perityphlitic 
abscess  involving  the  entire  outer  wall  of  the  cecum  and  freely 
discharging  pus  from  the  enormously  thickened  cecum  wall  into 
the  iliopsoas  region;  the  appendix,  however,  was  normally 
situated,  l3ang  just  above  Poupart's  ligament,  its  proximal  end 
arising  from  the  inner  and  healthy  wall  of  the  cecum,  running 
under  the  cecum  along  the  psoas  muscle  and  its  distal  end  just 
reaching  to  and  about  to  be  included  in  the  inflammatory  mass. 

The  abscess  cavity  was  thoroughly  cleansed,  curetted,  all 
gangrenous,  loose  and  raw  edges  clipped  away,  the  cavity  packed 
with  5  per  cent,  iodoform  strips.  The  appendix,  after  its 
mesentery  had  been  tied  off,  was  dissected  at  its  proximal  end 
from  the  cecum  wall;  the  opening  there  made  was  turned  in  with 
Dawbarn's  purse-string  and  inversion  sutures  and  the  abdominal 
opening  was  closed  to  the  drainage  strips,  dressings  applied,  and 
the  patient  put  to  bed.  The  appendix  was  perfectly  normal 
along  its  entire  mucosal  and  peritoneal  surfaces,  excepting  a 
very  slight  infiltration  of  the  serosa  beginning  at  the  extreme 
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distal  end,  plainly  and  positively  showing  that  this  effort  to 
infect  the  appendix  was  originating  at  or  from  the  perityphlitis. 
After  operation  the  temperature  and  pulse  rapidly  declined  to 
normal.  The  pus  discharged  freely  from  the  abscess  cavity,  but 
gradually  diminished;  the  after-treatment  consisted  mainly  of 
frequentlv  changing  the  outer  dressings,  gradually  removing  the 


Fig.  I. — Case  I.     a.  Cecum,     b.   Incision  into  abscess,     c.  Location  of 
appendi.x.     d.  Section  showing  normal  appendix. 


gauze  packing,  cleaning  the  sinus  with  hydrogen  peroxide  and 
swabbing  its  cavity  with  iodine.  The  sinus  healed  solidly  and 
permanently,  the  patient  being  discharged  cured  on  the  fifteenth 
day  after  the  operation,  and  nothing  thus  far  has  occurred  to  in 
any  way  retard  his  puny  physique  from  rapidly  developing  into  a 
robust  manhood,  which  is  indeed  taking  place.  The  change  in 
this  voung  man's  appearance  as  well  as  in  his  general  deportment 
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since  the  operation,  his  mother  says,  is  truly  marvelous,  and  is 
possibly  due  to  a  rather  peculiar  coincidence  following  his  recov- 
ery from  the  typhilitis.  The  enuresis  with  which  he  was  so 
persistently  annoyed  throughout  his  entire  life  has  never  once  re- 
curred; he  was  instantly  and  completely  cured  of  this  annoying 
ailment,  and  I  have  tried  to  account  for  this  in  the  following 
manner: 

The  superior  sympathetic  plexus  of  the  sympathetic  nervous 
system  which  supplies  the  cecum  and  appendix  and  which  is 
involved  in  the  radiating  navel  and  abdominal  pains,  also  the 
hypogastric  plexus  of  the  sympathetic  nerves  which  supply  the 
upper  part  of  the  bladder,  may  have  had  ganglia,  as  pointed  out 
by  F.  Darwin  (4),  and  in  this  case  these  ganglia  sent  sympathetic 
fibers  to  the  different  structures  around  the  seat  of  inflammat  on 
and  also  to  the  base  and  neck  of  the  bladder,  which,  in  turn,  is 
taken  care  of  by  the  fourth  sacral  nerve,  and  just  as  soon  as  the 
irritation  caused  by  the  cecal  abscess  to  the  Auerbach-Billroth- 
Meissner  plexus  and  to  all  the  sympathetic  nerves  involved,  was 
overcome,  so  also  was  the  disturbing  element,  such  as  tension  or 
pressure  to  these  sympathetic  ganglionic  fibers,  removed  by  the 
cure  of  the  inflammatory  process,  and  the  enuresis  was  imme- 
diately overcome. 

All  diseases,  both  medical  and  surgical,  serve  a  purpose  and 
teach  their  lesson,  and  this  one  to  me  indicates  clearly  that  not 
only  can  typhilitis  and  perityphilitis  take  place  entirely  independ- 
ent of  appendicitis,  but  that  appendicitis  can  and  does  occasion- 
ally occur  secondary  to  or  following  typhlitis.  It  is  not  neces- 
sary, in  order  to  have  appendicitis,  that  the  mucosa  of  the  ap- 
pendix be  the  initiator}^  seat  of  the  inflammation,  for  inflamma- 
tion of  that  organ  may  extend  by  continuity  from  a  previous  at- 
tack of  perityphilitis  to  the  appendicular  peritoneum,  and  so  con- 
tinue until  it  involves  the  entire  appendix;  or  a  catarrhal  in- 
flammation of  the  cecal  mucosa  may  precede  and  be  the  cause  of 
a  similar  condition  in  the  appendix,  from  which  may  follow  peri- 
appendicular disturbances.  That  this  question  is  yet  unsettled 
may  be  inferred  when  one  considers  the  multiplicity  of  opinions 
to  be  found  in  literature  and  elsewhere,  both  sides  of  which  I  will 
present  impartially. 

In  a  personal  conversation  with  Dr.  Byron  Robinson,  of 
Chicago,  he  asserted  that  there  were  twice  as  many  retrocecal- 
peritoneal  adhesions  as  periappendicular-peritoneal  adhesions. 
This  he  has  advocated  for  decades,  he  was  daily  proving  it  by 
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personal  observation  at  autopsies  and  at  surgical  operations.  He 
said  that  the  appendix  was  responsible  for  only  about  25  per  cent, 
of  the  diseases  attributed  to  it.  On  the  other  hand,  Dr.  Alexander 
Hugh  Ferguson  takes  as  firm  but  an  opposite  position  on  the 
question  of  inflammations  occurring  in  this  region,  he  claiming 
that  both  typhlitis  and  perityphhtis  are  without  doubt  secondary 
diseases  to  appendicitis. 

Dr.  John  B.  Deaver  (5)  is  exceedingly  positive  that  a  primary 
tvphlitis  does  not  occur,  only  as  secondary  to  appendicitis, 
although  on  page  23  of  his  work  on  appendicitis  he  records  Hofif- 
acker's  case  (published  by  Gurling  as  early  as  1836),  in  the  per- 
son of  a  voung  student  in  whom,  after  death  from  abdominal 
disease,  the  autopsy  showed  inflammation  starting  in  the  cecum 
and  colon  and  extending  to  the  appendix. 

Dr.  Robert  T.  Morris  (6)  ignores  typhlitis  in  his  lectures  on 
appendicitis,  and  just  what  his  opinion  is  I  could  not  determine. 
This,  however,  is  quite  common,  as  Bayard  Holmes  and  many 
others  seem  to  ignore  cecitis  while  writing  on  inflammation  in 
this  region. 

Osier  says:  "With  rare  exception  we  know  that  the  cecum  is 
not  affected,  and  even  the  condition  described  as  stercoral 
typhlitis  is  in  reality  appendicitis"  (7). 

Leube  (8)  says  that  while  it  was  formerly  believed  that  inflam- 
mations of  the  right  iliac  fossa  originated  in  the  cecum  from 
catarrhal  processes  due  to  stagnating  fecal  masses,  from  which 
the  inflammatory  processes  would  extend,  with  or  without  the 
formation  of  pressure  ulcers  from  the  cecum  to  the  adjacent 
peritoneum  (perityphhtis),  this  view  has  been  entirely  abandoned, 
the  appendix,  it  is  now  known,  being  primarily  involved. 

In  the  days  of  Ashhurst,  Baum,  Billroth,  Czerny,  Hagedorn, 
Howse,  Julliard,  Kocher,  Robert,  Langenback,  Ludwig,  Made- 
ling,  Minier,  Neuhauss,  Perier,  Ragenbouge,  Wittelshofer,  and 
especiallv  Id,  much  pioneer  work  in  the  abdominal  cavity  was 
performed — the  work  that  really  has  led  to  the  present  efficiency ; 
yet  their  combined  abdominal  cases  requiring  laparotomy  were 
recorded  as  being  caused  by  intestinal  obstruction,  either  acute, 
subacute  or  chronic,  and  these  different  forms  of  obstruction 
were  attributed  to  i.  congenital  malformations;  2.  the  impac- 
tions of  foreign  bodies,  gall-stones,  etc. ;  3.  invagination  or  in- 
tussusception ;  4.  the  twisting  of  the  bowel  upon  itself;  5.  stricture 
of  the  bow^els,  usually  malignant  in  character;  6.  inflammatory 
processes  in  the  bowels  resulting  from  fecal  accumulations, 
6 
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fibrous  bands  or  from  injury;  7.  chronic  peritonitis,  most  fre- 
quently tuberculous  in  character;  S.  abdominal  abscesses  due 
to  compression  or  obstruction  of  the  bowels  from  abdominal 
tumors  of  various  kinds.  In  former  years  among  the  various 
causes  of  abdominal  inflammation,  neither  cecitis  nor  appendicitis 
had  been  considered  worthy  of  notice  as  a  factor  in  the  production 
of  the  various  bowel  troubles. 

A  question  naturally  arises,  is  it  not  possible  that  at  this 
period  in  the  history  of  abdominal  surgery  the  cecum  was 
partially  and  the  appendix  most  thoroughly  overlooked  in  the 
primary  causations  in  at  least  half  of  the  intestinal  troubles  of 
that  day  and  age?  Howard  Kelly  reminds  us  that  during  the 
early  eighties  and  just  previous  thereto  there  seems  to  have  been 
a  period  or  decade  of  complete  neglect  of  the  appendix  in  its 
relation  to  abdominal  troubles,  and  Astley  P.  C.  Ashhurst,  to 
whom  Dr.  Deaver  gives  the  honor  and  credit  of  writing  the 
chapter  on  the  history  of  appendicitis  in  Deaver's  work  on  the 
appendix,  credits  Reginald  Fitz's  epoch-making  paper  in  1886 
as  the  fulcrum  upon  which  the  appendix  was  quickly  raised 
to  its  present  high  position  in  the  surgery  of  the  abdomen. 

Pathologists  incline  more  to  the  belief  that  the  cecum  is  quite 
frequently  and  primarily  involved.  In  Stengel's  Text-book  on 
Pathology  (9),  1908,  he  says  that  it  may  occur,  but  is  usually 
secondary  to  appendicitis.  He  also  says  that  appendicitis  may 
result  from  primary  typhlitis. 

Tyson  (10)  (Practice  of  Medicine,  1906)  says  that  in  essen- 
tially all  cases  of  cecitis  the  appendix  is  the  root  of  the  evil. 
Sir  Frederick  Treves  (11)  claims  for  the  stercoral  ulcer  a  definite 
position  in  the  production  of  peritphlitis;  just  what  a  little  fecal 
mass  does  in  the  lumen  of  the  appendix,  so  does  an  impacted 
fecal  mass  in  the  cavity  of  the  cecum  cause  a  catarrhal  condition 
of  its  mucosa,  which  may  give  rise  to  spurious  diarrhea  and  may 
pass  on  to  ulceration,  which,  if  sufficiently  deep,  may  perforate 
or  produce  peritonitis.  Finally,  he  says,  it  must  also  be  allowed 
that  the  appendix  is  frequently  infected  from  a  diseased  cecum. 

Dr.  Howard  A.  Kelley  (12)  says  stercoral  typhlitis  is  now 
recognized  as  a  rare  affection;  that  it  may  occur,  but  is  usually 
mistaken  for  appendicitis.  But  he  calls  attention  to  a  state- 
ment by  Voltz,  published  as  early  as  1846,  which  is  to  the  effect 
that  the  condition  known  as  perityphlitis  is  not  primary,  but 
consecutive  to  inflammation  of  the  appendix  vermiformis.  He 
also  gives  Reginald  Fitz's  quotation  in  the  New   York  Medical 
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Journal  (1886,  vol.  xlvii,  p.  508),  saying:  "It  is  the  duty  of 
every  physician  to  be  mindful  that  for  all  practical  purposes 
perityphlitis,  perityphlitic  tumor  and  perityphlitic  abscess, 
mean  inflammation  of  the  appendix."  In  these  words,  in  1886, 
the  era  of  the  appendix  began  to  reign  supreme  in  inflammations 
of  this  region,  and  perhaps  will  continue  so  down  to  the  end  of 
time;  yetFitz  was  not  biased,  for  he  writes  it  is  unnecessary  to  say 
that  from  a  stercoral  cecitis  may  arise  an  appendicitis  {Ann. 
Surg.,  1907,  p.  856),  and  Dr.  Kelly  fearlessly  reports  fourteen 
cases  in  detail  of  primary  lesions  of  the  cecum  in  which  the 
appendices  were  normal.  Kelly  makes  it  quite  plain,  however, 
that  in  order  to  show  that  the  appendix  was  not  primarily 
involved  in  typhlitis  it  must  first  clearly  be  shown  that  the 
appendix  was  perfectly  normal. 

Pozzi  (13)  reports  a  case  of  diagnosticated  appendicit  s  in 
which  after  careful  search  no  appendix  could  be  found,  but  ad- 
hesions about  the  cecum  were  found  and  gave  the  same  symptoms 
as  would  appendicitis.     This  was  undoubted  y  a  case  of  typhlitis. 

Resinger  (14)  found  in  350  cases  of  perityphlitis  two  in  which 
the  cecum  alone  was  involved. 

Ross  and  Carless  (15)  claim  that  appendicitis  is  not  infre- 
quently associated  with  a  true  typhlitis,  probably  due  to  a 
chronic  constipation,  and  as  an  explanation  of  this  they  say  that 
the  continuity  of  the  mucous  lining  of  the  cecum  and  appendix 
wou'd  account  for  it,  and  because  of  this  mucous  membrane 
being  alike  in  the  cecum  and  appendix,  a  persistent  typhlitis 
may  follow  removal  of  the  appendix,  and  thus  cause  much  dis- 
appointment in  the  nonrelief  of  symptoms. 

Charles  B.  Lockwood  (16)  cites  two  cases  of  fecal  impaction  of 
the  cecum  which  caused  almost  similar  symptoms  to  appen- 
dicitis, although  the  appendix  had  previously  been  removed. 

Mc Williams  (17)  quotes  Ochsner  as  saying:  "There  can  be  no 
doubt  whatever  in  the  minds  of  those  who  have  had  frequent 
opportunity  of  observing  the  pathological  conditions  present 
during  the  early  part  of  the  disease  (inflammation  of  the  right 
ilio-cecal  region),  by  having  operated  during  the  first  few  hours 
after  the  beginning  of  the  attack,  that  the  disease  always  begins 
primarily  in  the  appendix." 

]\IcNutt  (18),  on  the  other  hand,  is  quoted  as  saying:  "The 
fact  that  appendicitis  is  a  much  more  frequent  disease  than 
typhlitis  is  no  reason  for  ignoring  the  pathology  of  cecitis." 

John  A.    Wyeth  (19)  savs  that  perityphlitic  abscess  demands 
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operative  interference  as  soon  as  the  symptoms  point  to  a 
collection  of  pus,  and  follows  by  saying  that  the  inflammatory 
changes  in  perityphlitis  are  now  understood  to  proceed  in  almost 
all  cases  from  lesions  of  the  appendix  vermiformis. 

Skene  Keith (20)  says  the  disease  which  was  known  as  typhlitis 
and  perityphlitis  was  in  reality  an  inflammation  of  the  appendix, 
at  least  in  the  great  majority  of  cases,  but  with  our  present 
information  we  are  not  prepared  to  say  that  such  a  disease  as 
perityphlitis  can  never  exist  without  the  appendix  having  first 
been  inflamed. 

Hemmeter  (2 1 )  says  there  are  instances  of  genuine  typhlitis  pure 
and  simple,  he  having  seen  two  such  cases  in  which  typhlitis 
was  due  to  perforating  cecal  ulcer,  and  the  appendix  at  necropsy 
in  each  case  was  normal.  He  says  that,  according  to  Porter, 
Curschmann,  Deutchmann  and  Kronlieu,  the  occurrence  of 
primary  typhlitis  cannot  be  doubted.  He  also  quotes  Maurin, 
who  studied  i36casesof  suppuration  of  the  cecal  region,  in  which 
95  were  exclusively  lesions  of  the  appendix,  35  had  involved 
the  cecum  alone,  while  6  started  from  the  cecum  and  appendix. 
Maurin  showing  in  these  cases  that  more  than  25  per  cent,  had 
involved  the  cecum  primarily. 

I  might  quote  other  authorities  in  a  similar  vein.  For  in- 
stance, Hoche,  of  France,  on  "Typhlitis  et  Appendicit  s,"  in  the 
Revue  Medicale  de  Lect.  de  Nancy,  1907;  Schwierige,  on  the 
differential  diagnosis  between  psoas  abscess  and  perityphlitis, 
Aertzl.  Prax.,  Berlin,  1907;  J.  A.  Berry,  on  the  "Cecum  and 
Vermiform  Appendix  in  the  Outer  Colon,"  Med.  Journal  of 
Australasia,  Melbourne,  1907  Hartmann,  on  the  "Surgical 
Forms  of  Ileo-cecal  Tuberculosis,"  British  Medical  Journal,  1907; 
Davaris,  of  Constantinople,  reports  a  case  of  typhlitis  simulating 
appendicitis  in  the  Gazet  Medicine  d'Orient,  1907. 

Etiology  and  Pathology. — The  anatomical  peculiarities  of  the 
cecum  favoring  the  accumulation  of  solids  and  gases  liable  to  ir- 
ritate are  predisposing  causes,  so  that  abdominal  trauma  of  any 
nature,  such  as  blows,  kicks,  etc.,  may  cause  cecitis. 

To  Bayard  Holmes  (22)  I  am  indebted  for  presenting  the  fol- 
lowing as  an  etiological  factor  in  appendicitis:  The  muscles  of 
the  cecum  itself,  he  says,  in  forming  the  valve  of  Gurlach,  ap- 
parently as  a  natural  protection  against  the  ingress  of  foreign 
bodies  within  the  lumen  of  the  appendix,  yet  that  same  valve 
congenitally  constructed  acts  as  a  menace  to  health  because  of 
the  ease  and  frequency  with  which  it  becomes  congested  and 
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edematous,  and  because  of  this  edema  the  normal  appendicular 
secretions  are  obstructed  and  appendicitis  naturally  follows; 
even  in  a  temporary  colonic  obstruction  this  valve  may  become 
congested  and  edematous,  and  after  the  colon  has  been  cleaned 
out  by  cathartics,  and  the  like,  the  valve  continues  congested, 
keeping  virulent  secretions  blocked  in  its  lumen,  and  the  ap- 
pendix, because  of  this  constipation,  becomes  inflamed.  In  this 
same  manner,  I  maintain  the  secretions  of  the  appendix  may  be  re- 
tained following  a  catarrhal  or  ulcerated  condition  of  the  cecum 
mucosa,  say,  for  instance,  near  the  site  of  the  appendix,  and 
caused  primarily  by  the  swallowing  of  some  unmasticated  and 
undigested  material  acting  as  an  irritant  to  abrade  or  tear  the 
mucosa,  such  as  a  sharp  spicule  of  bone  or  other  foreign  body, 
and  thus  a  catarrh  of  the  cecum  extend  to  the  proximal  end  of  the 
appendix,  this  becoming  a  secondary  affection  to  the  catarrhal 
cecitis.  I  have  had  occasion  to  relieve  several  patients  of  such 
bowel  contents,  so  formidable  and  so  capable  of  injuring  the 
entire  passage  from  mouth  to  rectum  as  to  leave  the  impression 
that  any  trauma,  be  it  ever  so  slight,  could  have  driven  them 
through  not  only  the  mucosa,  but  almost  through  the  entire  in- 
testinal wall. 

This  same  argument  will  apply,  but  to  a  less  degree,  in  the 
formation  of  compression  anemia,  brought  out  by  Robert  T. 
Morris,  as  a  causation  of  infective  appendicitis.  Such  isolated 
anemic  areas,  as  he  calls  them,  may  be  caused  in  a  cecum  im- 
pacted with  feces  and  hard  unyielding  foreign  substances,  to 
which  at  this  time  is  added  either  a  blow,  a  twist  or  muscular 
compression  from  abdominal  or  psoas  contraction,  and  the 
bowel  bacteria  of  the  cecum  immediately  invade  and  infect  such 
area  because  of  its  lost  leukocyte  protection. 

Byron  Robinson  (23)  says  the  general  etiology  of  perityphlitis 
is  trauma  of  the  psoas  muscle,  producing  perityphlitic  peritoneal 
adhesions,  and  these  adhesions  by  contraction  compromise  the 
appendicular  vessels  (especially  in  the  mesoappendix),  and 
flex  the  appendix,  checking  drainage,  and  ending  in  secondary 
appendicitis. 

Vigorous  contraction  and  dilatation  of  the  large  arteries,  such 
as  the  aorta  and  common  iliac,  when  the  cecum  or  appendix  con- 
tains virulent  microbes,  may  cause  sufficient  trauma  to  induce 
their  migration  through  the  mucosa  and  muscularis  into  the 
serosa,  ending  in  plastic  peritonitis  and  periappendicular  ad- 
hesions.    This  is  especially  true  at  certain  seasons  of  the  year. 
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as,  for  instance,  following  the  extreme  heat  we  had  during  the 
last  summer  months  there  came  a  few  weeks  of  cool,  pleasant 
weather,  which  invigorated  and  revived  the  people,  w^ho  had  been 
exhausted  by  a  long  hot  spell  so  that  nearly  all  were  again  eating 
heartily,  when  suddenly  the  hot  spell  again  returned,  and  many 
who  had  overindulged,  eating  to  excess,  especially  very  ripe  or 
in  some  cases  unripe  fruit,  paid  the  penalty,  some  with  mild 
attacks  of  appendicitis  and  others  with  attacks  so  severe  as  to 
demand  operation,  until  it  seemed  as  though  an  epidemic  of  the 
disease  was  abroad  in  the  land ;  hence  eating  heartily  following 
exaustion  from  any  cause  should  be  avoided. 

George  Crile  (24),  after  an  experience  in  more  than  a  thousand 
cases,  says  an  acute  abdominal  pain  with  rise  in  temperature  and 
tenderness  over  the  seat  of  the  appendix  wuth  its  associated 
referred  pains,  is  sufficient  evidence  to  warrant  an  incision,  if  in 
addition  there  is  nausea  and  vomiting,  rising  leukocytosis,  a 
history  of  previous  similar  attacks,  and  no  evidence  of  other 
acute  diseases,  the  diagnosis  may  be  considered  certain.  In  the 
case  of  typhlitis  I  have  reported  all  of  these  signs  and  symptoms 
were  present,  yet  the  appendix  was  practically  normal.  On  the 
other  hand,  as  showing  the  difficulties  encountered  in  differen- 
tiating between  typhlitis  and  appendicitis  or  in  certain  cases  of 
appendicitis,  let  me  report  the  following  cases: 

Case  II. — Mr.  B.,  aged  twenty-two,  taken  sick  for  the  first  time 
in  his  life  on  August  8,  1908.  I  saw  him  two  days  later,  when  he 
complained  of  pain  in  the  right  iliac  region.  This  pain  he  was 
positive  was  the  first  he  had  suffered  in  that  region  in  all  his 
life.  He  had  also  a  slight  rise  in  temperature  and  a  marked 
induration  at  AIcBurney's  point.  I  advised  his  removal  to  the 
hospital  for  immediate  operation,  and  found  a  ruptured  appen- 
dix discharging  pus  freely  into  the  pelvic  cavity,  the  point  of 
perforation  being  just  internal  to  a  large  mass  of  omentum  fully 
half  an  inch  thick,  which  completely  surrounded  the  distal  half 
of  the  appendix  like  a  finger-stall.  This  omental  covering  was 
removed  from  the  end  of  the  appendix;  it  was  opened,  cleaned 
and  dropped  back  into  the  abdominal  cavity.  The  appendix 
was  removed  from  the  cecum  by  crushing,  tying  off  the  stump, 
cauterizing  and  covering  the  end  with  peritoneum,  after  which  the 
peritoneum  and  abdominal  wall  were  closed  to  a  cigarette  drain. 

Note  the  comparison  in  these  two  cases:  here  is  a  patient  posi- 
tively devoid  of  Rennet's  hyperesthesia  sign,  has  not  the  cardinal 
symptoms  as  given  by  Murphy,  neither  has  he  Crile's  certain 
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evidence,  such  as  nausea,  vomiting,  marked  rising  leukocytosis, 
a  history  of  previous  similar  attacks,  and  he  has  no  evidence  of 
other  diseases,  yet  he  has  a  perforated,  gangrenous  appendix  one 
inch  in  diameter,  the  distal  end  having  a  cavity  the  wall  of  which 
is  composed  of  gangrenous  peritoneum  surrounded  by  omentum. 
Toward  the  middle  of  the  removed  organ  there  was  another  cavity 
almost  as  large,  having  a  fecal  concretion  seven-eighths  by  one- 
half  inch,  and  between  these  two  cavities,  about  one-half  inch 
wide,  of  almost  normal  tissue,  containing  part  of  the  mucosa,  the 
muscularis  and  serosa,  in  fairly  good  condition,  but  from  the  ves- 
sels of  which  there  w^as  hemorrhage  discharging  into  both  cavities. 


Fig.  2. Case  II.     a.  Wall  of  appendix,     b.  Thinning  of  wall  opposite 

constriction,     c.  Cavity  at  end  of  appendix,     d.  Fecal  constriction. 


This  patient  was  evidently  suffering  from  a  third  attack  of 
appendicitis,  yet  of  the  first  two  attacks  he  was  entirely  ignorant, 
and  the  last  attack  gave  him  but  few  of  the  cardinal  symptoms 
of  appendicitis;  yet  he  had  a  suppurating  appendix  two  days 
after;  he,  "because  of  slight  pain,"  became  aware  of  his  trouble. 
Evidently  he  was  almost  insensible  to  pain  and  to  all  other 
symptoms  of  appendicitis. 

On  the  other  hand,  the  case  of  typhihtis  had  all  the  cardinal 
symptoms  of  appendicitis,  with  a  perfectly  normal  appendix, 
showing  how  utterly  impossible  it  would  be  to  cover  all  cases  by 
any  rule  or  set  of  symptoms,  and  how  difficult  it  is  to  differentiate 
between  appendicitis  and  typhlitis. 

Clarence  A.  McWilHams  (25),  in  the  Annals  of  Surgery,  1907, 
says  the  prevailing  surgical  teaching  that  practically  all  acute 
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inflammatory  conditions  in  the  right  ihac  fossa  are  appendicitis 
led  him  to  make  a  grave  error  in  diagnosing  the  condition  present 
in  a  patient,  and  the  result  of  his  error  was  so  fraught  with  dis- 
aster to  his  patient  that  he  considers  this  question  a  fruitful  one 
for  investigation.  His  case  was  positively  proved  to  have  begun 
not  in  the  appendix,  but  in  the  cecum  as  a  primary  typhilitis. 
Dr.  J.  B.  Murphy,  in  his  General  Surgery  for  1905,  says  the 
greatest  difficulty  is  experienced  in  making  a  differential  diagnosis 
between  appendicitis  and  acute  catarrhal  conditions  of  the  caput 
coli,  especially  if  accompanied  by  acute  retention  in  the  cecum 
and  associated  with  the  intestinal  type  of  grippe;  but  if  symp- 
toms were  present  in  the  order  above  given  by  him  he  would  con- 
sider he  was  dealing  with  a  case  of  acute  appendicitis  and  advise 
operation.  And  in  the  two  thousand  cases  consecutively  reported 
he  had  erred  in  two  cases,  which  were  catarrhal  inflammations 
of  the  caput  coli,  and  both  these  cases  of  typhilitis  showed  previous 
catarrhal  attacks  of  the  appendix.  This  would  indicate  that  a 
case  of  typhilitis,  in  which  the  appendix  had  never  been  diseased, 
is  of  very  unusual  occurrence. 

W.  P.  Plumber  (26)  (Lancet,  July  20,  1907)  reports  the  case 
of  a  miner,  aged  forty-eight,  who  strained  himself  while  push- 
ing a  tub  with  his  foot;  at  the  time  he  felt  as  if  "some- 
thing had  torn  in  his  bowels."  He  did  not  suffer  from  acute 
pain  immediately  nor  until  several  hours  afterward.  Seventy- 
two  hours  later,  however,  an  operation  was  deemed  necessar}^ 
there  being  great  tenderness,  rigidity  and  fullness  over  the  right 
iliac  fossa.  He  had  a  dry  tongue,  nausea,  but  no  vomiting,  with 
temperature  of  101°  and  pulse  of  104 — symptoms  characteristic 
of  appendiceal  abscess.  Instead,  however,  there  were  found 
recent  inflammatory  adhesions  in  that  neighborhood  due  to  a 
tear  through  the  serosa  of  the  cecum,  two  inches  away  from  the 
root  of  the  appendix,  which  allowed  the  inner  coats  to  bulge 
through.  Here  was  a  case  of  perityphlitis  caused  by  a  simple 
slip,  having  all  the  symptoms  of  appendicitis,  without  the  appen- 
dix being  involved  in  the  inflammation. 

In  tubercular,  malignant  or  typhoidal  ulcers  one  expects  to 
find  infiltration,  or  at  least  evidence  of  infiltration  of  these  pro- 
ducts. In  the  case  I  have  reported  no  such  infiltration  existed, 
but  simply  a  large  inflammatory  ulcer,  the  origin  of  which  is 
difficult  to  explain,  only  as  it  may  have  arisen  from  a  stercoral 
ulcer,  a  catarrhal  cecitis  or  a  hematoma  due  to  trauma;  but  as 
in  analogous  ulcers  of  the  sigmoid  the  cause  of  the  pathology,  nor 
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indeed  the  pathology  itself,  is  not  yet  \vell  understood,  but  such 
reliable  authorities  as  (27)  Delafield  and  Prudden  say,  catarrhal 
inflammation  of  the  cecum  is  not  uncommon.  It  is  usually 
produced  by  an  habitual  accumulation  of  feces  in  this  part  of 
the  intestines.  The  course  of  the  inflammation  is  usually 
chronic,  but  marked  by  acute  exacerbations.  At  first  the  mu- 
cous membrane  undergoes  the  ordinary  changes  of  chronic 
catarrhal  inflammation ;  to  this  may  succeed  a  slow  suppurative 
inflammation  which  extends  through  the  wall  of  the  intestine  and 
gives  rise  to  ulcers  and  perforations.  An  exactly  similar  condi- 
tion may  rise  on  the  opposite  side  at  the  sigmoid  from  which  sig- 
moiditis and  diverticulitis  of  the  sigmoid  may  occur. 

These  observers  cover  my  idea  of  the  cause  and  pathological 
course  of  cecitis;  there  is  unquestionably  an  opportunity  here  for 
both  a  chemical  and  a  mechanical  irritation,  mechanically  causing 
an  overdistention  of  the  cecum  wall,  wdth  points  of  anemia 
w^here  the  greatest  pressure  is  exerted ;  here  also  abrasions  of  the 
mucous  membrane  may  occur  and  infection  follow,  because  of  this 
organ  being  the  receptacle  of  the  most  virulent  germs  of  the  entire 
intestinal  tract,  having  also  the  weakest  wall  of  the  larger  intes- 
tines, capillary  hemorrhage,  venous  thrombosis  and  ulcerations, 
either  superficial  or  deep,  may  follow,  with  possibly  necrosis  of 
the  entire  cecum  wall,  resulting  in  either  slow  or  rapid  perfora- 
tion, from  which  may  result  either  a  localized  abscess  or  a  general 
septic  peritonitis,  according  to  location  of  the  rupture  and  the 
rapidity  of  the  perforating  process.  If  slowly  ruptured,  protect- 
ive adhesions  may  form ;  if  rapid  perforation  takes  place,  local  or 
general  peritonitis  may  follow.  This  seems  especially  true  when 
we  consider  the  frequency  of  gastric  and  duodenal  ulcers,  due  to 
hyperacidity  of  the'stomach,  and  remember  that  feces  in  their 
entire  course  through  the  small  intestines  are  alkaline,  again 
becoming  acid  upon  being  forcibly  projected  into  the  cavity  of 
the  cecum;  therefore,  ulcerations  of  the  cecum  and  even  peri- 
typhilitic  abscesses  without  rupture  may  and  do  occur,  not  be- 
cause of  fecal  stasis,  but  because  of  mechanical  irritation  and 
chemical  reaction,  resulting  in  septic  infection,  in  proportion  to 
virulence  of  the  germs  then  contained  in  the  secretions. 

^lonroe  {Boston  Medical  and  Surgical  Journal,  1902,  126,  p.  81), 
from  his  experience  in  over  twenty  cases  of  lymphangitis,  advises 
that  a  persistent  temperature  during  or  following  appendicitis 
or  typhlitis  inconsistent  with  other  lesions  and  associated  with 
spasm  in  the  lumbar  region,  would  to  him  suggest  a  lymphangitis. 
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In  hepatic  tenderness  with  irregular  chills  and  jaundice,  accom- 
panied with  emaciation,  a  portal  pyophlebitis  should  be  con- 
sidered, especially  if  these  symptoms  were  either  preceded  or 
accompanied  by  an  attack  of  appendicitis. 

In  discussing  Wm.  Fuller's  (28)  unique  case  of  twisted  omentum, 
D.  A.  K.  Steele  reported  a  case  of  enlarged  convoluted  and 
twisted  omentum,  which  he  sent  to  the  hospital  for  operation 
because  of  a  supposed  recurrent  attack  of  appendicitis,  but  in 
which  the  real  pathology  was  found  to  be  in  a  twisted  omentum. 

In  actinomycosis  the  pains  may  or  may  not  be  referred  to 
the  right  iliac  fossa;  if  so,  they  are  vague,  and  not  so  pronounced 
as  in  other  acute,  subacute  or  even  chronic  inflammations  in 
this  region.  Even  if  the  pain  should  be  severe  in  the  first  stage 
of  this  disease,  there  are  no  local  signs,  but  in  the  second  stage, 
when  a  tumor  forms,  the  abscess  is  more  spongy,  the  skin  is 
shiny,  thickened,  edematous  and  of  a  purplish-violet  color. 
Children  under  fourteen  years  do  not  suffer  from  this  disease, 
and  if  in  doubt  in  older  people,  the  actual  confirmation  of  the 
disease  would  depend  upon  finding  the  ray  fungus.  Gall-bladder 
trouble,  salpingitis,  pyosalpinx  and  many  other  abdominal 
troubles,  as  well  as  obscure  cases,  such  as  coxalgia,  sciatica,  etc., 
have  been  diagnosed  by  mistake  when  the  inflammation  was 
found  upon  operation  to  be  in  the  cecum  or  appendix.  It  is 
well  to  remember  another  suggestion  of  Sir  Wm.  H.  Bennett  (29), 
viz.,  that  it  cannot  be  too  distinctly  understood  in  cases  of 
acute  inflammations  of  the  right  iliac  fossa  that  a  very  rapid  or 
sudden  disappearance  of  any  one  prominent  symptom,  e.g., 
pain  or  high  fever,  without  a  corresponding  change  in  all  other 
symptoms  is,  as  a  rule,  a  sign  of  danger,  and  not  of  improvement. 

Treatment  of  the  conditions  in  this  region  depends  entirely 
upon  what  conditions  are  present.  Experienced  operators 
are  getting  good  results  under  the  most  trying  circumstances  and 
complications. 

SUMMARY. 

1.  I  aflurm  that  typhlitis  and  perityphlitis  can  take  place 
independently  of  appendicitis. 

2.  That  appendicitis  can  and  does  occasionally  occur  secondary 
to  or  may  follow  these  diseases. 

3.  To  have  appendicitis  it  is  not  necessary  that  the  mucosa 
of  the  appendix  be  the  seat  of  primary  inflammation. 

4.  A  catarrhal  inflammation  of  the  cecal  mucosa  may  precede 
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and  be  the  cause  of  a  similar  condition  in  the  appendix  from 
which  may  follow  periappendicular  disturbances. 

5.  From  the  multiplicity  of  opinions  found  in  medical  liter- 
ature, it  is  evident  this  question  is  as  yet  unsettled. 

6.  It  is  possible  that  there  are  twice  as  many  retrocecal 
peritoneal  adhesions  as  there  are  periappendicular  peritoneal 
adhesions,  as  proven  by  observation,  autopsies  and  surgical 
operations. 

7.  Modern  pathologists  are  inclined  to  the  belief  that  the 
cecum  is  quite  frequently  and  primarily  involved. 

8.  Appendicitis  may  result  from  primary  typhlitis. 

9.  In  all  cases  of  cecitis  the  appendix  is  not  always  the  root 
of  the  evil.       (Tyson.) 

10.  Stercoral  ulcer  has  a  definite  position  in  the  production 
of  perityphlitis.      (Treves.) 

1 1.  The  appendix  is  frequently  infected  from  a  diseased  cecum. 
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VAGINAL   CESAREAN   SECTION    IN   THE   TREATMENT 
OF  ECIvAMPSlA.* 

BY 
O.  PAUL  HUMPSTONE,  M    D., 

Obstetrician  in  Chief  to  the  Jewish  and  Samaritan  Hospitals,  Associate  Obstetrician  to  the 
Methodist  Hospi+al,  Brooklyn,  N.  Y. 

Is  vaginal  Cesarean  section  a  justifiable  operation?  Diihrssen 
in  his  enthusiasm  said,  "  By  vaginal  Cesarean  section  and  GigU's 
hebotomy  a  problem  of  centuries  has  been  solved,  namely,  the 
problem  of  how,  without  danger,  to  deHver  the  mother  of  a 
living  child,  in  the  presence  of  obstructions,  through  the  soft 
and  bony  par^s  of  the  generative  passages."  The  International 
Gynecological  Congress  at  Kiel  in  1905  recognized  its  superiority 
over  all  other  methods  of  rapid  vaginal  delivery  in  the  closed  cer- 
vix. DeLee  considers  it  the  most  important  addition  to  ob- 
stetrical technic  in  the  last  thirty  years.  The  literature  shows 
that  its  value  is  more  and  more  appreciated  in  those  conditions 
in  which  it  is  indicated. 

To  Professor  Diihrssen  belongs  the  honor  of  originally  suggest- 
ing and  perfecting  this  operative  procedure.  He  gives  the  in- 
dication for  its  employment  as  follows:  "Vaginal  Cesarean 
section  is  indicated,  when  in  the  case  of  a  normal  pelvis  and  an 
imperfectly  dilated  cervix,  which  will  not  permit  of  dilatation  by 
gentler  means,  the  life  of  the  mother  or  child  is  brought  into 
danger."  The  only  quahfication  being  experience  in  vaginal 
operative  technic.  Confirming  the  truth  of  this  general  indica- 
tion, we  find  its  application  in  simple,  or  cicatricial,  or  carcino- 
matous stenosis  of  the  cervix;  in  high  posterior  displacement  of 
the  cervix  from  ventral  fixation  or  vaginal  fixation;  retrodisplaced 
incarcerated  uterus;  myoma  of  the  lower  uterine  segment  and 
cervix,  delivering  the  growth  first  by  morcellement.  It  is  further 
indicated  in  dangerous  conditions  to  the  mother  which  are  im- 
proved or  relieved  by  emptying  the  uterus,  as  aff'ections  of  the 
heart,  lungs,  and  kidneys  and  chorea  gravidarum.  It  may  be 
emploved  on  the  moribund.  In  the  interests  of  the  child,  indi- 
cations are  found  in  premature  separation  of  the  normal  situated 
placenta  and  in  irreducible  prolapse  of  the  funis  in  the  presence 
of  a  long  undilated  cervix.      In  placenta  previa  its  application 

*Read  at  the  meeting  of  the  Society  of  the  Alumni  of  the  Sloane  Maternity 
Hospital,  October  23,  1908. 
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should  be  limited  to  those  cases  with  severe  hemorrhage  through 
a  long  undilated  cervix,  a  rare  form  of  placenta  previa. 
Eclampsia  offers  the  most  frequent  indication;  eclampsia  before 
or  during  labor,  without  complete  shortening  of  the  cervix.  It 
is  to  this  indication  I  would  particularly  refer,  reporting  five 
cases  treated  by  this  operation — anterior  vaginal  hysterotomy. 

We  recognize  that  eclampsia  is  an  intoxication  caused  by 
pregnancy  in  certain  women  producing  necrosis  of  the  paren- 
chyma of  the  hver  and  kidneys,  hemorrhages  into  the  brain,  and 
edema  of  the  lungs  in  those  cases  which  are  not  treated  promptly. 
We  have  definite  symptoms  and  physical  signs  which  point  to 
the  toxemia.  We  recognize  the  increase  of  the  toxemia  by  the 
increase  of  the  symptoms,  viz.,  disturbances  of  digestion,  of 
sleep,  of  sensation,  headache,  dyspnea,  amaurosis,  coma;  and 
by  the  physical  signs,  arterial  tension,  rapidity  of  pulse,  edema, 
lowered  or  disturbed  relation  in  the  nitrogenous  excretion  in  the 
urine,  with  or  without  increasing  albuminuria  and  casts,  iaun- 
dice,  convulsions. 

The  management  of  these  cases  is  everywhere  beset  with  pit- 
falls of  dangerous  delay.  It  is,  however,  in  any  particular  case 
a  difficult  problem  to  determine  just  when  the  indications  are 
sufficient  to  demand  the  emptying  of  the  uterus,  since  the 
eclamptic  convulsive  storm  is  so  likely  to  burst  suddenlv.  It 
may  be  stated  as  a  working  basis  that  if  under  modifications  of 
diet,  catharsis  and  hygiene,  the  earliest  symptoms  of  the  toxemia 
and  the  urinary  excretion  remain  the  same  or  are  better,  the 
case  may  be  carried  along  under  close  observation.  If  the  symp- 
toms increase,  and  the  urea  be  diminished  or  the  albumin  increased 
(the  determination  of  the  differential  nitrogen  excretion  is  not 
practical  in  most  hospitals),  rest  in  bed,  milk  diet  and  catharsis 
are  indicated.  Forty-eight  hours  of  this  treatment  should  show 
an  improvement,  but  if  none  occurs  labor  should  be  induced,  no 
matter  what  the  period  of  pregnancy.  This  may  be  accomplished 
by  slight  manual  dilatation,  stripping  the  membranes,  rupturing 
the  membranes,  bougie,  bag,  vaginal  pack,  any  or  all  means.  If 
at  any  time  the  warnings,  severe  headache,  restlessness,  urgent 
dyspnea,  persistent  vomiting  or  bHndness  appear,  showing  that 
the  Hmit  of  toleration  by  the  system  has  been  reached  or,  alas, 
as  we  so  often  find,  toleration  has  been  overcome  and  convulsions 
and  coma  are  present,  the  indication  is  to  empty  the  uterus  at 
once  under  deep  anesthesia.  Bags  are  too  slow  at  this  juncture. 
Accouchement  force  by  manual  dilatation  or  metal  dilators  too 
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crude  unless  the  cervix  is  softened  and  obliterated.  What  ex- 
perience in  obstetrics  is  more  discouraging  than  the  deep  tears 
into  the  broad  ligaments  of  accouchement  force  with  their  associ- 
ated uncontrollable  venous  hemorrhage  and  shock  and  rapid 
demise  of  the  patient?  Just  here  is  the  indication  for  vaginal 
Cesarean  section.  A  clean  surgical  cut,  a  rapid  extraction  and 
suture  of  the  wound,  occupying  no  longer  than  twenty  minutes 
for  the  whole  proceeding.  At  the  same  time  rem.oving  the  cause 
of  the  trouble  and  by  bleeding  the  patient,  and  nou  bleeding  her 
too  much,  the  excess  of  the  toxins  is  removed  so  that  the  equi- 
librium of  excretion  is  reestablished  sufficiently  for  nature  to 
overcome  the  remaining  poisoning,  thus  minimizing  the  organic 
changes  of  the  disease. 

It  is  said  that  anything  can  be  proven  by  statistics;  however, 
to  me  the  statistics  of  Liepmann  from  Bumm's  clinics  are  very 
convincing  as  to  the  value  of  immediate  emptying  of  the  uterus  in 
eclampsia.      I  quote — 

Forty-seven  cases,  treated  prior  to  1895,  by  expectant  treat- 
ment and  narcotics,  with  a  mortality  of  30  per  cent. 

Forty-three  cases,  treated  in  1895  to  1900,  by  narcotics,  hypo- 
dermoclysis  and  packs,  with  a  mortality  of  30  per  cent. 

Xinety-three  cases,  treated  1901  to  1905,  by  immediate  ce- 
livery,  with  a  mortality  of  2.8  per  cent.  This  did  not  include  five 
moribund  cases,  two  aspiration  pneumonias  and  four  postpar- 
tum eclamptics,  which  have  no  bearing  on  the  treatment. 

Forty  consecutive  cases  treated  with  vaginal  Cesarean  section 
had  only  one  death. 

Again,  \'eit  had  only  one  death  in  thirty-three  cases  treated 

the  same  way. 

A  few-  words  concerning  the  difficulties  of  the  operation,  its 

dangers,  its  effect  on  subsequent  deliveries. 

The  difficulties  of  the  operation  are  slight,  but  they  demand 
two  assistants;  while  the  operation  has  been  performed  in  private, 
it  is  distinctly  a  hosjiital  procedure.  Difliculty  can  be  avoided 
in  all  subsequent  steps  of  the  operation  by  assuring  sufficient 
room  for  the  rapid  passage  of  the  head  through  the  vagina  and 
over  the  perineum  by  preliminary  manual  dilatation  of  the  peri- 
neum and  vagina,  or  by  simple  episiotomy  and  manual  dilatation, 
or  by  Schuchardt's  perineo-vaginal  incision.  Always  deliver 
by  version,  unless  the  uterus  is  tightly  hooded  around  the  fetus. 

Concerning  the  dangers  of  the  operation:  Hemorrhage  is  not 
severe  unless  the   technic  is  faulty.     The   longitudinal    vaginal 
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incision  is  preferable  to  the  transverse  in  this  regard,  because 
it  is  impossible  to  get  a  siiflficient  opening  in  the  transverse  to 
admit  a  large  head  without  tearing  into  the  broad  ligaments, 
causing  troublesome  venous  hemorrhage.  Another  factor  in 
preventing  hemorrhage  is  to  avoid  tearing  laterally  at  the  top 
of  the  uterine  incision  in  extracting  through  an  insufficient 
opening.  Bumm  first  pointed  out  that  in  the  majority  of  cases 
the  anterior  uterine  incision  is  sufficient,  being  easily  made  for  a 
distance  of  eight  to  ten  centimeters;  but  in  the  cases  of  large 
babies  or  where  difficulty  is  met  in  drawing  down  the  uterus  to 
make  the  anterior  incision  of  this  length,  the  posterior  should 
be  made  also.  The  third  factor  in  hemorrhage  is  uterine  inertia. 
Hypodermics  of  ergotol,  given  as  the  operation  begins,  avoid 
this  factor.  If  bleeding  persists,  the  uterus  may  be  packed 
while  the  sutures  are  being  inserted,  and  the  packing  removed 
at  the  end  of  the  operation.  An  important  matter  in  these 
eclampsia  cases  is  to  avoid  leaving  the  packing  in  the  uterus  lest 
it  act  as  an  irritating  cause  to  keep  up  convulsions.  Hammer- 
schlag  reports  a  case  having  twelve  convulsions  which  stopped 
promptly  on  removing  the  packing. 

The  second  danger  is  sepsis.  If  infection  occurs  there  is  a 
comfort  in  not  having  invaded  the  peritoneal  cavity.  Drainage 
should  be  assured  to  be  sufficient.  Ruhl  pointed  out  that  a 
preliminary  dilatation  with  metal  dilators  to  two  and  a  half 
centimeters  accomplishes  this  result.  A  glass  drainage-tube 
sewn  into  the  cervix  gives  the  same  result,  or  packing  the  cervix 
for  from  twelve  to  twenty-four  hours.  The  Fowler  position 
gives  distinctly  better  drainage.  In  the  majority  of  cases 
drainage  takes  care  of  itself.  If  sepsis  is  known  to  be  present, 
vaginal  hysterectomy  should  be  carried  out  at  the  time  of  oper- 
ation. Hammerschlag  reports  but  two  cases  of  sepsis  in  one 
himdred  and  forty  cases,  and  in  both  of  these  manual  dilatation 
had  been  tried  before  operation. 

The  danger  of  injury  to  the  bladder  is  slight,  and  may  be 
minimized  by  separating  the  bladder  by  means  of  stick  sponges 
or  gauze  over  the  end  of  the  index-finger  and,  as  Fry  has  pointed 
out,  by  peeling  back  in  a  lateral  direction,  thus  separating  the 
utero-vesical  ligaments. 

Concerning  the  effect  of  this  operation  on  subsequent  deliv- 
eries: Very  little  is  to  be  found  in  the  literature,  a  fact  rather 
convincing  that  subsequent  labors  are  easy.  No  case  of  rupture 
of  the  scar  has  been  reported.     Moran  has  made  a  study  of  this 
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aspect  of  the  operation,  collecting  twelve  cases  of  labor  after 
previous  vaginal  Cesarean  section,  all  of  which  were  normal  but 
two.  One  of  Diihrssen's  requiring  a  bag  for  six  hours  because 
of  a  transverse  presentation  and  one  of  Ruhl's  requiring  multiple 
incisions  for  a  fibrous  cervix,  neither  of  which  conditions  bore 
any  relation  to  the  former  operation.  Ruhl  gives  it  as  his 
opinion  that  vaginal  Cesarean  section  cannot  have  any  bad 
influence  on  subsequent  labors. 

Bearing  witness  to  the  justification  and  value  of  this  treat- 
ment, I  report  the  following  cases: 

Case  I. — Mrs.  1850,  Jewish  Hospital,  primipara,  nineteen 
vears  old,  six  months  pregnant,  not  in  labor,  had  three  severe 
convulsions,  and  was  admitted  to  the  maternity  service  in  coma. 
Her  pulse  was  90,  of  moderate  tension.  Her  urine  was  10 14 
specific  gravity  and  boiled  solid.  Her  pelvic  measurements 
were  ample  and  her  vaginal  examination  showed  a  long  undilated 
primiparous  cervix.  She  was  rapidly  prepared,  and  received  a 
hypodermic  injection  of  ergotol  just  as  the  operation  was 
begun.  Under  chloroform  and  oxygen  anesthesia,  her  perineum 
and  vagina  were  dilated  manually,  including  an  annular  septum 
of  the  vagina  which  admitted  one  finger  and  was  situated  about 
six  centimeters  from  the  vulvar  opening.  A  weighted  speculum 
was  then  inserted,  two  lateral  vaginal  retractors,  and  the  cervix 
was  grasped  with  two  tenacula  placed  laterally.  The  vagina 
was  then  incised  transversely  in  the  anterior  fornix  and  the 
bladder  peeled  back  from  the  anterior  surface  of  the  uterus  by 
means  of  stick  sponges.  The  bladder  was  held  up  out  of  the 
way  by  means  of  a  Pryor  trowel  retractor.  The  cervix  anteriorly 
was  then  split  up  into  the  lower  uterine  segment,  a  distance  of 
about  ten  centimeters,  by  grasping  with  tenacula  successively 
the  lateral  edges  of  the  angle  of  the  wound,  drawing  down  the 
anterior  wall  and  enlarging  the  cut  upward  with  long  straight 
scissors. 

All  instruments  were  then  removed.  A  podalic  version 
breech  extraction  and  manual  removal  of  placenta  and  mem- 
branes were  rapidly  accomplished.  The  fetus  weighed  four 
pounds  and  lived  thirty  hours,  dying  from  prematurity.  The 
retractors  were  then  reinserted,  the  parts  identified,  the  uterus 
drawn  down  to  the  vaginal  orifice  and  the  incisions  closed  with 
interrupted  chromic  cat-gut  sutures,  inserted  down  to  the  mucosa. 
The  vault  was  then  sutured  with  running  catgut,  except  for  a 
small  opening  one  and  a  half  centimeters  long  left  over  the  cut 
in  the  uterus.  A  narrow  strip  of  iodoform  gauze  was  inserted 
into  this  opening  between  the  uterus  and  the  bladder.  The 
patient  was  lavaged  on  the  table,  and  one-half  ounce  of  magne- 
sium sulphate  and  one  pint  of  water  were  left  in  the  stomach.  The 
time  of  the  operation  to  the  delivery  of  the  baby  was  five  minutes; 
total  time  twenty  minutes.     Hemorrhage  slight.     vShe  returned 
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to  the  ward  in  good  condition,  was  put  on  Kemp  irrigations, 
and  nitroglycerin  grains  i/ioo  every  hour.  The  effect  was 
magical.  In  two  hours  she  was  conscious  and  began  to  urinate. 
She  slept  naturally,  and  proceeded  steadily  through  an  unevent- 
ful convalescence,  being  discharged  on  the  twenty-third  day. 
The  gauze  drain  was  removed  at  the  end  of  eighteen  hours. 
The  examination  at  discharge  showed  an  intact  perineum,  a 
transverse  scar  in  the  anterior  vaginal  fornix,  perfectly  healed, 
the  cervix  very  small  and  short,  one  and  one-half  centimeters 
long,  with  a  narrow  scar  on  the  anterior  lip.  The  uterus  was 
well  involuted,  anteverted,  anteflexed,  fairly  movable  and  not 
tender.  Her  urine  at  that  time  still  showed  a  trace  of  albumin. 
The  after-history  of  the  case  is  so  far  uneventful.  Menstruation 
was  reestablished  in  three  months,  with  slight  cramping  pain  the 
first  time. 

Case  II. — Mrs.  2377,  Jewish  Hospital,  twenty-five  years  old, 
primipara,  six  and  one-half  months  pregnant,  not  in  labor,  two 
convulsions  befjre  admission,  one  after,  deep  coma  Exami- 
nation showed  a  very  frail  woman  with  a  pulse  of  130,  poor 
quality,  systolic  pressure  of  100,  rales  at  the  base  of  both  lungs. 
Her  condition  w^as  very  critical.  The  pelvic  measurements 
were  ample  and  the  cervix  was  long  and  rigid.  She  was  sub- 
mitted to  the  same  treatment  as  noted  in  the  first  case  and  a 
dead  fetus  delivered  by  version.  After  the  operation  she 
became  conscious  at  the  end  of  eight  hours,  and  at  the  end  of 
twenty-four  hours  was  passing  urine  freely.  Her  temperature 
fell  tj  normal  and  her  pulse  to  below  100.  On  the  third  day  she 
developed  an  aspiration  pneumonia  and  died  on  the  second  day 
following.  Her  eclampsia  was  entirely  cleared  up.  and  she 
secreted  over  sixty  ounces  of  urine  during  the  twenty-four  hours 
preceding  death.  The  clinical  picture  was  that  of  a  severe 
pneumonia  in  a  poor  subject  with  a  w^eakened  circulation. 

Case  III. — Mrs.  2564,  Jewish  Hospital,  twenty-three  years  old, 
primipara,  eight  and  a  half  months  pregnant,  not  in  labor,  was 
admitted  to  the  maternity  service  suffering  from  eclampsia, 
having  had  three  convulsions.  Examination  showed  a  large 
woman,  very  cyanotic,  with  a  pulse  of  90  and  a  systolic  pressure 
of  160.  Her  pelvic  measurements  were  ample  and  vaginal  ex- 
amination showed  a  long  closed  primiparous  cervix.  vShe  was  sub- 
mitted to  the  above  treatment  by  my  associate  Dr.  Beach  and 
deli\ered  of  a  live  baby,  45  centimeters  long  and  weighing  four 
pounds  and  fourteen  ounces.  Considerable  difficulty  was  ex- 
perienced in  this  case  in  pulling  dow^n  the  anterior  uterine  wall 
toward  the  vulvar  opening.  This  was  due  apparently  to  a  scanty 
amount  of  liquor  amnii  present  and  the  unmoulded  fetal  head 
infringing  on  the  pelvic  brim.  After  emptying  the  uterus,  how- 
ever, the  sutures  were  easily  introduced  as  the  entire  organ  could 
be  brought  down  by  means  of  pressure  from  above  and  traction 
from  below.  Her  eclamptic  condition  cleared  up  promptly  and 
she  was  conscious  in  four  hours.     Her  convalescence  however, 
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was  slightly  stormy  because  of  an  extravasation  into  the  right 
broad  ligament  which  did  not  break  down,  but  caused  tenderness 
in  the  right  lower  abdomen,  associated  with  fever.  Mother  and 
child  left  the  hospital  in  good  condition  on  the  eighteenth  day. 
Examination  of  mother  on  discharge  showed  a  slight  thickening 
of  the  right  broad  ligament  posteriorly.  The  uterus  was  in  good 
position  well  involuted  and  the  wound  entirely  healed. 

Case  IV. — Mrs.  2708,  Jewish  Hospital,  primipara,  twenty- 
eight  years  old,  five  months  pregnant,  not  in  labor,  had  four 
convulsions,  and  was  admitted  in  coma.  Her  examination 
showed  an  eclamptic  state,  with  a  typical  primiparous  condition 
of  the  internal  genitalia.  She  was  submitted  at  once  to  the 
same  operative  treatment  as  the  proceeding  cases,  with  the  addi- 
tion of  a  bilateral  episiotomy ;  the  anterior  uterine  incision  in  this 
case  was  not  made  long  enough  and  the  after  coming  head  of  the 
nonviable  fetus  had  to  be  perforated.  The  patient  was  conscious 
two  hours  after  the  operation,  out  of  bed  the  fourteenth  day  and 
went  home  on  the  nineteenth  day.  Examination  of  genitals  on 
discharge  showed  the  pelvic  organs  normal,  healed  per  primam. 

Case  V. — Mrs.  2744,  Jewish  Hospital,  age  eighteen,  primipara, 
not  in  labor,  pregnant  at  term,  several  convulsions  before  ad- 
mission, one  in  the  hospital,  patient  in  deep  coma.  Examination 
showed  ample  measurements  and  a  primiparous  undilated  cervix. 
Submitted  so  the  same  treatment  with  the  usual  result,  including 
in  this  case  the  delivery  of  a  seven-pound  healthy  baby. 
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Meeting  of  November   lo,    1908. 
The  President,  J.  Clifton  Edgar,  M.  D.,  in  the  Chair. 
Dr.  H.  J.  BoLDT  presented  three  specimens: 

MYOMATOUS    UTERUS   OF    UNUSUAL   SOFTNESS. 

B.  M.,  forty-one  years  of  age,  had  been  ill  for  three  years  com- 
plaining of  pain  in  the  lower  abdomen  and  backache,  and  profuse 
leukorrhea.  Menstruation  was  at  regular  intervals  but  very 
profuse,  of  four  days'  duration.  The  interesting  feature  of  the 
condition  was  the  extreme  elasticity  of  the  neoplasm;  the  utirus 
was  so  soft  that  the  woman  was  considered  to  be  pregnant  by 
several  physicians.  Another  feature  of  interest  was  the  limita- 
tion of  inflammatory  adhesions  to  the  lower  segment  of  the 
uterus;  here  the  adhesions  were  firm  and  the  sigmoid  flexure  and 
rectum  were  quite  intimately  connected  with  the  myomatous 
uterus. 

A  report  of  the  microscopic  examination  made  at  the  Prac- 
titioner's Laboratory  is  as  follows: 

"Section  into  the  anterior  wall  of  the  tumor  presents  the 
endometrium  as  a  single  layer  of  flat  cells  with  compressed 
oblong  nuclei.  The  mucosa  is  atrophied  and  replaced  by 
tumor.  Peripherally,  tumor  consists  mostly  of  laminated  con- 
nective tissue  with  occasional  bands  of  smooth  muscle.  More 
centrally,  the  connective  tissue  is  more  succulent. 

"The  blood-vessels,  not  markedly  increased,  show  somewhat 
thickened  walls  with  connective-tissue  hyperplasia  of  media  and  to 
less  degree  in  adventitia  but  not  obliterating  lumen  except  in  an 
occasional  vessel.  The  intima  seems  intact  in  most  of  the  vessels. 
There  are  a  few  new-formed  blood-vessels,  found  especially  in  new 
loose  connective  tissue.  Centrally  this  section  shows  the  tissue 
fibrous  and  succulent  with  bands  of  smooth  muscle,  but  no  very 
definite  connection  was  noted. 

"Section  2. — ^This  is  through  the  lateral  uterine  mucosa  where 
the  pressure  of  the  tumor  is  not  so  great.  The  glandular  tissue 
shows  more  hypertrophy  than  any  marked  degree  of  hyperplasia. 
The  lumina  in  most  of  the  glands  are  dilated.  The  epithelium 
is  swollen,  high  cylindrical  in  type,  occasionally  showing  some 
hyperplasia.  Nearer  the  muscularis  the  glands  show  more 
hyperplasia.  The  interglandular  stroma  in  this  portion  shows 
distinct  hyperplasia.  Nearer  the  uterine  cavity  centrally  the 
stroma  is  more  edematous  and  shows  a  few  blood-vessels  con- 
gested with  moderate  exudation  of  blood-cells.     The  blood-ves- 
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sels  are  not  increased  and  beyond  the  moderate  interstitial 
changes  are  apparently  normal.  The  muscularis  of  uterus  shows 
intestitial  fibroma  replacing  in  parts  the  muscular  strands.  The 
blood-vessels  are  comparatively  few  in  number  showing  a  slight 
degree  of  sclerosis  of  wall  (especially  media). 

"Section  3  shows  periphery  of  glandular  tissue  with  muscu- 
laris.    The  muscular  coats  show  interstitial  fibrous  hyperplasia." 

LARGE     GLOBULAR     PYOSALPINX     SIMULATING    AN     OVARIAN    CYST. 

How  difficult,  in  fact  not  seldom  impossible,  it  sometimes  is 
to  make  a  correct  diagnosis  is  well  illustrated  by  the  pyosalpinx 
presented.  The  patient  (S.  R.)  from  whom  it  was  removed  is 
twenty-five  years  of  age.  The  severity  of  the  symptoms  which 
induced  her  to  consult  her  family  physician,  who  referred  her  to 
me,  were  only  of  six  days'  duration.  She  suffered  from  severe  pain 
in  the  abdomen,  most  intense  in  the  right  hypogastric  region. 
She  presented  the  typical  picture  of  a  person  ill  with  peritonitis. 
While  the  bimanual  examination  was  not  possible  so  far  as  out- 
lining the  minute  topography  of  the  pelvic  organs,  because 
of  the  severe  pain  which  even  slight  pressure  caused,  it  was 
evident  that  there  was  present  a  retrouterine  tumor  which  was 
thought  to  have  its  origin  from  the  right  ovary.  The  cause  of 
the  peritonitis  was  thought  to  be  found  in  a  twist  of  the  pedicle. 

On  operation  the  tumor  was  found  to  be  a  large  pyosalpinx 
which  was  extensively  adherent  to  the  posterior  surface  of  the 
uterus  and  to  the  pelvic  floor.  At  about  the  junction  of  the 
uterine  third  with  the  abdominal  two-thirds  of  the  Fallopian 
tube,  there  was  a  twist  of  the  Fallopian  tube.  The  peritonitis 
undoubtedly  was  caused  by  this  twist  in  the  tube.  The  vermi- 
form appendix  was  acutely  inflamed  from  continuity  of  the  in- 
flammation. A  small  piece  of  seemingly  fairly  normal  ovarian 
tissue  was  implanted  into  the  uterine  cornu  from  whence  the 
interstitial  part  of  the  tube  was  exsected.  This  w^as  done  because 
it  is  my  custom  never  to  sacrifice  any  ovarian  tissue  that  can  be 
saved  when  operating  for  the  removal  of  ovarian  tumors  or 
adnexal  inflammation,  and  because  of  the  inflamed  condi- 
tion of  the  opposite  Fallopian  tube,  which  was  not  removed 
as  it  was  not  yet  involved  in  a  suppurative  process,  and 
under  the  circumstances  there  was  a  possibility  of  the  salpingitis 
subsiding;  on  the  other  hand,  should  spontaneous  restoration  of 
the  affected  tube  not  take  place,  and  should  it  be  changed  also 
into  a  pyosalpinx,  one  could  not  at  this  time  foresee  whether  the 
corresponding  ovary  would  not  be  involved  to  such  extent  as  to 
require  complete  removal. 

The  diameter  of  the  globular  part  of  the  pyosalpinx  is  exactly 
41/2  inches. 

VERY  LARGE    OVARIAN    TUMOR  WITH   RUDIMENTARY  UTERUS. 

Patient,  Miss  D.,  twenty-five  years  old,  said  that  she  had  been 
feeling  well  until  last  August,  when  she  began  to  have  pain  in  the 
lower  abdomen  which  increased  much  in  intensity  for  a  few  weeks, 
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and  then  gradually  subsided.  The  abdomen  began  to  rapidly 
increase  in  size  with  the  advent  of  the  pain.  She  had  never 
menstruated,  and  had  been  treated  for  several  months  by  a 
woman  gynecologist  with  electricity  for  the  purpose  of  estab- 
lishing the  menstrual  function.  Her  care  under  the  doctor  had 
continued  up  to  about  a  week  of  her  consultation  with  Dr.  Boldt. 
She  had  been  informed  that  the  great  abdominal  distention  was 
caused  by  the  absence  of  menstruation.  She  had  also  lost  much 
flesh  and  much  in  weight  since  August.  No  appetite  and  much 
nausea  with  occasional  vomiting. 

Examination  showed  the  abdomen  to  be  enormously  dis- 
tended by  a  swelling  which  reached  up  to  the  ensiform  cartilage. 
The  superficial  veins  were  greatly  dilated.  The  uterus  could  not 
be  felt,  but,  judging  from  the  rudimentary  vaginal  portion  of  the 
cervix,  the  conclusion  was  drawn  that  the  uterus  was  probably 
also  rudimentary.  The  cul-de-sac  of  Douglas  was  moderately 
distended  by  a  swelling  which  obviously  contained  fluid. 
Under  ether,  while  it  was  not  positive,  yet  from  the  general  con- 
dition found  it  was  thought  likely  that  the  abdomen  was  dis- 
tended by  an  unusually  large  ovarian  cyst.  Operation  verified 
that  supposition.  The  tumor  extended  up  to  the  diaphragm, 
causing  upward  pressure  on  it.  It  was  extensively  adherent  to 
the  parietal  peritoneum,  but  the  most  extensive  adhesions  were 
to  the  mesentery,  in  fact  with  that  a  pedicle  was  formed.  The 
cyst  had  its  origin  from  the  right  ovary.  On  the  opposite  side  a 
tumor  was  also  beginning  to  form.  The  uterus  could  at  first 
not  be  found  owing  to  its  small  size,  but  it  was  then  definitely 
mapped  out  between  the  broad  ligaments.  It  was  only  a  little 
larger  than  a  lima  bean.  The  pedicle  of  the  tumor  had  three 
twists  from  left  to  right,  and  this  was  undoubtedly  the  cause 
of  the  pain  in  August  and  the  rapid  increase  in  the  size  of  the 
tumor.  The  contents  of  the  tumor  were  moderately  thick,  gelat- 
inous and  turbid.  The  weight  of  the  tumor  was  unfortunately 
not  ascertained,  but  from  the  size  of  the  growth  and  the  quantity 
of  fluid  contained  in  it  I  believe  it  must  have  weighed  between 
sixty  and  seventy- five  pounds. 

DISCUSSION. 

Dr.  Brothers. — From  an  embryological  point  of  view  it  is 
recognized  that  the  development  of  the  ovaries  takes  place  from 
a  different  embryonic  layer  than  the  uterus,  that  is,  the  Mullerian 
ducts  fuse  and  form  the  Fallopian  tubes  and  uterus,  whereas  the 
overies  have  a  different  origin.  The  point  of  interest  in  the  case 
is  that  in  girls  who  do  not  menstruate,  in  whom  the  uterus  is 
entirely  undeveloped,  the  ovaries  may  be  fully  developed,  or 
may  undergo  pathological  changes.  I  ask  the  doctor  whether 
this  girl  had  menstrual  molimena  with  the  absence  of  menstrual 
flow. 

The  practical  point  is  where  the  ovaries  are  fully  developed  and 
produce    severe    menstrual    molimena    and   this    is   associated 
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with  constitutional  disturbances,  we  should  do  a  laparotomy  and 
remove  them.  Of  course  where  they  degenerate  the  indication 
for  surgical  relief  becomes  all  the  more  urgent. 

Dr.  VinEBERg. — The  case  emphasizes  the  point  Dr.  Brothers 
has  made.  I  do  not  think  there  is  an  instance  on  record  where 
there  has  been  absence  of  the  uterus,  where  both  ovaries  have 
been  absent.  A  very  famous  case  occurred  some  years  ago,  when 
Thomas,  Peaslee  and  Emmet  examined  the  same  patient  under 
anesthesia  and  said  there  was  an  absence  of  the  ovaries.  The 
woman  was  operated  upon  and  one  ovary  was  found.  After 
death  search  was  made  and  another  ovary  was  found. 

In  a  case  of  my  own,  in  a  young  woman  with  absence  of  the 
vagina  and  absence  of  the  uterus,  in  so  far  that  the  uter- 
ine tissue  was  represented  by  a  nodule  about  the  size  of  a 
pea — at  first  there  were  no  ovaries  to  be  found  in  the  pelvic 
cavity.  Finally  we  found  one  ovary  on  the  right  side,  very  high 
up,  just  a  little  below  the  kidney.  The  left  ovary  was  found  after 
some  search  in  the  false  pelvis  on  the  left  side.  I  merely  mention 
this  case,  as  illustrating  the  unrehability  of  the  cases  reported 
in  literature  in  which  it  is  stated  there  is  absence  of  the  uterus  and 
ovaries,  from  an  examination  made  through  the  vagina  or 
rectum. 

Dr.  Howard  C.  Taylor.^ — There  is  one  point  in  the  technic 
used  by  Dr.  Boldt  in  his  case  of  pyosalpinx  of  which  I  would 
like  to  speak.  If  I  understood  him  correctly,  one  tube  and 
ovary  was  left  in,  the  other  ovary,  which  had  been  entirely 
severed  from  its  attachments  was  sutured  to  the  side  of  the 
uterus.  In  my  opinion,  one  normal  tube  and  ovary  is  better  than 
a  normal  tube  and  ovary  together  with  an  ovary  that  is  more  or 
less  diseased  as  the  former  will  perform  the  necessary  functions 
and  the  latter  is  liable  to  give  trouble.  This  same  reasoning 
should  in  my  judgment  apply  to  an  ovary  that  has  been  entirely 
severed  from  its  attachments. 

Dr.  B(jij)T. — I  would  like  to  make  one  additional  statement 
with  regard  to  the  rudimentary  uterus  patient.  Her  Fallopian 
tubes  are  also  rudimentary.  In  fact  I  would  not  have  recognized 
them  as  Fallopian  tubes  if  I  had  not  been  able  to  trace  them 
from  the  rudimentary  uterus  to  the  tumor. 

Dr.  Austin  Fuint,  Jr.,  showed  a  specimen  of 

renal  calculus. 

The  patient  from  whom  this  specimen  was  removed  was 
admitted  to  the  Woman's  Hospital,  November  5,  1907. 

She  gave  a  history  of  pain  referable  to  the  region  of  the  right 
kidney,  which  had  lasted  about  a  year.  At  that  time,  a  diagnosis 
of  abscess  of  the  kidney  was  made. 

On  admission,  an  examination  of  the  urine  showed  a  specific 
gravity  of  1012,  a  faint  trace  of  albumen,  pus,  and  a  large  amount 
of  urates.  Five  days  later,  there  were  present  red  blood-cells 
in  rather  large  quantities.      No  tubercle  bacilli  were  found. 
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The  operation  was  performed  on  November  20,  and  the  kidney 
was  removed.  It  was  densely  adherent  and  a  small  abscess  in  the 
upper  pole  ruptured  during  the  freeing  of  adhesions.  The 
kidney  substance  was  found  to  be  practically  filled  with  large 
branching  calculi,  almost  penetrating  the  substance  of  the 
kiney  in  two  or  three  places. 

The  patient  made  an  uninterrupted  recovery  and  was  dis- 
charged in  about  four  weeks. 

In  spite  of  the  presence  of  these  very  large  calculi,  an  :c-ray 
photograph  was  entirely  negative. 

Dr.  VinEberg. — I  would  like  to  ask  if  a  cystoscopic  examina- 
tion was  made  in  this  case. 

Dr.  Flint. — ^Yes,  in  both  cases. 

The  cystoscope  in  the  first  case  showed  inflammation  of  the 
bladder.  An  attempt  to  pass  a  catheter  failed.  I  could  not 
get  the  catheter  into  either  of  the  ureters.  They  were 
both  discharging  urine,  however,  and  on  one  side  a  purulent 
material. 

In  the  second  case  the  cystoscope  simply  showed  swollen 
ureters  and  cystitis,  and  that  both  kidneys  were  discharging 
urine.  In  neither  case  was  it  possible  to  pass  a  catheter  into 
the  ureter.  In  the  first  case  a  cystoscopic  examination  was 
made  by  both  methods,  the  Kelly  cystoscope  and  the  electric 
cystoscope. 

Dr.  Pinkham. — In  jc-ray  pictures  urate  stones  do  not  show 
while  phosphatic  stones  do  show.  In  a  recent  case  there  was 
diagnosis  of  stone  in  the  ureter.  An  rc-ray  picture  was  taken, 
and  a  very  distinct  shadow  found,  one  and  one-half  centimeters 
above  the  bladder.  The  patient  consented  to  operation.  We 
cut  down  and  could  not  feel  a  thing  in  the  ureter.  The  catheter 
was  passed,  and  we  could  not  find  anything  but  mucus.  This 
mucus  contained  little  phosphatic  granules. 

I  had  a  similar  experience  of  having  a  large  diffuse  shadow 
show  in  the  kidney.  That  was  unquestionably  due  to  the  de- 
posit of  phosphates  through  the  kidney  itself.  I  have  seen 
plenty  of  pictures  at  medical  meetings  in  which  the  blame  has 
been  placed  on  the  radiographer  when  it  was  due  entirely  to  the 
material  of  the  stone. 

Dr.  Brothers. — I  have  in  connection  with  the  discussion  of 
Dr.  Boldt's  case  at  the  last  meeting  a  small  ureteral  calculus 
which  occurred  in  a  woman  who  underwent  an  attack  of  renal 
colic,  in  which  the  diagnosis  was  more  or  less  difiicult.  She 
failed  to  pass  the  stone  in  forty-eight  hours  after  treatment  began. 
At  that  time  she  came  to  the  office  and  I  saw  with  the  cystoscope 
the  stone  protruding  from  the  ureteral  orifice.  I  did  not  have 
any  instruments  at  hand  to  remove  it,  and  ordered  her  to  come 
at  a  later  date.  When  she  did  come,  she  had  passed  it.  So 
small  impacted  stones  can  pass  sometimes,  without  further 
interference.     This    woman    had    no    urinary    symptoms.     The 
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urine  did  not  back  up  at  all  and  must  have  dribbled  alongside 
the  impacted  calculus. 

Dr.  S.  M.  Brickner,  presented  the  report  of 

TWO    FATAL    CASES    OF    PELVIC    ABSCESS. 

The  first  case  I  have  to  report  was  a — 

Large  acute  pyosalpinx;  incision  through  posterior  fornix; 
hemorrhage  from  a  vein  in  the  broad  ligament;  laparotomy;  direct 
transfusion;  and  death  from  acute  sepsis. 

E.  N.,  a  primipara,  aged  twenty-one  was  admitted  to  the  Mt. 
Sinai  Hospital  two  weeks  after  delivery  of  a  nine-pound  baby  at 
eight  and  one-half  months'  pregnancy.  The  labor  was  difficult, 
but  noninstrumental;  she  was  torn  slightly  and  not  repaired. 
For  eight  days  after  labor  she  was  well,  and  then  had  fever, 
chills  and  vomiting,  with  cramps  in  the  lower  part  of  the  ab- 
domen. She  was  curetted  the  next  day,  but  the  fever,  chills  and 
vomiting  recurred  frequently,  and  she  was  curetted  three  times 
again  before  admission  to  the  hospital  on  September  17,  1908. 
After  admission  these  symptoms  persisted.  There  was  little 
vaginal  discharge.  She  was  unable  to  urinate  without  catheteri- 
zation. 

Her  temperature  on  admission  was  102.8°,  pulse  120,  respira- 
tions 28,  general  condition  good.  Physical  examination  was 
negative  except  for  a  soft,  systolic  murmur  at  both  basic  orifices 
of  the  heart  and  accentuation  of  both  basic  second  sounds. 

The  abdomen  was  slightly  rigid  and  tender  below  the  um- 
bilicus. This  was  most  marked  over  the  uterus,  which  could  be 
felt  four  fingers  above  the  symphysis.  The  vagina  was  lax 
and  there  was  a  small,  dirty-looking,  granulating  tear  in  the 
fourchette.  The  cervix  was  closed,  but  not  lacerated.  The 
uterus  came  to  within  two  fingers  of  the  umbilicus;  and  was 
soft,  not  tender.  Behind  the  uterus  was  a  tongue-shaped 
exudate  in  the  recto-vaginal  septum.  Both  fornices  were  clear; 
resistance  could  be  felt  high  up.  Aspiration  the  following  day 
showed  no  pus. 

On  admission  the  blood  count  was:  Hemoglobin  55  percent., 
white  blood-cells  60,000,  and  polynuclears  81  per  cent.  Nine 
days  later  it  stood:  white  blood-cells  32,000,  polynuclears  78  per 
cent.  In  the  third  week  the  white  blood-cells  had  fallen  to 
25,000,  the  polynuclears  to  70  per  cent. ;  and  the  hemoglobin  had 
risen  to  65  per  cent. 

From  the  thirteenth  day  the  exudate  had  appeared  to  be 
clearing  up.  There  was  a  distinct  mass  on  the  left  side,  and  the 
uterus  was  large  and  soft.     The  temperature  was  102°. 

In  the  third  week  the  temperature  was  running  from  102°  to 
104°,  and  as  fluctuation  could  be  distinctly  detected,  it  was 
decided  to  liberate  and  drain  the  pus  from  below. 

Aspiration  in  the  median  line  behind  the  cervix  was  negative. 
A  second  incision  to  the  left  brought  ])us.  A  curved  scissors 
was  introduced  along  the  needle  through  the  vaginal  vault  into 
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the  abscess  cavitv.  Thick  pus,  to  the  amount  of  four  ounces  was 
evacuated,  and  a  rubber  tube  inserted.  The  pus  became  blood- 
tinged,  and  a  thin  stream  of  dark  blood  began  to  flow,  continuing 
for  about  a  minute.  At  this  time  it  was  thought  probable  that  an 
infected  hematocele  had  been  opened,  but  as  the  patient's  pulse 
became  rapid  and  finally  almost  imperceptible,  the  conclusion 
was  reached  that  a  vein  had  been  injured.  Laparotomy  was  in- 
stantly performed,  with  a  median  suprapubic  incision.  To  the 
left  of  the  uterus  lav  a  large  pyosalpinx,  about  the  size  of  a  fetal 
head,  pushing  the  uterus  to  the  right.  The  anterior  wall  had 
been  partly  cut  through  by  the  scissors,  which  had  divided  a 
large  vein.  There  was  no  active  bleeding,  the  vein  having  col- 
lapsed, and  there  was  no  free  blood  in  the  abdomen.  In  ex- 
posing this  condition  the  pyosalpinx  was  ruptured,  a  large 
amount  of  pus  escaping  into' the  cavity.  A  packing  w^as  laid 
against  the  torn  vein  and  brought  out  into  the  vagina,  and  the 
wound  closed.  The  hemoglobin  was  45  per  cent,  after  the 
operation. 

Her  condition  was  poor.  The  pulse,  running  from  150  to  170, 
improved  somewhat  under  stimulation,  slowing  down  to  140, 
small.  During  the  next  two  days  she  was  distended  and  dehri- 
ous,  requiring  large  doses  of  morphin.  The  pulse  was  from 
170  to  180,  becoming  almost  imperceptible;  and  the  temperature 
rose  to  104.6°,  with  Hg.,  50  per  cent.  Transfusion  from  husband 
to  wife  was  decided  upon,  after  hemolysis  test,  by  the  Frank 
method,  from  the  radial  artery  to  the  median  basilic  vein. 
This  could  not  be  continued  for  more  than  ten  minutes,  because 
of  the  restlessness  of  the  patient.  She  threw  herself  from 
side  to  side  and  could  not  be  restrained.  Her  condition  became 
progressively  worse,  and  she  died  in  the  early  evening.  The 
antemortem  temperature  was  107°. 

The  autopsy  findings  were,  in  brief,  a  large  intraparietal 
abscess  in  the  abdominal  wound,  considerable  pus  in  the  pelvis, 
but  no  general  peritonitis.  At  the  site  of  the  left  tube  and  ovary 
was  a  mass  about  the  size  of  an  orange,  with  thick  walls  slightly 
adherent  to  the  sides  of  the  pelvis.  The  walls  were  velvety 
and  hemorrhagic,  and  there  was  evidently  a  thickened  and 
distended  tube.  No  connection  with  the  uterus  could  be 
demonstrated.  The  right  tube  and  ovary  was  normal. 
The  second  history  is  of  a — 

Pelvic  abscesss;  incision  and  drainage  through  posterior  jormx; 
amyloid  kidney,  liver  and  spleen;  chronic  nephritis;  death. 

F.  K.,  aged  thirty-two,  was  admitted  to  Mt.  Sinai  Hospital, 
October  2.  She  had  had  six  children,  all  noninstrumental 
deHveries.  Since  the  last,  ten  months  ago,  she  had  never  felt 
well,  suffering  from  occasional  fever,  chills  and  sweats.  She 
had  a  white  vaginal  discharge  for  three  months  postpartum. 

The  onset  of  the  present  illness  had  been  gradual,  about  a 
week  before  admission.  There  was  dull  pain  in  the  right 
hypochondrium    radiating    to    the    back    and    epigastrium,    but 
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never  to  the  shoulder.  There  was  no  jaundice,  no  achoHc 
stools.  She  had  occasional  nausea,  but  no  vomiting;  no  chills, 
fever  or  sweats.  Her  appetite  was  fair,  there  was  no  loss  of 
weight,  and  the  pain  had  no  relation  to  meals  or  to  movements 
of  the  bowels.  Her  chief  complaint  was  a  dull  pain  in  the  right 
hypochondrium. 

In  brief,  the  physical  examination  showed  a  woman  in  poor 
general  condition,  anemic,  thin,  who  appeared  to  be  much  older 
than  her  actual  thirty-two  years.  The  heart  had  good  force. 
The  liver  was  dull  at  the  fourth  rib  to  the  sixth  space,  then 
flatness  to  one  finger  below  the  free  border.  It  could  be  felt 
at  the  free  border,  and  three  fingers  below.  The  abdomen  was 
lax,  tympanitic,  with  no  rigidity,  tenderness  or  masses.  There 
was  marked  redness  of  the  entire  vulva;  the  vagina  was  lax, 
with  a  profuse  yellow  discharge;  the  cervix  negative,  the  uterus 
moderately  enlarged,  anteflexed  and  movable.  Surrounding 
the  uterus  was  an  indurated  mass,  not  very  tender,  but  firm. 
The  right  broad  Hgament  could  plainly  be  felt  to  contain  a 
fluctuating  mass.      No  gonococci.      Blood  count: 

White  blood- cells,  60,000;  hemoglobin,  66  per  cent.;  poly- 
nuclears,  90.0  per  cent.;  small  lymphocytes,  5.0  per  cent.;  large 
lymphocytes,  3.5  per  cent.;  eosinophiles,  1.5  percent.;  no  nucle- 
ated reds. 

Urinalysis. — Average:  straw  color,  white  sediment,  faintly 
acid. 

Specific  gravity,  10 13.  Boiled  solid.  Loaded  with  pus; 
hyaline,  granular  and  waxy  casts. 

The  urine  boiled  soHd  all  the  time  of  her  illness.  She  had 
diarrhea,  vomited  large  quantities  of  brownish  fluid,  and  was 
listless,  apathetic  and  somnolent.  There  was  some  dysphagia 
and  a  burning  sensation  in  the  throat,  and  a  systolic  murmur 
at  the  right  apex.  A  small  abscess  on  the  right  labium  majora 
developed,  and  another  on  the  left  breast.  These  both  con- 
tained the  staphylococcus  aureus,  evidently  a  secondary  infection. 
Her  temperature  was  between  98°  and  99°. 

On  the  twelfth  day  postvaginal  section,  under  gas  anes- 
thesia, was  done,  a  small  amount  of  pus  evacuated  and  a  tube 
inserted. 

For  four  days  after  operation  her  condition  became  progres- 
sively worse.  On  the  fourth  day  the  bowels  moved  less  fre- 
quently. No  urine  was  voided  or  obtained  by  catheter,  she 
became  dyspneic  and  comatose.  Diuretics,  hot  packs,  in- 
fusions and  stimulents  had  no  effect.  She  died  at  6.45,  the 
antemortem  temperature  being  98°. 

The  postmortem  findings  showed  a  large  abscess  in  the  right 
side  of  the  pelvis,  containing  greenish  pus.  The  uterus  was 
normal,  the  tubes  were  not  studied.  The  spleen  was  enormously 
enlarged  and  typically  diffusely  amyloid.  The  liver  was  moder- 
ately enlarged,  showing  a  combination  of  amyloid  and  fatty 
changes.     The  kidneys  had   a   few  cysts  on   the   surface,   were 
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almost  normal  in  size.     On  section  they  were  fatty  and  amyloid. 

Blood  culture  was  negative.  Pelvic  abscess  culture  gave  B. 
Coli  communis  and  B.  Mucosus  capsulatus. 

These  two  cases  have  distinct  and  interesting  features: 

The  fatal  outcome  of  the  first  case  was  due  to  the  virulent  pus 
of  recent  formation  which  escaped  into  the  abdomen.  The 
blood  count  shows  that  although  the  patient  lost  a  great  deal  of 
blood  she  did  not  die  from  acute  anemia.  So  far  as  I  can  see,  no 
technical  fault  was  committed.  The  incision  was  not  made  in 
the  median  line  of  the  posterior  fornix,  according  to  invariable 
rule,  as  the  pus  could  not  be  liberated  at  this  point.  The 
bleeding  vessel  was  not  in  the  vagina,  where  one  occasionally 
meets  with  hemorrhage,  but  was  a  vein  running  across  the 
lower  border  of  the  broad  ligament.  There  was  no  delay  in 
getting  into  the  abdomen,  the  whole  abdominal  operation  having 
taken  less  than  five  minutes.  A  word  as  to  diagnosis:  The 
pyosalpinx  was  of  such  a  huge  size  that  a  differential  diagnosis 
between  it  and  a  true  pelvic  abscess  could  not  be  made.  In  fact, 
it  occupied  so  large  a  part  of  the  broad  ligament  that  although  it 
was  literally  and  anatomically  an  infected  tube,  for  all  clinical 
purposes  it  may  be  regarded  as  a  pelvic  abscess,  especially  as  the 
purulent  mass  was  intraligamentous.  The  case  represents  one  of 
those  unfortunate,  unavoidable  occurrences  which  meet  the 
surgeon  at  times. 

The  second  case  represents  a  type  which  is  too  frequently  seen 
in  the  large  metropolitan  hospitals:  cases  which  have  progressed 
for  months  without  a  correct  diagnosis  or  an  attempt  at  one. 
The  amyloid  condition  of  the  liver,  spleen  and  kidneys  shows  the 
length  of  time  which  must  have  elapsed  from  the  inception  of  the 
septic  process  until  its  recognition.  Although  it  was  impossible 
for  us  to  do  much  for  the  patient  in  the  hospital,  the  attempt  at 
emptying  the  abscess  was  made  with  gas  anesthesia,  and  was 
then  only  partially  successful,  as  the  autopsy  report  shows. 

Dr.  Bolt. — In  reference  to  the  use  of  scissors  which  Dr. 
Brickner  wishes  discussed,  I  w'ould  say  I  have  seen  one  death 
from  just  such  a  procedure.  His  patient's  death,  of  course,  was 
not  due  to  that.  Personally,  I  consider  it  a  technical  error  for 
any  one  to  make  use  of  a  pair  of  scissors  and  then  separate  the 
blades  for  the  purpose  of  making  a  large  opening.  There  are 
other  devices  which  are  absolutely  safe;  a  trocar  wdth  a  dilator 
attached  can  be  used  and  the  whole  pelvis  opened  wide 
enough  to  put  the  hand  into  it  without  any  danger  of  cutting  a 
vessel. 

Dr.  Vixeberg. — ^The  accident  of  having  a  hemorrhage  in 
pelvic  abscess  may  happen  no  matter  what  instrument  is  used, 
particularly  if  there  be  a  pelvic  exudate,  and  even  when  simply 
using  the  fingers.  While  the  scissors  are  not  just  the  instru- 
ments one  should  use,  still  in  using  them  as  a  dilator  on  opening 
them  up  on  withdrawing  they  do  not  cut  any  more  with  the 
backs  than  any  other  instrument. 
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The  case  raises  an  important  question:  That  is  how  to  treat 
these  chronic  cases  of  infection.  One  is  between  two  dilemmas. 
If  you  attack  them  from  below,  you  may  not  reach  the  pus.  If 
you  go  in  above,  you  are  liable  to  permit  some  of  the  pus  to 
escape  into  the  peritoneal  cavity  and  set  up  a  fatal  peritonitis. 
I  personally  feel  that  gynecologists  will  have  to  make  some  im- 
provement in  that  regard,  that  is,  to  improve  our  technic  so 
that  these  cases  may  be  operated  upon  with  comparative  safety 
even  during  the  active  stage.  If  the  surgeons  have  an  abscess 
around  the  appendix,  they  do  not  wait  until  the  temperature 
subsides — they  do  not  wait  until  the  case  becomes  chronic  and 
afebrile  before  they  interfere.  According  to  the  present  technic 
we  keep  our  patient  in  bed  for  weeks,  before  interfering  and 
even  if  she  recovers  ultimately  she  recovers  after  a  very  long 
illness.  It  seems  to  me  we  ought  to  be  able  to  attack  pus  from 
above  even  when  virulent,  and  not  expose  our  patients  to  any 
great  risk  of  infection  of  the  peritoneum. 

Dr.  West. — I  question  if  the  percentage  of  hemoglobin  is  a 
good  indication  of  the  amount  of  blood  the  patient  had  lost,  or 
the  danger  from  a  hemorrhage.  I  believe  the  proportion  of 
hemoglobin  does  not  change  greatly  rapidly. 

Dr.  M ABBOTT. — In  my  house  service  at  the  Nursery  and  Child's 
Hospital  I  had  a  case  in  which  the  pelvic  abscess  became  quite 
extensive.  Dr.  Francis  H.  ^larkoe,  who  operated  on  the  patient, 
made  not  only  free  incisions  in  the  vaginal  wall,  but  also  a  long 
and  deep  incision  in  each  buttock.  Three  drainage  tubes  were 
inserted  into  the  abscess  through  the  vagina  from  one  side  and 
two  from  the  other,  the  ends  of  all  these  tubes  being  brought  out 
through  the  gluteal  incisions  of  the  corresponding  sides  and 
left  in  situ  for  several  days  for  purposes  of  irrigation  and  drain- 
age. The  abscess  was  associated  with  a  condition  of  dissecting 
phagedena  and  I  remember  that  a  hand  could  be  passed  through 
the  counter-opening  in  the  left  buttuck  upward  into  a  large  space 
connected  with  the  abscess  and  situated  laetween  the  rectum  and 
the  hollow  of  the  sacrum.  This  gives  some  idea  of  the  extent  of 
the  incisions.  I  remember  that  the  patient  eventually  recovered. 
It  was  certainly  heroic  surgery. 

Dr.  Brickner. — ^The  criticism  of  Dr.  Boldt  1  have  felt  myself 
without  its  being  expressed,  but  the  fact  is  that  the  scissors  was 
not  used  as  a  dilator.  It  was  pushed  in  along  the  aspirating 
needle,  and  just  as  soon  as  the  vaginal  mucosa  was  apparently 
cut  through  a  Goodell  dilator  was  put  in,  and  the  tissues  stretched 
in  that  way.  Accidents  sometimes  occur,  no  matter  what  one 
uses.  I  recall  a  private  ])atient  at  the  hospital  two  years  ago 
who  had  a  pelvic  abscess  opened  in  the  usual  way  from  below 
without  any  difficulty  aj^parently.  I  was  summoned  an  hour 
later  in  haste.  Her  pulse  had  gone  up  very  rapidly.  I  found 
the  vaginal  gauze  soaked  with  blood.  We  took  her  back  to  the 
operating-room,  and  there  I  found  a  very  minute  artery  in  the 
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posterior  fornix  torn;  that  could  have  happened  with  any 
instrument. 

It  seems  that  fresh  infections,  either  of  the  parametrium  or 
of  the  tubes,  cannot  be  opened  with  impunity. 

Dr.  Brooks  H.  Wells  presented  a  specimen  of 

ADENOMYOMA    OF    THE    UTERUS. 

This  specimen  of  adenomyoma  of  the  uterus  is  presented  not 
because  it  represents  a  particularly  rare  condition,  for  we  know 
that  it  is  found  in  nearly  6  per  cent,  of  uteri  removed  for  myo- 
mata,  but  to  emphasize  certain  facts  in  regard  to  the  condition 
which  have  been  recently  developed  and  which  are  of  decided 
clinical  interest. 

My  attention  was  first  called  to  adenomyomata  in  1896  by 
Von  Recklinghausen's  work  and  since  then  I  have  recognized  the 
condition  after  operation  in  a  number  of  cases,  but  have  not  given 
it  any  especial  attention.  Though  many  instances  are  reported 
in  literature,  over  a  hundred  having  been  noted  before  1884, 
yet  the  only  definite  and  valuable  advance  in  our  knowledge  is 
contained  in  a  recent  monograph  by  Cullen.*  This  observer 
has  clinically  and  histologically  studied  92  cases  and  has  made 
clear  much  that  was  before  obscure. 

The  condition  is  characterized  by  the  growth  in  the  uterine 
musculature  of  areas  of  diffuse  myomatous  tissue  containing 
throughout  islands  of  tissue  of  varying  size  and  often  containing 
cavities  which  are  histologically  and  often  functionally  like 
normal  uterine  mucosa.  These  areas  of  mucosa  Cullen  has 
traced  in  numerous  instances  directly  from  the  mucosa  lining 
the  cavity  of  the  uterus,  and  it  would  seem  he  has  conclusively 
proved  that  in  probably  all  instances  the  islets  arise  from  the 
uterine  mucosa  and  not  from  Wolffian  "rests."  The  endo- 
metrium is  usually  normal. 

(In  his  investigation  Cullen  has  purposely  omitted  from 
consideration  the  numerous  instances  where  adenomyomatous 
tissue  is  found  in  the  anterior  uterine  wall  near  the  tubal  angle 
and  which  seem  to  be  of  no  particular  classical  importance.) 

These  tumors  are  of  slow  growth,  are  benign  and  only  require 
a  supravaginal  hysterectomy  when  it  becomes  advisable  to 
remove  them.  They  are  almost  invariably  associated  with 
small  myomatous  nodules  in  other  portions  of  the  uterus. 
Probably  because  of  the  congestion  and  consequent  swelling  of 
the  islets  of  mucosa  during  menstruation  and  the  intimate  blend- 
ing of  the  myoma  tissue  with  the  uterine  muscle-fibers  these 
tumors  are,  unlike  ordinary  myomata,  tender  and  painful 
during  menstruation.  The  condition  is  most  commonly  met 
with  after  thirty.  It  does  not  seem  in  any  way  to  predispose 
to  sterility.      Next  to  the  menstrual  pain,  the  prominent  symp- 

*  Adenomyomata  of  the  Uterus.  Cullen.     1908. 
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torn  is  profuse  and  increasing  monthly  flow,  sometimes  amounting 
to  serious  hemorrhage. 

A  knowledge  of  these  facts  makes  it  now  possible  to  diagnose 
the  condition  before  operation  with  reasonable  ease  and  certainty. 

Given  a  slowly  increasing  and  long-continued  menorrhagia 
together  with  much  menstrual  pain  referred  to  the  uterus;  a 
uterus  enlarged,  smooth  and  hard  and  probably  showing  one 
or  more  myomatous  "nail  heads"  or  larger  nodules;  no  inter- 
menstrual discharge  or  spotting  and  an  endometrium  shown  by 
the  curette  to  be' normal;  and  v/e  are  justified  in  making  the 
clinical  diagnosis  of  adenomyoma. 

The  patient,  Mrs.  M.  S.,  was  referred  to  my  service  at  the  New 
York  Polyclinic  Hospital  by  Dr.  D.  W.  Tovey.  She  was  thirty- 
three  years  of  age,  had  been  married  four  years  and  had  never  been 
pregnant.  First  menstruating  w^hen  she  was  sixteen,  the  flow 
came  on  every  twenty-eight  days,  lasted  for  six  to  eight  days, 
and  for  several  years  had  been  growing  more  profuse  and  of 
longer  duration.  She  had  always  complained  of  severe  pain 
during  menstruation  referred  to  the  region  of  the  uterus.  This 
pain  was  increasing  in  severity.  On  examination  the  fundus 
of  her  uterus  was  found  to  be  uniformly  enlarged  and  several 
small  nodules  could  be  felt  low  down  anteriorly. 

It  was  rather  jokingly  suggested  that  this  must  be  one  of 
Cullen's  adenomyomata. 

Supravaginal  hysterectomy  was  done  on  October  15,  the 
broad  ligaments  were  tied  off  with  No.  2  plain  catgut  and  sewed 
into  the  stump  of  the  cervix,  the  anterior  and  posterior  peri- 
toneal flaps  were  approximated  and  the  abdomen  closed  in 
layers  with  No.  2  chromic  gut  for  the  fascia.  A  many-tailed 
bandage  of  zinc-oxid  adhesive  plaster  was  applied  and  the 
patient  given  a  hypo,  of  gr.  1/150  of  atropin  and  gr.  i  40  of 
eserin.  She  had  very  little  reaction  and  was  allowed  out  of 
bed  on  the  second  day.     Recovery  was  rapid  and  uneventful. 

On  section  practically  the  whole  fundus  of  the  uterus  was  seen 
to  be  replaced  by  a  mass  of  diffuse  myoma  tissue  in  which,  in 
the  fresh  specimen,  numerous  small  areas  of  what  looked  like 
uterine  mucosa  could  be  seen.  The  microscopic  examination  of 
the  specimen  by  Dr.  F.  M.  Jeffries,  pathologist  to  the  Polyclinic, 
confirmed  the  diagnosis.  The  iate  shows  a  central  island  of 
endomentrial  tissue  surrounded  by  myoma  tissue. 

DISCUSSION. 

Dr.  \'inebp:rg. — I  would  like  to  ask  Dr.  Wells  how  he  would 
distinguish  this  condition  from  chronic  metritis,  chronic  fibrosis, 
etc.  I  think  all  of  us  have  come  across  cases  we  called  fibrosis 
of  the  uterus  jjresenting  just  such  symptoms  and  the  uterus  when 
removed  presenting  a  gross  appearance  not  unlike  the  one  shown 
to-night.  Is  it  probable  that  these  uteri,  if  examined  micro- 
scopically, would  show  the  adenofibromatous  structure  described 
by  Cullen?     Are  some  of  the  cases  we  have  called  fibrosis  and 
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chronic  metritis  of  the  uterus  really  instances  of  adenofibroma? 
If  so,  how  are  they  to  be  distinguished  from  those  that  are 
instances  of  nothing  more  than  a  marked  increase  of  the 
connective  tissue  with  hypertrophy  of  the  muscular  elements? 
These  cases,  as  I  see  them,  are  usually  the  end-result  of  neglected 
cases  of  subinvolution. 

Having  made  a  diagnosis  of  adenomyoma  is  operation  absolutely 
indicated?  As  the  condition  is  not  a  malignant  one,  would  not 
the  indication  for  operation  depend  upon  the  severitv  of  the 
symptoms? 

Dr.  Wells. — Dr.  Vineberg  has  partly  answered  his  own 
question.  Undoubtedly  some  of  the  cases  of  "fibrosis  of  the 
uterus"  and  possibly  all,  where  there  was  diffuse  enlargement  of 
the  body  of  the  uterus  with  small  fibroid  nodules,  a  history  of  long- 
continued  menstrual  uterine  pain  and  profuse  menstruation, 
were  instances  of  adenomyoma.  With  subinvolution  without 
complication  there  is  not  dysmenorrhea.  As  adenomyoma  is  not  a 
rnalignant  condition,  the  indications  for  operation  depend  en- 
tirely on  the    urgency  of  the  symptoms. 

{To  he  continued.) 
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OF  THE  SLOANE  MATERNITY  HOSPITAL. 

NEW  YORK  CITY. 


Meetimj  of  October  23,  190S. 
The  President,  F.  S.  Fielder,  m.  d.,  in  the  Chair. 
Dr.  Leslie  C.  Love  presented«a  report  on  a  case  of 

MATERNAL  DYSTOCIA  DUE  TO  THE  PRESENCE  OF  AN  IMPACTED 
VESICAL  CALCULUS 

which  required  the  performance  of  an  abdominal  Cesarean 
section  to  complete  the  dehvery.  The  patient  was  an  ItaHan 
woman,  twenty-five  years  of  age,  pregnant  for  the  first  time. 
She  was  admitted  to  the  Mountainside  Hospital,  Montclair, 
N.  J.,  after  having  been  in  labor  for  three  days  under  the  care 
of  a  midwife.  Examination  of  the  patient  showed  a  uterus  at 
term  firmly  contracted  and  a  fetus  in  the  L.  O.  A.  position.  The 
cervix  was  fully  dilated  and  an  obstruction  was  felt  between 
the  presenting  head  and  the  symphysis  pubis,  which  at  first 
was  regarded  as  an  exostosis.  The  membranes  had  ruptured 
two  and  a  half  days  previously  and  the  hquor  amnii  had  practi- 
cally all  drained  away.  Between  the  pains  it  was  possible  to 
move  the  obstructing  mass  a  little,  eUminating  the  idea  that  it 
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was  an  exostosis.  The  head  could  not  make  any  progress  and 
an  attempt  was  then  made  to  push  the  mass  back,  the  patient 
being  in  the  lithotomy  position  and  under  chloroform.  This 
maneuver  was  found  impossible.  After  finding  out  that  the 
mass  was  probably  a  vesical  calculus,  the  bladder  was  exposed 
through  an  opening  in  the  anterior  vaginal  wall  and  then  incised. 
The  calculus,  for  such  it  proved  to  be,  could  not  be  delivered 
because  the  head  was  so  firmly  inpacted  in  the  pelvis  by  the 
tightly  contracted  uterus  that  it  could  not  be  pushed  upward 
sufficiently  to  permit  the  release  of  the  calculus  from  its  wedged 
position. 

An  abdominal  Cesarean  section  seemed  to  furnish  the  only 
solution  of  the  difficulty  and  this  was  accordingly  done.  A 
living  child,  seven  pounds  in  weight,  was  secured.  After  sutur- 
ing the  uterus  and  the  abdominal  wall,  the  calculus  was  finally 
removed  through  the  previously  made  cystotomy  wound,  which 
was  then  closed.  The  calculus,  which  was  presented  for  inspec- 
tion at  the  meeting,  was  oval  in  shape,  7  cm.  long  and  ^  cm.  thick 
and  weighed  four  ounces.  The  mother  developed  a  lobar 
pneumonia  on  the  third  day,  probably  from  the  anesthetic  and 
the  fact  that  a  bronchitis  was  present  on  admission.  This 
condition  cleared  up  in  a  week,  the  woman  made  a  good  recovery 
and  the  abdominal  and  vaginal  wounds  healed  by  primary  union. 

This  patient  had  never  complained  of  any  bladder  symptoms 
at  any  time  during  her  pregnancy  or  previously.  She  remained 
in  the  hospital  thirty-three  days  and  was  discharged  well  and 
with  a  healthy  baby. 

The  first  paper  of  the  evening  was  read  by  Dr.  J.  E.  AVelch. 

COMPARISON  OF  LESIONS  FOUND  POSTMORTEM   IN  CASES  DIAGNOS- 
TICATED   CLINICALLY    AS    ECLAMPSIA    AND    TOXEMIA    OF 
PREGNANCY.* 

DISCUSSION. 

Dr.  Edwin  B.  Cragin  said  that  the  presence  of  such  dis- 
tinguished pathologists  as  were  here  made  the  clinician  feel 
embarrassed  and,  as  he  had  to  speak  largely  from  the  clinical 
side,  he  trusted  that  he  would  be  backed  up  by  the  pathologists. 
It  seemed  to  him  that  one  of  the  important  features  Dr.  Welch 
had  emphasized  was  the  fact  that  the  lesions  in  eclampsia  were 
not  uniform  as  had  been  claimed  by  a  number  of  men  since  the 
papers  of  vSchmorl  and  others.  Dr.  Welch  had  shown  that  there 
were  certainly  two  liver  lesions  found  quite  commonly.  Looking 
at  it  from  the  clinical  standpoint  there  were  two  varieties  of 
eclampsia;  one  the  nephritic  type,  with  which  most  of  them  were 
quite  familiar;  the  other  they  had  learned  to  recognize  as  the 
hepatic  type.  It  had  been  the  custom  at  the  vSloane  Maternity 
Hospital  to  make  sections  of  the  livers  and   kidneys  in   those 

*See  original  article,  page  i. 
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patients  who  had  died  of  eclampsia  and  Dr.  Cragin  thought  that 
largely  in  support  of  the  view  taken  by  Dr.  Welch  it  might  be 
interesting  to  add  to  his  demonstrations  a  few  charts  showing 
what  had  been  found  at  the  Sloane  Maternity  Hospital.  It 
was  simply  another  illustration  of  the  fact  that  more  than  one 
lesion  was  found  in  cases  of  eclampsia.  Recognizing  the  two 
divisions  clinically  as  the  nephritic  and  hepatic  type  itmxight 
be  of  interest  to  look  first  at  the  sections  of  kidney  which  belonged 
to  the  clinical  picture  of  eclampsia  of  the  nephritic  type,  a  picture 
which  had  been  recognized  for  years;  in  this  type  there  was  the 
marked  edema,  marked  albuminuria,  convulsions  and  death. 
He  showed  sections  taken  from  a  young  woman  with  marked 
edema,  who  had  one  or  two  convulsions,  followed  by  death. 
They  presented  the  ordinary  picture  they  were  all  familiar  with, 
in  cases  of  "kidney  eclampsia"  as  they  might  call  it.  The 
kidney  in  this  case  looked  like  that  of  a  toxic  nephritis.  The 
tubules  were  filled  with  exudate  and  there  was  much  albumin. 
This  represented  the  kidney  type. 

The  next  two  charts  shown  were  from  a  patient  who  died  at 
the  Sloane  Maternity  Hospital  and  were  in  marked  contrast 
to  the  first  shown.  He  found  the  two  kidneys  from  this  patient 
so  nearly  normal  that  they  could  almost  be  used  to  show  the 
appearance  of  normal  kidneys  in  teaching. 

On  the  other  hand,  when  he  turned  to  the  hepatic  changes  it 
was  found  that  the  liver  was  markedly  disorganized.  There 
was  a  fatty  degeneration  present  at  the  periphery  and  when  one 
examined  the  central  portion,  it  was  found  that  the  nuclei  had 
disappeared  and  that  the  center  of  the  lobule  had  undergone  a 
necrosis.  This  was  a  type  of  kidney  but  little  involved  but  with 
a  liver  much  involved.  This  was  the  type  of  case  that  was 
looked  upon  as  one  of  the  hepatic  type.  This  was  the  one  in 
which  the  urinary  changes  resembled  those  occurring  in  per- 
nicious vomiting.  There  was  a  central  necrosis,  fatty  degen- 
eration occurring  at  the  periphery,  and  with  a  disturbance  of  the 
nitrogen  ratios.  These  were  the  cases  which  showed  the 
jaundice  and  hemorrhages  into  the  alimentary  canal  and  skin 
with  but  little  edema  and  little  albuminuria. 

There  was  another  type  which  corresponded  to  the  one  shown 
by  Dr.  Welch,  the  hemorrhagic  type,  an  effusion  of  blood  occur- 
ring along  the  portal  spaces. 

Now  and  then  one  met  with  another  type  which  occurred  in 
the  presence  of  an  old  nephritis;  such  patients  did  very  well 
with  their  nephritis  until  they  became  pregnant,  and  this  seemed 
to  aggravate  the  condition.  He  showed  the  charts  representing 
the  liver  and  kidney  of  such  a  case.  In  this  case  the  kidney 
epithelium  became  much  involved;  in  short,  the  kidney  became 
much  disorganized  as  the  result  of  an  acute  exacerbation  of  a 
chronic  inflammation.  The  changes  in  the  liver  were  not  marked 
and  by  some  might  not  be  considered  as  very  abnormal,  but  the 
kidneys  were  disorganized  and  the  case  belonged  to  the  kidney 
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type  of  eclampsia.  On  reviewing  the  liver  lesions  it  was  shown 
that  in  one  instance  the  liver  was  little  involved;  in  another  in- 
stance there  were  hemorrhages  around  the  portal  spaces;  while 
in  another  there  was  a  central  necrosis.  One  might  look  at  this 
last  as  resembling  what  occurred  in  pernicious  vomiting;  here 
there  was  a  necrosis  either  in  the  center  or  midway  between 
the  center  and  the  periphery.  Comparing  this  with  the 
liver  type  of  eclampsia  there  was  quite  a  resemblance  in  the 
lesions  found.  There  was  another  resemblance  to  be  found 
clinically  in  the  fact  that  the  urine  of  those  patients  had  similar 
disturbances  in  the  nitrogen  ratios;  whereas  in  patients  with 
the  other  type,  or  kidney  type,  there  was  little  disturbance  in  the 
nitrogen  ratios.  Therefore,  when  one  examined  the  urine  and 
the  lesions  in  the  liver  of  certain  cases  of  eclampsia  and  found 
them  correspond  so  closely  with  what  was  found  in  pernicious 
vomiting  in  the  early  part  of  pregnancy,  it  was  difhcult  not  to 
recognize  the  close  connection  between  them,  even  if  they  were 
not  due  to  the  same  poison. 

Dr.  James  Ewing  said  that  he  felt  that  he  was  fortunate 
in  being  able  to  hear  to  Dr.  Welch's  paper.  It  was  very  difficult 
to  get  sufficient  material  from  which  to  draw  satisfactory  con- 
clusions regarding  the  type  of  lesions  occurring  in  this  group  of 
diseases.  He  thought  that  he  was  familiar  with  most  of  the  lit- 
erature in  English  and  other  languages  and  he  was  sure  that  Dr. 
Welch's  paper  was  one  of  the  most  valuable  and  comprehensive  so 
far  contributed. 

What  Dr.  Welch  had  succeeded  in  doing  was  to  demolish  cer- 
tain claims  that  had  been  made  regarding  the  characteristic  le- 
sions that  belong  to  cases  of  eclampsia.  In  this  group  of  cases 
the  lesions  dilTered  a  good  deal.  While  Schmorl  and  others  had 
contributed  much  to  this  subject,  yet  one  must  abandon  the 
idea  that  there  was  any  one  pathognomonic  lesion  in  eclampsia. 

The  variations  in  the  type  of  lesions  described  this  evening 
were  partly  covered  by  a  report  he  had  been  able  to  give  in  1904, 
although  Dr.  Welch's  cases  were  more  numerous  and  more 
fully  reported  than  his.  Dr.  Welch  had  called  attention  to  the 
apparent  controversy  between  Williams  of  Baltimore  and  him- 
self; but  he  did  not  think  the  differences  of  opinions  were  serious. 
He  had  found  it  a  curious  fact  that  while  Dr.  Williams  was  a 
clinician  and  Dr.  Ewing  himself  a  pathologist,  Dr.  Williams 
based  his  contention  upon  the  pathological  anatomy  while  Dr. 
Ewing  based  his  largely  upon  the  clinical  findings.  Williams 
thinks  the  diseases  are  entirely  different  because  the  pathological 
anatomy  of  eclampsia,  acute  yellow  atrophy  and  the  vomiting 
of  pregnancy  differ.  Dr.  Ewing  agreed  with  him  thoroughly, 
regarding  the  pathological  anatomy  in  typical  cases.  If  one 
kept  the  pathological  anatomy  of  the  three  diseases  in  mind  he 
could  not  draw  other  conclusions.  But  one  should  continue  his 
observations  until  a  suilicient  number  of  cases  would  determine 
just  what  scope  could  be  exhibited  by  the  pathological  lesions. 
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No  one  yet  should  think  that  there  was  one  pathognomonic 
lesion  present  in  each  of  these  groups  of  cases,  since  in  each 
group  the  lesions  vary.  Dr.  Ewing  said  he  was  greatly  interested 
in  the  pathological  anatomy  of  the  organs,  and  he  thought  that 
much  of  importance  was  still  to  be  obtained  by  the  minute  study 
of  these  lesions.  Dr.  Welch  had  stated  some  facts  that  were  not 
commonly  known.  They  were  not  contained  in  any  text-book. 
The  work  of  the  pathological  anatomist  was  by  no  means  com- 
plete in  this  field. 

During  the  past  several  years  he  had  studied  the  lesions  in 
different  cases  of  eclampsia  and  he  had  reached  the  conclusion 
that  while  the  hemorrhages,  etc.,  might  vary  in  eclampsia,  there 
was  one  lesion  in  the  liver,  which  Dr.  Welch  called  "autolysis," 
that  was  constantly  present,  i.  e.,  an  acute  degeneration  of  the 
liver  cells.  This  he  had  attempted  to  demonstrate  by  chemical 
analysis.  He  thought  there  was  always  in  these  cases  a  dis- 
tinct grade  of  acute  degeneration  of  the  liver,  even  when  patients 
died  within  two  or  three  hours  after  the  onset  of  the  initial  symp- 
toms. This  fact,  as  well  as  the  urinary  analysis  indicated  that 
there  was  some  previous  disturbance  of  the  patient's  liver  before 
the  fatal  event. 

Another  point  of  interest  was  the  fact  of  which  he  had  con- 
vinced himself  and  some  others  that  these  hemorrhages  did  not 
come  chiefly  from  the  portal  veins  but  from  the  radicles  of  the 
hepatic  artery.  This,  it  seemed  to  him,  was  evidence  against  the 
theory  that  there  was  some  poison  which  reached  the  liver  through 
the  portal  system  as  a  cause  of  the  lesions  found. 

With  regard  to  the  nitrogen  partition,  he  had  spoken  so  often 
on  this  subject  that  he  felt  that  he  should  apologize  for  speaking 
again  without  having  any  new  information  of  importance  to 
offer.  It  was  worth  while,  however,  to  urge  that  the  use  of  the 
nitrogen  partition  was  not  to  determine  when  the  uterus  should 
be  emptied,  or  to  determine  even  how  sick  the  patient  was.  Dr. 
Ewing  had  claimed,  and  his  later  experience  had  supported  that 
claim,  that  a  study  of  the  nitrogen  partition  in  pregnancy  gave 
one  an  opportunity  of  determining  the  state  of  the  patient's 
metabolism.  This  method  indicated  without  fail  just  what  the 
patient's  metabolism  was.  It  was  a  new  light  upon  the  clinical 
condition.  It  added  reliable  information  about  what  was  a  fun- 
damental factor  in  the  disease,  i.  e.,  the  disturbances  of  metabo- 
lism. It  also  offered  a  new  point  of  attack  in  the  prophylactic 
treatment  of  the  disease. 

Dr.  William  S.  Stone  agreed,  with  regard  to  what  Dr.  Cragin 
had  stated,  that  clinically  there  were  two  types  recognizable,  the 
nephritic  and  the  hepatic  type.  The  nephritic  type  was  mani- 
fested by  a  marked  edema  and  a  large  amount  of  albumin  in  the 
urine.  He  understood  that  the  hepatic  type  was  represented  by 
what  was  found  in  the  vomiting  of  pregnancy. 

The  so-called  hemorrhagic  type  considered  to  be  associated  so 
commonly  with    eclampsia   was    oftentimes    associated    with    a 
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marked  edema  and  a  large  amount  of  albumin  in  the  urine  as  well. 
So  clinically  they  were  hard  to  differentiate.  Many  men,  especi- 
ally the  older  ones,  clung  to  the  idea  that  the  majority  of  the 
cases  were  of  nephritic  origin. 

The  second  paper  of  the  evening  was  read  by  Dr.  Paul  Hump- 
stone. 

vaginal  cesarean  section  in  the  treatment  of  eclampsia.* 

DISCUSSION. 

Dr.  Franklin  A.  Dorman  was  much  interested  in  Dr.  Hum- 
stone's  paper  for  it  showed  the  accomplishment  of  good  and 
progressive  work.  There  was  no  doubt  but  that  one  faced  in 
some  cases  of  eclampsia  exactly  the  conditions  demanding  pro- 
cedures of  this  sort.  It  seemed  to  him  that  in  cases  of  eclampsia, 
especially  in  the  early  months,  they  were  apt  to  find  a 
very  resisting  cervix  and  these  were  the  cases  that  gave  the 
most  difficulty  in  attempts  at  dilatation.  This  was  especially 
true  when  the  prompt  emptying  of  the  uterus  was  demanded. 
He  said  that  his  own  experience  in  vaginal  Cesarean  section  was 
limited  to  but  one  case.  The  operation  itself  was  of  a  combined 
nature  and  it  was  only  after  one  hour's  work  at  attempting 
manual  dilatation  that  recourse  was  had  to  an  anterior  incision 
of  the  uterus.  The  delivery  was  simple  and  prompt,  and  he 
decided  to  use  the  same  procedure  should  occasion  present. 

Of  course  the  field  of  operation  in  these  cases  was  somewhat 
limited  because  they  could,  in  many  cases,  effectually  dilate  the 
cervix  manually.  If  they  were  allowed  one  or  two  hours  to 
dilate  the  cervix,  the  insertion  of  the  bags  would  soften  it  to  such 
an  extent  that  manual  dilatation  would  be  possible  without  any 
particular  injury  to  the  cervix.  A  comparatively  small  dilata- 
tion of  the  cervix  was  necessary  where  the  life  of  the  child  was  not 
at  stake.  In  those  cases  where  the  child  had  not  gone  to  the 
seventh  month,  manual  dilatation  up  to  four  fingers  would 
enable  them  to  accomplish  version;  and  by  perforation  of  the 
after-coming  head  the  child  might  be  gotten  out  without  much 
shock  to  the  mother  and  with  a  minimum  of  anesthetic. 

He  asked  Dr.  Humpstone  why  he  felt  it  desirable  to  do  a 
version  in  these  cases.  In  his  own  case  by  manual  dilatation 
up  to  four  fingers  the  head  was  gotten  so  low  that  he  could 
readily  apply  the  forceps  and  extract  the  child.  By  doing  a 
version  one  prejudiced  the  chances  of  successful  delivery  of  the 
child.  In  his  case  he  was  able  to  apply  the  forceps  to  the  child's 
head  and  then  could  nicely  calculate  the  extent  of  the  incision 
necessary. 

Furthermore,  where  there  was  a  relatively  small  child  he  failed 
to  see  the  necessity  of  doing  an  episiotomy. 

*See  original  article,  page  92. 
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He  thought  that  Dr.  Humpstone's  cases  had  been  very  satis- 
factory and  that  he  should  be  congratulated  upon  his  success 

Dr.  Ralph  Waldo  Lobenstine  agreed  with  Dr.  Humpstone 
that  the  uterus  should  be  emptied,  as  soon  as  feasible,  after  the 
patient  had  had  her  first  convulsion.  The  waiting  for  several 
hours  and  attempting  to  soften  the  cervix  with  bags  he  now 
believed  to  be  prejudicial  to  the  best  interests  of  the  patient 
There  were  several  ways  to  deHver  "per  vaginam  "  in  these  cases 
of  eclampsia.  The  first  method  was  by  the  use  of  the  "  Bossi 
dilator."  An  objection  to  this  method  was  that,  even  with  the 
greatest  care,  it  was  most  difficult  to  avoid  lacerations  of  the 
cervix,  excepting  in  the  easier  cases.  The  only  safe  way  in 
Dr.  Lobenstme's  opinion,  to  use  the  Bossi  Dilator,  was  to  start 
the  dilation  of  the  cervix  with  it;  dilate  up  to  8-10  cm.  and  then 
complete  the  dilation  manually. 

The  second  method,  and  the  one  he  usually  preferred,  was  that 
of  "manual  dilation."     This,  to  be  sure,  was  now  considered  by 
some  to  be  old-fashioned,  but  he  preferred   it,  where   feasible 
over  the  other  methods.     It  seemed  to  him  that,  in   the  hand 
of  the  majority  of  men,  this  was  the  safest  procedure. 

Manual  dilatation,  however,  had  its  limitations  and  could  only 
be  done  with  safety  when  carried  out  very  slowly.  It  was 
particularly  applicable  to  those  cases  where  the  cervix  was  soft- 
ened slightly  dilated  and  shortened.  He  had  seen  many  bad 
results  from  manual  dilatation  when  performed  too  rapidly  and 
in  the  presence  of  a  rather  unyielding  and  long  cervix.  In  this 
type  of  case  the  amount  of  trauma  was  considerable. 

The  third  method  was  the  "vaginal  Cesarean  section."  The 
indication  for  its  use  in  eclampsia  was  a  long  rigid,  undilated  cer- 
vix. Under  these  conditions  this  operation  gave  by  far  the 
best  results.  He  did  not  agree,  however,  with  Dr.  Humpstone, 
that  the  operation  was  comparatively  easy.  It  was  an  easy  pro- 
cedure in  the  early  months  of  pregnancy;  but  this  was  quite 
difterent  from  performing  the  operation  in  the  latter  part  of 
pregnancy.  In  Dr.  Lobenstine's  opinion  the  "vaginal  Cesarean 
section  "  was  only  permissible  in  the  hands  of  those  who  had  had 
considerable  gynecological  experience.  A  point,  he  said  he 
wished  to  emphasize,  was  one  about  which  there  seemed  to  be 
some  confusion,  namely,  that  the  "Diihrssen  incision  operation" 
was  not  a  "vaginal  Cesarean  section."  The  former  operation 
is  performed  only  after  the  cervix  has  been  more  or  less  drawn 
up  into  the  lower  uterine  zone,  while  in  the  latter  the  cervix  is 
sti  1  unshortened.  In  the  one  case,  the  incision  or  incisions  in- 
volve cervical  tissue  alone;  while  in  the  other  the  lower  uterine 
zone  is  opened. 

_  He  thought  that  Dr.  Humpstone  was  to  be  congratulated  uoon 
his  results.  ^ 

Dr.  Edwin  B.  Cragin  thanked  Dr.  Humpstone  for  bringing 
forward  his  cases  and  his  results.  He  thought  that  what  had 
been  said  represented  fairly  well  the  proper  conception  of  the 


118  TRANSACTIONS    OF    THE 

vaginal  Cesarean  section,  its  drawbacks  and  its  advantages.  Not 
every  case  was  suited  for  the  vaginal  Cesarean  section  by  any 
means.  The  majority  of  the  cases  could  be  done  better  in  some 
other  way.  They  must  acknowledge  that  the  field  for  vaginal 
Cesarean  section  was  a  very  narrow  one.  He  did  not  believe  it 
was  worth  while  doing  a  vaginal  Cesarean  section  if  it  could  be 
done  easily  in  any  other  way.  Yet  all  would  admit  that  there 
was  a  field  for  this  operation,  even  though  it  be  a  small  one. 
There  were  cases  in  which  the  fingers  were  not  able  to  dilate  the 
cervix  without  danger  of  extensive  tears.  Again  this  operation 
was  of  value  when  it  was  necessary  to  empty  the  uterus  in  great 
haste. 

Dr.  Cragin  said  he  had  done  a  number  of  these  operations, 
probably  between  seven  and  ten,  but  he  had  not  had  the  happy 
results  that  Dr.  Humpstone  had  had.  He  had  reserved  the  oper- 
ations for  desperate  cases.  He  operated  last  week  on  a  cardiac 
case;  the  patient  was  practically  moribund  and  the  fetus  was  not 
viable.  The  operation  was  all  right,  and  the  woman  was  de- 
livered in  an  easier  way  than  she  could  have  been  by  any  other 
method,  but  she  died  as  the  result  of  her  cardiac  condition  at  the 
end  of  two  or  three  days.  The  child  was  only  about  six  months 
along  and  so  he  did  a  craniotomy  in  order  to  lessen  the  shock  of 
the  delivery. 

He  agreed  with  Dr.  Lobenstine  that  there  were  many  difficul- 
ties encountered  in  these  cases.  The  man  who  undertook  a  vagi- 
nal Cesarean  section  thinking  that  it  is  an  easy  operation  would 
be  disappointed.  He  then  instanced  some  of  the  difficulties.  He 
referred  to  one  case  in  which  he  had  difficulty  in  pulling  the  cervix 
down.  The  head  had  not  molded  and  the  liquor  amnii  was  scanty, 
so  that  the  head  was  against  the  pelvic  brim.  Because  of  the 
difficulty  in  pulling  the  cervix  down  he  had  much  difficulty  in 
making  the  incision  in  the  anterior  uterine  wall  wholly  by  sight. 
Such  an  operation  did  not  give  one  a  comfortable  feeling  unless  it 
was  done  under  the  sense  of  sight.  Cutting  blindly  even  with  the 
sense  of  touch  was  not  surgical.  Therefore  in  those  cases  where 
one  could  not  pull  the  cervix  down  the  operation  must  be  looked 
upon  as  a  difficult  one. 

Again  there  was  another  difficulty  to  be  encountered.  In 
some  cases  it  was  difficult  after  delivery  to  get  the  upper  angle 
within  view  so  that  it  could  be  sutured. 

He  said  they  were  all  fallible,  and  they  should  realize  that  it 
was  a  matter  of  judgment  how  long  the  incision  should  be 
made  to  allow  room  for  the  passage  of  the  head.  They  were 
liable  to  make  mistakes.  Sometimes  the  head  was  too  large  for 
the  opening  made  and  then  the  uterine  wall  would  be  torn  be- 
yond or  to  one  side  of  the  incision. 

The  operation  added  another  feature  in  the  possibility  of  deal- 
ing with  these  cases;  but  it  must  be  accepted  with  limitations. 
The  field  of  its  use  was  small.  There  were  many  difficulties 
attending  it. 
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Speaking  of  this  operation  as  one  available  for  dystocia  from 
ventral  fixation,  it  did  not  appeal  to  him.  These  were  usually 
cases  with  thickened  anterior  uterine  wall,  and  to  go  through 
such  a  thickened  anterior  uterine  wall  and  do  a  vaginal  Cesarean 
section  would  be  difficult  and  he  confessed  that  he  would  rather 
go  in  from  above. 

He  congratulated  Dr.  Humpstone  upon  the  results  he  had 
obtained. 

Dr.  George  L.  Brodhead  was  in  accord  with  what  Dr.  Cragin 
had  said,  that  vaginal  Cesarean  section  had  a  field,  but  this  field 
would  limit  itself  to  those  cases  of  eclampsia  or  toxemia  where 
it  was  necessary  to  empty  the  uterus  in  a  short  time,  and  where 
one  found  that  it  was  practically  impossible  to  do  it  by  means 
of  the  fingers.  One  met  with  a  cervix  occasionally  that  was 
practically  undilatable  except  by  the  use  of  the  greatest  amount 
of  force.  In  that  class  of  cases,  in  patients  five  or  six  months 
pregnant,  the  vaginal  Cesarean  section  was  probably  the  easiest, 
the  quickest  and,  in  proper  hands,  the  best  method  of  treatment. 

Dr.  George  W.  Kosmak  spoke  particularly  of  one  point  that 
had  been  made,  namely  the  assumption  that  the  uterus  in  a  case 
of  eclampsia  had  to  be  emptied  immediately  and  rapidly.  He 
believed  that,  as  a  rule,  the  practitioner  called  to  a  case  of  this 
kind,  was  apt  to  become  very  much  excited  and  in  too  great  a 
hurry  to  do  something  radical.  The  important  thing  always 
seems  to  be  a  rapid  emptying  of  the  uterus.  Now  from  our 
present  knowledge  it  is  evident,  as  has  been  conclusively  shown 
in  Dr.  Welch's  paper,  that  we  are  dealing  with  an  extreme  type 
of  toxemia,  due,  it  is  true,  to  the  presence  of  a  pregnancy,  but 
at  the  time  when  the  convulsive  seizures  appear,  the  fetus  in 
utero  is  not  the  immediate  cause  of  the  phenomena,  but  these  are 
produced  by  the  toxins  distributed  throughout  the  body.  Our 
efiforts  should  therefore  not  be  entirely  concentrated  in  merely 
emptying  the  uterus — it  is  equally  important  to  eliminate  as 
much  as  possible  of  these  toxic  substances  through  the  usual 
eUminatory  channels  of  the  body,  such  as  the  skin,  the  intestinal 
tract,  the  lungs  and  the  kidneys.  The  uterus  must  unques- 
tionably be  emptied  but  it  should  not  be  done  through  the 
medium  of  a  procedure  so  radical  and  often  so  destructive  that 
it  does  more  harm  than  good.  The  operation  referred  to  by  Dr. 
Humpstone  has  a  field  of  appHcation  but  a  very  limited  one  and 
it  seemed  as  if  each  succeeding  speaker  had  narrowed  it  more 
and  more.  In  this  disease,  the  treatment  of  the  toxemia  is 
the  important  feature  and  it  is  preferable  to  do  this  than  to 
concentrate  all  one's  efforts  to  rapidly  cleaning  out  the  uterus. 
While  these  eliminative  procedures  are  being  done  there  is 
plenty  of  time  to  empty  the  uterus.  In  most  cases  one  may 
consume  from  one  to  three  hours  in  doing  this  without  doing 
the  patient  any  harm.  Thus,  in  the  out-door  service  of  the 
Lying-in  Hospital  where  we  frequently  get  very  bad  cases  of 
eclampsia,  I  have  usually  dilated  the  cervix  manually  without 
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much  trouble.  In  cases  where  the  finger  could  not  be  introduced, 
the  glove-stretcher  dilator  might  first  be  employed  and  in  no 
case  that  I  can  immediately  remember,  did  the  process  of 
manual  dilatation  take  more  than  three-quarters  of  an  hour.  It 
is  true  that  most  of  these  cases  were  in  the  seventh  or  eighth 
calendar  months,  but  here  the  degree  of  dilatation  must  be 
pretty  complete,  whereas  in  the  cases  at  the  sixth  month  not 
nearly  so  much  is  required.  Moreover  in  none  of  these  cases  of 
manual  dilatation  did  we  get  any  pronounced  laceration  of  the 
cervix.  The  women  were  successfully  delivered  and  in  many 
cases  a  viable  child  was  secured.  In  some  respects  these  tene- 
ment house  cases  may  be  compared  with  those  in  private  prac- 
tice, for  in  the  latter  we  find  practically  no  more  faciUties  for 
doing  an  operation  such  as  that  under  discussion — assistants, 
proper  light  and  exposure  of  the  patient.  Dr.  Humpstone  has 
stated  truly  that  this  operation  is  practically  limited  to  hospital 
work. 

Dr.  Humpstone  closed  the  discussion.  Dr.  Dorman's 
remarks,  he  said,  bore  witness  to  the  usefulness  of  the  operation. 

The  difficulty  experienced  in  drawing  down  the  anterior  lip, 
so  as  to  make  the  incision  entirely  by  sight,  was  m.anifest  in  his 
fifth  case.  He  would  have  avoided  the  necessity  for  completing 
the  incision  by  the  sense  of  touch  alone  if  he  had  made  a  posterior 
incision  also.  He  realizes  that  he  should  have  done  this.  He 
said  he  was  convinced  that  this  operation  had  its  limitations. 
Most  of  the  cases  where  it  is  applicable  are  in  primiparae  with 
long  cervices.  In  eclampsia,  in  this  class  of  cases,  it  is  certainly 
the  best  procedure  for  delivery. 

With  regard  to  treatment  of  dystocia  from  ventral  fixation 
he  was  not  an  advocate  of  this  operation,  preferring  the  abdominal 
route. 

It  seemed  to  him  that  accepting  the  theory  that  eclampsia 
is  an  intoxication  there  could  be  no  question  concerning  the 
advisability  of  immediate  emptying  of  the  uterus.  That  in 
suitable  cases  this  procedure  of  vaginal  Cesarean  section  best 
meets  all  the  indications  of  treatment. 

George  W.  Kosmak, 

Secretary. 
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OBSTETRICS. 


Local  Frequency,  Origin  and  Prevention  of  Contracted  Pelvis. — 
Alfred  Hegar  (Micnch.  med.  Woch.,  August,  1908)  considers  the 
local  frequency  of  contracted  pelvis  in  different  countries,  it 
being  quite  prevalent  in  some  countries  and  rare  in  others. 
Dohrn  gives  the  frequency  in  Germany  as  from  12  to  20  per  cent, 
of  those  examined.  This  varies  in  different  parts  of  Germany, 
according  to  the  way  of  living,  but  it  is  certainly  more  frequent  in 
Germany  than  in  the  surrounding  countries.  The  generally  con- 
tracted pelvis  is  seen  less  often  than  the  rachitic  pelvis.  It  seems 
worth  while  to  consider  the  causes  of  the  occurrence  of  contracted 
pelvis,  and  the  ways  in  which  it  can  be  prevented.  Barnes 
states  that  out  of  28,000  examined  in  England  there  were  .4 
per  cent,  of  flat  and  .12  per  cent,  of  generally  contracted  pelves. 
According  to  Ogatas,  in  Japan,  there  are  no  contracted  pelves. 
Jardine  says  that  in  Glasgow  the  flat  rachitic  pelvis  is  found 
in  10  per  cent,  of  women  examined.  This  is  an  industrial 
center.  In  Scandinavia  they  are  comparatively  infrequent. 
Retzius,  in  Stockholm,  stated  that  out  of  3,245  cases  only  one  con- 
tracted pelvis  was  found.  Petersen,  in  Norway,  says  that  he 
found  among  9,614  examined  3.61  per  cent,  contracted.  For 
Denmark  Stadtfeld  gives  4  per  cent.  The  reason  of  the  small 
number  of  cases  in  Scandinavia  is  easily  seen.  The  people  do 
not  work  in  factories,  they  have  out-of-door  employments,  and 
the  children  are  better  taken  care  of  and  get  more  fresh  air  and 
exercise.  Alcohol  is  little  used.  Almost  all  the  women  nurse 
their  children.  In  the  production  of  pelvic  deformities  nutritional 
failure  plays  a  great  part.  It  acts  upon  the  fetus  through  the 
mother,  but  much  more  it  acts  upon  the  child  in  early  vears. 
One  of  the  most  important  factors  is  the  inability  of  the  mother 
to  feed  the  child  at  the  breast.  Improper  nourishment,  lack  of 
fresh  air  and  exercise,  the  allowing  of  young  girls  to  stay  in  the 
house  and  to  go  to  entertainments  in  the  evening,  all  tend  to 
poor  nutrition.  Cretinism  is  another  factor  in  the  production 
of  the  contracted  pelvis.  A  third  is  rickets.  If  we  wish  to 
prevent  these  troubles,  the  sooner  we  go  to  work  to  improve  the 
hygiene  and  the  ways  of  living  of  working  people  the  better. 

Hebotomy  or  Symphyseotomy? — Cyrille  Jeannin  (Presse  Medi- 
cale,  September  19,  1908)  discusses  the  respective  advantages 
of  hebotomy  and  symphyseotomy.  After  a  careful  examination 
of  the  nature  and  results  of  both  procedures  and  a  comparison 
of  the  final  issues  and  the  dangers,  he  gives  these  conclusions: 


122  BRIEF    OF    CURRENT    LITERATURE. 

Pubiotomy  is  a  real  improvement  over  symphyseotomy  for  these 
reasons:  It  substitutes  for  an  articular  wound  an  osseous  one; 
its  technic  is  easier  and  the  operation  involves  a  less  dangerous 
locahty;  immediate  accidents  are  less  frequent  than  in  sym- 
physeotomy, and  remote  accidents  are  still  more  rare;  mortaUty 
of  both  mother  and  fetus  are  less;  in  case  of  a  second  intervention 
it  may  be  done  on  the  opposite  side  of  the  pelvis,  which  will 
lessen  the  difficulty  which  would  result  from  cutting  through 
cicatricial  tissues.  It  results  often  in  a  permanent  enlargement 
of  the  pelvis,  since  the  cicatrix  is  only  fibrous.  The  author 
believes  that  we  should  prefer  this  operation  to  symphyseotomy 
because  of  its  ease  and  lessened  danger. 

Use  of  Colloidal  Silver  in  the  Treatment  of  Puerperal  Infection. 
— Cyrille  Jeannin  {Progres  Med.,  August  i,  1908)  gives  a  careful 
review  of  the  method  of  use  and  dosage  of  colloidal  silver  in 
puerperal  infections.  It  is  perfectly  harmless,  and  has  an  anti- 
septic and  preventive  effect  as  well  as  a  catalytic  action.  It 
should  be  used  as  soon  as  the  infection  assumes  a  serious  aspect, 
and  its  use  late  in  the  case  is  of  much  less  value  than  when  begun 
early.  When  the  localized  infection  shows  signs  of  general- 
ization it  should  be  begun  at  once.  The  best  method  of  use  is 
by  intravenous  injection,  made  in  the  median  cephalic  vein, 
with  care  not  to  introduce  the  needle  into  the  cellular  tissue  of 
the  vein.  The  dose  should  be  from  ten  to  fifteen  cubic  centi- 
meters of  a  I  per  cent,  solution  of  collargol.  Inunction  may  be 
combined  with  this  method,  but  it  is  much  slower  and  should 
not  be  rehed  upon  alone.  The  injection  should  be  repeated  in 
forty-eight  hours,  since  the  action  of  the  remedy  passes  away 
quickly  and  must  be  kept  up.  Gaseous  embolism  has  not  been 
known  to  occur.  The  immediate  result  of  the  injection  is  a 
chill  and  rise  of  temperature.  When  this  does  not  occur  we 
know  that  the  organism  is  not  reacting  properly  to  the  remedy. 
After  the  rise  of  temperature  it  falls  by  lysis.  If  such  a  fall 
does  not  occur  the  prognosis  is  bad.  The  patient  immediately 
begins  to  feel  better,  in  spite  of  the  rise  of  temperature.  The 
author  gives  results  of  forty-nine  cases  treated  with  collargol 
at  the  Lariboisi^re.  Of  these  thirty-nine  Uved  and  recovered 
and  ten  died,  making  the  cures  76  per  cent. 

Early  Rising  of  Puerperal  Women.— Von  Alvensleben  {Zcnt. 
f.  Cyn.,  September  5,  1908)  advocates  that  women  who  have 
been  confined  should  be  allowed  to  get  up  from  the  first  to  the 
fourth  day,  when  the  condition  is  normal,  for  a  few  hours.  He 
believes  that  the  appetite,  function  of  bowels  and  rectum  are 
better  performed  and  the  general  condition  is  better.  When 
they  come  to  leave  the  hospital  and  must  do  their  homework 
they  are  much  better  able  to  do  it  and  feel  much  stronger  than 
when  kept  in  bed  for  nine  to  fouiteen  days.  He  gives  the 
results  obtained  at  the  Clinic  at  Kiel.  At  first  they  allowed 
only  primiparse  to  rise  on  the  first  day.  Later  the  multipara 
were  included  in  this  permission.     When  they  had  even  severe 


BRIEF    OF    CURRENT   ]riTER.A.TURE.  123 

hemorrhage  alter  labor  this  was  not  considered  a  contraindi- 
cation. Only  severe  infections  and  important  operations  for 
delivery,  with  tearing  of  the  soft  parts,  were  considered  con- 
traindications. Strong,  fresh  women  got  up  the  first  day  and 
had  gymnastic  exercises  in  bed  daily.  The  first  day  they  sat  up 
from  one-half  to  one  hour  in  a  comfortable  armchair,  took  a  few 
steps,  and  went  back  to  bed.  On  the  following  day  this  was 
repeated  twice  a  day,  morning  and  afternoon,  and  the  woman 
walked  once  up  and  down  the  room.  On  the  fifth  day  she  sat  up 
six  hours.  After  dinner  she  lay  down  for  two  or  three  hours. 
When  out  of  bed  the  woman  wore  a  firm  abdominal  bandags. 
Out  of  ICO  women  three  got  up  on  the  first  day,  sixty-one  on 
the  second  day,  nineteen  on  the  third  day,  and  eighteen  on  the 
loiirth  day.  Of  these  forty-three  were  primiparae  and  fiftv- 
seven  multiparse.  In  ninety  cases  recovery  was  perfect  and  un- 
eventful. In  six  cases  they  were  obliged  to  go  back  to  bed  on 
account  of  weakness,  tendency  to  faint,  bloody  lochia,  irregu- 
larity of  pulse,  or  dizziness.  Ten  had  fever,  never  more  than 
39.4°  C.  Seven  had  fetid  lochia,  two  had  cystitis,  in  two  cases 
there  was  shght  mastitis.  Two  of  these  conditions  occurred 
in  the  same  woman.  The  percentage  of  women  in  the  Clinic 
infected  by  gonorrhea  is  very  high,  which  would  account  for  the 
fever.  On  the  fourth  to  the  sixth  day  the  lochia  was  white,  on 
the  tenth  day  there  was  very  Httle  secretion.  On  the  tenth  day 
there  was  a  good  tonus  of  the  muscles  of  the  abdomen,  a  closed 
introitus,  and  the  vagina  was  patulous  for  two  fingers.  In  only 
nine  cases  was  there  a  marked  prolapsus.  In  ten  there  was 
anteflexion,  in  six  retroversion.  The  use  of  the  catheter  was 
never  necessary.  The  bowel  movements  regulated  themselves. 
The  author  believes  that  we  have  gone  a  step  forward  in  obstetrics 
when  we  allow  women  to  get  up  sooner  after  labor. 

Compulsory  Use  of  Crede's  Solution  in  the  New-born. — H. 
Hellendall  (.\/o«a^. /.  Geb.  u.  Gyn.,  September,  1908)  says  that  in 
Germany,  in  spite  of  the  obligatory  use  of  Crede's  silver  solution 
in  institutions,  the  number  of  blind  children  in  private  prac- 
tice, who  are  blind  as  a  result  of  blenorrhea,  is  still  31  percent. 
In  view  of  these  results  the  author  beHeves  that  this  procedure 
should  be  made  obHgatory  in  all  cases,  private  or  pubUc.  In 
clinics  10  per  cent,  of  all  mothers  have  gonorrhea,  and  in  pri- 
vate •  practice  I  per  cent,  have  it.  It  is  far  better  to  give  a 
small  amount  of  pain  to  the  other  90  per  cent,  of  children  than  to 
have  10  per  cent,  blind.  According  to  some  authors  the  gonococ- 
cus  in  old  cases  has  lost  its  virulence.  The  author  cites  a  case  in 
which  the  secretion  from  the  vagina  of  the  mother  did  not  show 
any  gonococci  before  the  child's  birth,  yet  a  severe  blennorrhea! 
inflammation  set  in  thirty-six  hours  after  birth  in  the  child. 
How  great  is  the  danger  of  latent  gonorrhea  is  shown  by  the  state- 
ment of  Blaschko,  that  of  all  the  men  over  thirty  years  of  age  who 
marry  every  second  one  has  had  gonorrhea  at  least  once.  Since 
it  is  found  that  one-third  of  the  cases  of  blenorrhea  neonatorum 
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show  other  bacteria  than  gonorrhea,  it  is  for  the  interest  of  all 
children  to  have  silver  used  at  once.  It  has  been  objected  that 
too  much  silver  gets  into  the  child's  eyes  in  the  use  of  Crede's  solu- 
tion, and  that  it  causes  swelling  of  the  lids.  Various  forms 
of  pipettes  have  been  used  as  well  as  the  glass  rod  of  Cred^,  several 
of  which  allow  of  more  than  one  drop  getting  into  the  eye.  It 
has  been  recommended  that  we  employ  only  a  i  per  cent, 
solution  instead  of  one  of  2  per  cent.  If  we  use  this  solution, 
however,  and  only  one  drop  gets  into  the  eye,  a  considerable 
amount  will  be  squeezed  out  by  the  closure  of  the  child's  eye- 
lids. If  a  single  drop  of  a  2  per  cent,  solution  not  more  than 
six  weeks  old  is  used  very  little  if  any  harm  will  be  done,  and  this 
should  not  prevent  us  from  using  this  precaution.  The  author 
believes  that  more  accurate  results  will  be  obtained  with  the 
glass  rod  than  with  any  of  the  pipettes. 

New  Auscultatory  Sign  in  Certain  Cases  of  Twin  Pregnancy. — 
M.  E.  Arnoux  {Jour,  de  Med.  de  Paris,  October  3,  1908)  says  that 
in  twin  pregnancy  when  the  two  fetuses  are  placed  in  the  right 
relations  to  one  another  a  peculiar  rhythm  is  produced  by  the 
action  together  of  the  two  hearts,  which  reminds  the  examiner  of 
the  sound  of  the  hoofs  of  a  span  of  horses  trotting.  First,  there  is 
unison  of  the  beats,  then  the  sounds  separate  and  are  heard  re- 
doubled, until  we  hear  four  distinct  sounds,  then  unison  comes 
again.  The  two  hearts  are  not  working  in  absolute  unison.  This 
sign  is  due  to  the  superposition  of  two  asynchronous  hearts. 
This  occurs  when  one  twin  is  placed  to  the  left,  the  other  to  the 
right — one  in  the  breech  and  the  other  in  the  vertex  presentation. 
The  author  has  seen  two  such  cases,  both  of  which  he  delivered. 
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SYNONYMS. 

Splenic  Anemia  of  Infancy  (Fowler  and  Hutchison) ;  Anemia 
Splenica  (English) ;  Pseudopernicious  Anemia  of  Children 
(Ehrlich);  Pseudoleukemic  Anemia  of  Infancy  (Holt);  Anemia 
Pseudoleukemica  Infantum  (Von  Jaksch);  Von  Jaksch's 
Anemia;  Anemia  Splenica  Infettiva  dei  Bambini  (Italian). 

As  the  mists  are  being  cleared  away  in  regard  to  the  pathology 
of  splenic  anemia  of  infancy,  and  as  we  now  know  there  is  no 
connection  between  splenic  anemia  of  infancy  and  pseudo- 
leukemia or  Hodgkin's  disease,  it  is  well  to  abandon  antiquated 
names  which  have  served  their  purpose,  and  which,  if  persisted 
in  only  lead  to  confusion.  Therefore,  the  name  Splenic  Anemia 
of  Infancy,  used  by  Fowler  in  1892  and  by  Hutchison  in  1904, 
seems  to  the  author  to  embrace  the  cardinal  symptoms  and  to  be 
much  preferable  to  any  other.  No  confusion  is  possible  with 
splenic  anemia  of  adults,  an  entirely  separate  symptom-complex. 
It  is  to  be  regretted,  therefore,  from  every  side,  that  the  term 
pseudoleukemia  was  applied  to  these  cases  by  Von  Jaksch. 

DEFINITION. 

A  disease  of  infancy  characterized  by  a  high-grade  anemia, 
marked  polymorphism  of  the  blood  and  enlargement  of  the 
spleen  out  of  all  proportion  to  the  enlargement  of  the  liver. 

HISTORY. 

Gretel  in  1866  was  the  first  to  apply  the  term  splenic  anemia 
to  this  group.  He  used  the  term  for  convenience  simply  to 
bring  the  disease  into  line  with  leukemia  splenica  and  lymph- 
atica  as  those  terms  were  then  used. 
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Gee  in  1867  referred  to  a  condition  in  children  similar  to  that 
described  by  Von  Jaksch  and  proposed  for  this  condition  the 
name  lymphatic  anemia. 

Somma  (Italian)  described  a  series  of  cases  in  1884,  and  applied 
the  term  anemia  splenica  infantum. 

Di  Lorezzo  first  introduced  the  term  infective  in  connection 
with  these  cases,  and  this  was  subsequently  adopted  by  some 
other  Italian  waiters.  Most  of  them  considered  it  due  to  a 
bacterial  infection  and  describ  ed  different  microorganisms  in  the 
spleen  which  they  believed  to  be  the  specific  cause. 

In  1889-90  Von  Jaksch  described  cases  of  anemia  with  splenic 
enlargement  in  children  which  he  thought  were  characterized 
by  the  reduction  of  red  blood-cells  and  hemoglobin  and  persistent 
leukocytosis,  enlargement  of  the  spleen  and  sometimes  glands, 
and  to  a  less  degree  of  the  liver.  He  called  them  anemia  pseudo- 
leukemica  infantum.  Most  subsequent  writers  have  followed 
his  terminology,  which  we  have  condemned  for  the  above 
reasons. 

Hayem  followed  Von  Jaksch  and  gave  a  much  better  descrip- 
tion of  the  blood. 

Wentworth  has  an  excellent  study  in  the  Boston  Medical  and 
Surgical  Journal,  vol.  cxlv.  He  rightly  concludes  that  the 
anemia  splenica  infettiva  dei  bambini  of  the  Italian  writers  and 
the  anemia  pseudoleukemica  infantum  of  Von  Jaksch  are  really 
different  ways  of  describing  the  same  condition. 

Hutchison,  writing  in  1904,  has  given  us  the  most  masterly 
picture  of  this  symptom-complex,  and  the  author  of  this  article 
is  indebted  to  him  for  many  facts. 

ETIOIvOGY. 

Although  we  cannot  as  yet  put  our  finger  on  the  exact  cause, 
a  large  mass  of  evidence  has  been  accumulating  through  the  care- 
ful work  of  many  men  and  this  can  profitably  be  reviewed. 

Predisposing  Causes. — Age. — ^The  most  common  age  is  nine 
months  to  two  years.  Hutchison  out  of  twenty-two  reported 
cases  has  one  at  eight  months,  and  four  between  twenty-four 
and  thirty-six  months.  Zelenski  and  Cybulski  have  reported  a 
case  with  enlarged  spleen  five  years  old,  in  which  the  blood 
was  typical  of  splenic  anemia  of  infancy.  This  is  the  oldest  of 
any  we  have  met  in  the  literature. 

Environment. — Bad  air,  overcrowding,  improper  food  and 
unsanitary   dwellings   ha\e   an   important   part    to   play   in   the 
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causation.  Both  the  cases  reported  below  came  from  the  lower 
east  side  tenement  district  of  New  York  City,  where  all  of 
these  factors  are  at  work.  It  is  difficult  to  lay  more  stress  on 
any  one  or  more  of  these  causes,  but  probably  bad  air  and 
improper  food  would  be  generally  considered  the  most  important. 
Still  regards  the  cause  in  his  two  cases  as  faulty  feeding  and 
gastrointestinal  disturbances.  While  it  does  develop  in  breast- 
fed children,  it  is  much  more  common  in  artificially-fed  children. 
It  is  interesting  to  note  in  this  connection  that  it  developed  in 
one  of  the  cases  described  later  while  being  fed  on  goat's  milk. 

Frequency. — ^Among  2,000  new  cases  in  the  First  Division, 
Children's  Diseases,  Bellevue  Hospital,  O.  P.  D.,  there  occurred 
two  cases  of  splenic  anemia  of  infancy.  This  is  a  very  active 
chnic,  and  gives  a  fair  idea  of  the  frequency  of  splenic  anemia  of 
infancy. 

Heredity  plays  a  marked  role.  It  has  a  tendency  to  occur  in 
more  than  one  member  of  the  same  family.  Twins  seem  especi- 
ally Hable  to  suffer.  Hutchison  saw  four  instances  of  this,  and 
the  same  fact  has  been  pointed  out  by  Fowler,  and  an  instance 
reported  by  Dr.  Eli  Long,  of  New  York  City.  The  existence  of 
tuberculosis  in  the  family  is  common,  but  the  patients  do  not 
seem  to  be  more  subject  to  the  tubercle  than  other  children. 

Congenital  Syphilis. — Of  sixty  well-marked  cases  which  were 
investigated  for  this  point,  congenital  syphilis  was  present  in 
seven,  and  doubtful  in  fifteen.  In  thirty- eight  cases  or  63^ 
per  cent,  it  could  be  excluded. 

Individual  Causes. — If  we  now  consider  the  condition  of  the 
individual  patient  it  is  almost  the  rule  rather  than  the  exception 
that  there  is  present  some  disorder  of  nutrition.  Among  sixty- 
four  cases  in  which  the  presence  or  absence  of  rickets  was  noted, 
fifty-one  cases  or  about  80  per  cent,  were  afflicted.  In  thirty- 
one  of  these  fifty-one  cases  or  about  60  per  cent,  it  was  marked 
and  in  twenty  cases  or  about  40  per  cent,  it  was  slight.  This 
leaves  thirteen  cases  in  which  rickets  per  se  was  not  present,  but 
in  nearly  all  these  thirteen  cases  malnutrition  of  varying  degree 
was  present.  As  one  would  expect,  therefore,  gastroenteritis, 
commonly  associated  with  rickets  and  malnutrition,  is  also 
frequently  met.     Both  of  our  cases  had  rickets. 

Race. — Hutchison  says  that  he  has  a  general  impression  that 
the  disease  is  more  common  among  Jewish  children  than  others, 
although  difficult  to  prove.  He  had  notes  of  a  large  number  of 
such  cases,  and  the  point  is  of  interest  as  bearing  upon  the  sup- 


128  smith:  splenic  anemia  of  infancy. 

posed  relationship  of  the  disease  to  congenital  syphilis,  which, 
it  will  be  generally  admitted,  is  rather  uncommon  among  the 
Jews.  Both  the  cases  reported  below  were  of  Italian  parentage. 
Sex. — Of  thirty-four  cases  including  our  own  in  which  the  sex 
was  recorded,  twenty-six  were  males  and  eight  were  females, 
thus  making  it  three  times  more  common  in  males  than  in 
females.     Both  of  our  cases  were  males. 

EXCITING    CAUSES. 

The  real  exciting  cause  we  do  not  know,  but  several  theories 
have  been  propounded. 

Bacteria. — The  Italians  are  the  only  ones  to  date  who  have 
claimed  that  splenic  anemia  of  infancy  is  infective  and  described 
microorganisms  from  the  spleen,  but  their  testimony  has  not 
been  supported  by  others  who  have  had  wide  opportunity  for 
studying  it.  Clinically  its  chronicity  is  much  against  this  and 
the  infectious  origin  must,  therefore,  be  regarded  as  not  proved 
at  the  present  time,  yet  it  should  be  kept  in  mind  for  future  tests 
in  the  autopsy  room. 

The  Spleen  Itself. — Clinically  splenic  tumor  comes  in  point  of 
time  before  the  anemia,  but  it  can  hardly  be  regarded  as  the 
cause  of  the  latter,  for  there  is  no  relationship  between  the  size 
of  the  spleen  and  the  degree  of  blood  change,  and  when  recovery 
takes  place,  the  anemia  disappears  long  before  the  spleen  has 
regained  its  natural  size.  Splenic  anemia  of  infancy  and  splenic 
anemia  of  adults  seem  to  be  two  entirely  distinct  disorders. 
The  crucial  experiment  of  operative  removal  of  the  spleen  has 
been  performed  but  once  by  Wolff  in  splenic  anemia  of  infancy, 
but  with  very  brilliant  results.  This  one  brilliant  case  described 
in  detail  in  the  sequel  would  seem  to  contradict  the  above  state- 
ment that  the  splenic  tumor  is  not  the  cause,  but  judgment 
must  be  suspended  until  a  number  of  cases  have  been  treated 
this  way. 

Toxins. — It  seems  much  more  likely  that  the  enlarged  spleen 
and  anemia  are  the  results  of  one  common  cause,  possibly  toxic 
n  nature.  Such  a  toxin  might  affect  the  spleen  in  the  same 
way  as  the  syphilitic  poison  does  and  at  the  same  time  induce  an 
increased  destruction  of  red  blood-cells,  or  cause  interference 
with  their  formation.  Clive  Riviere  suggests  that  such  a  specific 
toxin  may  be  of  gastrointestinal  origin,  produced  by  an 
abnormal  growth  of  microorganisms,  the  consequence  of  gastro- 
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intestinal  catarrh  and  injudicious  feeding.  These  theories  can 
hardly  be  true  of  all  cases,  for  diarrhea  is  absent  in  a  considerable 
number  and,  on  the  other  hand,  gastrointestinal  catarrh  in 
infancy  is  of  such  frequent  occurrence,  its  claim  must  be  proved 
before  assigning  to  it  a  definite  share  in  the  production  of  any 
disease.  A  similar  theory  in  splenic  anemia  of  adults  has  been 
advanced  by  Rolleston  and  others  to  explain  the  enlarged  spleen. 
Hamilton  has  suggested  in  the  latter  disease  that  the  supposed 
toxin  may  owe  its  origin  to  an  abnormal  intestinal  flora. 

clinical  varieties. 

Although  attempts  have  been  made  to  divide  splenic  anemia 
of  infancy  into  the  cases  with  leukocytosis  and  those  without, 
there  seems  to  be  no  just  foundation  in  fact  for  this.  It  seems, 
therefore,  much  more  rational  to  assign  the  cases  to  one  of  the 
following  groups : 

1.  Those  cases  in  which  rickets  or  malnutrition  is  present. 
This  group  can  again  be  subdivided  into: 

(a)  Those  cases  where  the  rickets  or  malnutrition  is  marked. 
One  of  our  cases  belongs  in  this  group  as  the  rickets  was  marked. 

(b)  Those  cases  where  the  rickets  or  malnutrition  is  slight. 
The  other  of  our  cases  belongs  in  this  group  as  the  rickets  was 
slight. 

2.  Those  cases  in  which  congenital  syphilis  is  present. 

3.  All  of  the  cases  not  included  under  i  and  2.  This  class 
might  be  called  "straight"  cases  of  splenic  anemia  of  infancy. 

The  majority  of  the  cases  come  under  the  first  group  and  are 
associated  with  rickets  or  malnutrition.  The  next  largest  group 
is  the  second,  where  congenital  syphilis  is  associated.  The  third 
group  is  much  smaller  than  either  of  the  other  two. 

PATHOGENESIS. 

Before  discussing  the  pathogenesis  of  splenic  anemia  of  infancy 
it  is  of  advantage  to  review  the  functions  of  the  spleen,  and  the  after- 
effects of  splenectomy  as  throwing  a  little  light  on  the  functions 
and  the  origin  of  the  blood-cells. 

Functions  of  the  Spleen. — ^Although  the  spleen  may  be  of  much 
importance  in  carrying  on  life,  its  removal  is  without  serious 
consequence.  It  goes  without  saying,  therefore,  that  we  do  not 
know  the  full  extent  of  the  activity  of  the  spleen,  but  what  is 
known  may  be  summed  up  under: 
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1.  Blood-forming  function. 

2.  Blood-destroying  function. 

3.  Scavenging  function,  and  aiding  in  resistance  to  infection. 

4.  Assistance  in  formation  of  trypsin  and  bile  pigments. 

1.  Blood-forming  function.  It  is  now  pretty  generally  agreed 
that  the  spleen  manufactures  lymphocytes  as  other  adenoid 
tissue  does.  A  formation  of  red  blood-corpuscles  by  the  spleen 
has  also  been  described,  especially  under  particular  circum- 
stances, such  as  after  great  loss  of  blood.  This  is  in  all  proba- 
bility simply  an  extra  manufactory  of  red  blood-cells  and  accords, 
with  the  clinical  fact,  a  reduction  in  the  number  of  red  blood- 
cells  after  splenectomy. 

2.  Blood-destroying  function.  In  the  splenic  pulp  red  blood- 
cells  have  been  seen  in  various  stages  of  disorganization,  some 
of  them  lying  within  the  substance  of  large,  colorless  corpuscles, 
and  as  it  were  being  eaten  by  them.  Disintegration  of  white 
blood-cells  also  takes  place  here. 

3.  Scavenging  function,  and  aiding  in  resistance  to  infection. 
That  the  spleen  acts  as  a  scavenger  and  removes  particulate 
foreign  bodies  from  the  blood  has  been  proved  by  the  introduc- 
tion of  pigment  granules  into  the  blood,  and  their  consequent 
detection  in  the  spleen  during  the  process  of  removal.  Experi- 
mentation also  proves  that  the  spleen  aids  in  some  way  in  resist- 
ing infection,  because  animals  after  splenectomy  are  rendered 
more  liable  to  infection  by  any  septic  organism. 

4.  Assistance  in  the  formation  of  trypsin  and  bile  pigments. 
After  a  meal  the  spleen  increases  in  size,  and  remains  swollen 
some  time,  and  then  returns  to  its  normal  bulk.  This  is  due 
to  vascular  dilatation.  This  accords  with  the  now  demon- 
strated fact  that  the  spleen  is  in  some  way  concerned  in  the 
formation  of  trypsin  from  zymogen  formed  in  the  pancreas. 
By  its  action  in  disintegrating  red  blood-corpuscles  it  sets  free 
hemoglobin  which  in  the  liver  is  converted  into  bilirubin. 

Afler-efjects  of  Splenectomy. — These  are:  i.  A  diminution 
in  the  amount  of  hemoglobin.  2.  A  reduction  in  the  number 
of  red  blood-cells.  3.  An  increase  in  the  total  number  of  white 
blood-cells.  4.  The  quantity  of  bile  pigment  formed  in  the 
liver  falls  considerably.  These  changes  reach  their  maximum 
in  about  a  fortnight,  and  there  is  a  gradual  return  to  normal  in 
about  four  months.  In  many  cases  the  lymph  glands  are 
enlarged.  The  pains  in  the  bones  often  complained  of  may  be 
due  to  increased  medullary  activity.     Tizzoni  has  pointed  out 
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that  all  effects  which  follow  the  removal  of  the  spleen  are  less 
noticeable  in  the  child,  owing  to  the  fact  that  their  compen 
satory  organs  act  more  rapidly  and  completely. 

Origin  of  the  Blood-cells. — Red  Blood-cells. — In  the  developing 
embryo  the  red-blood  cells  are  not  hemoglobin-holding,  non- 
nucleated  disks  of  stroma,  but  colored  nucleated  cells  which 
have  arisen  by  the  development  of  hemoglobin  and  stroma  in 
undifferentiated  protoplasmic  cell  substance  of  cells  Hning  the 
vessel  walls.  Later  the  nucleated  red  blood-cells  are  replaced  by 
ordinary  red  blood-cells.  How  the  nucleus  is  lost  is  a  matter  of 
dispute.  As  the  embryo  develops  further  the  spleen  and  liver 
plav  a  prominent  part  in  the  formation  of  the  red  blood-cells. 
The  liver  and  other  sources  then  drop  out  as  a  source  of  red  blood- 
cells  and  leave  their  formation  mainly  to  the  red  marrow  of  the 
bones,  with  the  spleen  probably  acting  as  an  aid.  In  the  red 
marrow  of  the  bones  the  flow  of  blood  is  comparatively  slow  in 
the  relatively  wide  passages  formed  by  the  capillaries  and  veins 
and  there  is  going  on  here  a  multiplication  of  colored  nucleated 
cells,  some  of  which  are  transformed  into  red  nonnucleated  disks, 
the  ordinary  red  blood-cells  and  pass  away  into  the  general 
blood-current.  As  seen  above,  destruction  of  the  red  blood-cells 
takes  place  in  the  spleen,  and  it  should  be  added  that  Scott  and 
Telling  have  described  a  case  of  splenic  anemia  of  infancy  in 
which  phagocytosis  of  the  erythrocytes  in  the  lymph  glands 
was  described.     It  was  not  a  very  marked  feature. 

White  Blood-cells. — The  white  blood-cells  in  extrauterine  life 
are  formed  chiefly  in  the  spleen  and  lymph  glands.  From  the 
latter  by  the  lymphatics  they  are  poured  into  the  blood  stream 
as  mononuclear  cells  (lymphocytes),  which,  according  to  some 
authors,  are  transformed  into  polynuclear  cells  in  the  blood 
stream.  According  to  others  the  red  bone  marrow  is  the  source 
of  the  neutrophile  myelocytes  and  polymorphonuclears,  and  in 
severe  infection  and  other  conditions  when  the  marrow  is  deficient 
in  producing  them,  the  spleen  assists  the  bone  marrow  in  their  pro- 
duction and  to  a  less  extent  the  lymph  glands  participate  in  this 
function.     This  is  according  to  Ehrlich. 

Another  view  recently  advanced  in  opposition  to  the  teaching 
of  Ehrlich  above  outlined  is  that  of  Pappenheim,  Wolff,  Urkoff 
and  others,  who  have  tried  to  trace  them  all  back  to  one  common 
parent-cell  from  which  even  the  red  blood-corpuscles  are  derived. 
This  is  called  by  Wolff  a  "lymphoid  cell,"  and  is  almost  identical 
in   character  Avith   the   large   lymphocytes,   and   is   the   first   to 
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appear  in  the  fetal  blood.      From  it  according  to  Wolff  all  the 
cells  of  the  blood  are  derived  according  to  the  following  scheme : 

Lymphoid  cell 


Large  lymphocyte  Erythrocytes  Myelocytes 

Small  lymphocyte  (a)  Basophile 

(b)  Neutrophile 

Polynuclear  leukocytes 

(a)  With  basophile  granulations 

(b)  With  neutrophile  granulations 

Leukocytosis. — The  leukocytosis  in  this  disease  may  be  the 
consecjuence  of  an  interference  with  the  functions  of  the  spleen, 
an  expression  of  its  physiological  incapacity  and  an  indication  of 
the  vicarious  performance  of  its  function  by  adenoid  tissue 
elsewhere,  just  as  happens  after  removal  of  the  organ.  Adenoid 
tissue  elsewhere,  acting  in  a  hurry,  so  to  speak,  might  easily  turn 
out  cells  of  an  immature  type  such  as  we  have  seen  to  be  com- 
monly the  case  in  this  disease.  It  is  probable  that  the  changes 
in  the  marrow  are  also  of  a  compensatory  hypertrophy. 

Nature  of  the  Disease. — In  answer  to  the  question.  Do  such 
cases  constitute  a  definite  morbid  entity?  Hutchison  says  the 
answers  may  be  divided  into  four  groups. 

1.  Wentworth,  Fischl,  Morse,  Kpstein,  Koplik  and  others 
hold  that  the  splenic  anemia  of  infancy  is  not  a  definite  disease, 
but  merely  a  secondary  anemia  which  owes  its  peculiar  char- 
acteristics to  the  fact  that  it  occurs  in  early  life. 

2.  lyUzet  and  Troje  regard  it  as  an  aleukemic  stage  of  a  true 
leukemia. 

3.  Rotch,  I^add,  Kngel,  Hwing  and  Lehndorf  consider  it  to 
stand  halfway  between  leukemia  and  pernicious  anemia. 

4.  Alt  and  Weiss,  Von  Jaksch,  Fowler,  Melland,  Drysdale  and 
Thursfield,  and  Stengel  in  this  country  consider  that  it  is  a 
disease  sui  generis. 

I.  Those  who  regard  the  disease  as  a  secondary  anemia  in 
which  the  enlarged  spleen  is,  so  to  speak,  merely  an  accident, 
base  their  opinion  on  the  absence  of  any  apparent  connection 
between  the  blood  changes  and  splenic  hypertroi)hy.  Cases 
with  identical  lesions  in  the  spleen,  namely,  chronic  hyper- 
trophy, show  varying  degrees  of  anemia,  and  the  degree  of 
leukocytosis  shows  similar  variability.     All  that  one  is  justified 
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in  saying  is  that  in  some  of  the  secondary  anemias  there  is 
chronic  hyperplasia  of  the  spleen  and  in  others  not.  Many  of 
these  statements  have  much  force.  There  is  no  definite  relation- 
ship between  the  character  of  the  blood  and  the  splenic  enlarge- 
ment. Although  Hutchison  states  that  there  is  a  general  ratio 
between  the  extent  to  which  the  spleen  is  enlarged  and  the 
increase  in  the  number  of  leukocytes,  an  examination  of  his  own 
cases  as  reported  fails  to  verify  this,  a  large  leukocytosis  being 
accompanied  many  times  by  a  moderately  enlarged  spleen  and 
-vice  versa.  Our  own  cases  tend  to  refute  this  assertion  of 
Hutchison's;  in  both  the  spleen  was  very  large;  in  one  there  was  a 
leukocytosis  of  66,000  and  in  the  other  of  30,000.  The  important 
point  is  the  polymorphism  of  the  leukocytes  which  distinguishes 
this  disease  from  secondary  anemia,  just  as  the  polymorphism 
of  the  white  cells  in  leukemia  distinguishes  that  disease  from  a 
severe  leukocytosis.  Even  in  severe  secondary  anemias  such 
polymorphism  does  not  occur.  Great  stress  is  laid  on  the 
association  of  cases  with  rickets  and  congenital  spyhilis  by  the 
advocates  of  the  view  that  it  is  a  secondary  anemia.  Rickets 
does  frequently  occur.  On  the  other  hand,  in  a  few  cases  rickets 
has  been  absent.  Nor  is  there  any  relationship  between  the 
severity  of  the  rickets  and  the  degree  of  splenic  enlargement  or 
blood  change.  Some  of  the  severe  cases  show  but  sHght  evidence 
of  rickets,  while  severe  rickets  is  often  enough  accompanied  by 
no  appreciable  degree  of  anemia.  Rickets  per  se  cannot  produce 
the  phenomena  characteristic  of  splenic  anemia  and  it  seems 
more  reasonable  to  suppose  that  when  the  two  coexist,  they 
are  both  the  result  of  some  common  but  unknown  cause,  which 
operates  at  one  time  chiefly  in  the  direction  of  producing  rickets 
and  at  other  times  exerts  itself  chiefly  upon  the  blood-forming 
organs.  Congenital  syphilis  as  a  cause  can  be  excluded  in  so 
many  cases  that  it  is  not  to  be  considered.  It  is  capable  of 
producing  severe  secondary  anemia  and  also  splenic  enlargement, 
but  it  is  rarely  great  in  degree. 

2.  The  view  that  the  disease  is  an  aleukemic  stage  of  a  true 
leukemia — a  stage  at  which  the  hypertrophy  of  the  spleen  is 
still  able  to  keep  in  check  the  excess  of  white  cells  produced  by 
the  marrow — has  been  advocated  by  Troje,  but  has  little  to 
commend  it.  Many  recorded  cases  attest  such  aleukemic 
stages  in  true  leukemia,  but  no  one  has  ever  described  a  case  of 
splenic  anemia  in  a  child  which  passed  later  into  a  genuine 
leukemia.     True  leukemia,   at  least  in  the  myelogenous  form, 
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is  excessively  rare  in  childhood,  while  anemia  associated  with 
enlargement  of  the  spleen  is  by  no  means  uncommon.  That 
being  so,  it  is  extremely  improbable  that  the  one  is  merely  the 
stage  of  the  other.  The  appearances  found  after  death  are  in 
no  way  similar. 

3.  The   view   that   splenic   anemia  of   infancy   stands   inter- 
mediate between  pernicious  anemia  and  leukemia.     Inspection 

of  a  blood  film  might  suggest  a  combination  of  the  two,  but  the 
red  cells  in  this  disease  are  rarely  reduced  in  number  to  the  degree 
characteristic  of  pernicious  anemia.  Further,  the  postmortem 
appearances  are  not  those  of  pernicious  anemia.  The  presence 
of  iron  in  the  liver,  so  characteristic  of  pernicious  anemia,  is  not 
found  in  splenic  anemia,  and  to  the  mere  presence  of  red  marrow 
in  the  shafts  of  the  long  bones  no  importance  can  be  attached, 
for  it  it  a  normal  occurrence  during  the  earlier  years  of  life, 
while  the  microscopic  characteristics  of  the  marrow  do  not 
correspond  at  all  with  those  found  in  true  pernicious  anemia. 

4.  The  basis  for  the  view  that  it  is  a  definite  morbid  entity,  a 
disease  sui  generis,  rests  on  the  peculiar  type  of  blood  change 
and  in  particular  on  the  polymorphous  character  of  the  leuko 
cy  tes.  The  author  thinks  that  as  our  knowledge  of  splenic  anemia 
of  infancy  stands  to-day  it  places  itself  in  this  class  beyond 
question  of  doubt.  Zelenski  and  Cybulski  do  not  consider  the 
occurrence  of  myelocytes  in  children's  blood  as  especially 
significant.  They  found  myelocytes  in  ninety-five  out  of  155 
cases  of  illness  in  children,  including  seven  cases  of  splenic 
anemia.  They  found  a  few  many  times  in  the  blood  of 
healthy  children  in  the  first  weeks  of  life.  But  they  do  lay 
more  stress  on  the  occurrence  of  nucleated  red  blood-cells. 
Omitting  the  cases  of  splenic  anemia  of  infancy,  they  found 
nucleated  red  blood-cells  thirty-six  times  in  134  investigations, 
while  in  the  same  diseases  myelocytes  were  present  eighty  times. 
In  the  blood  of  healthy  nursing  infants  a  single  nucleated  red 
blood-cell  was  occasionally  met.  Therefore,  Zelenski  and 
Cybulski  conclude  that  their  observations  have  lowered  the 
significance  of  myelocytes  in  the  child's  blood,  but  confirmed 
the  important  role  which  the  nucleated  red  blood-cells  play  in 
appreciating  a  given  illness.  They  add  that  a  large  number 
of  these,  and  especially  megalo-  and  gigantoblasts  in  the  child's 
blood  is  always  to  be  regarded  as  giving  an  individuality  to  the 
disease.  It  must  be  admitted,  however,  that  the  clinical 
evidence  is  stronger  than  the  pathological  evidence  for  classing 
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these  cases  by  themselves,  for  splenic  anemia  of  infancy  has  no 
pathological  anatomy  perculiar  to  itself.  The  histological 
changes  in  the  spleen  though  greater  in  degree  are  the  same  in 
kind  as  are  met  with  in  many  other  cachectic  conditions,  especi- 
ally rickets  and  congenital  syphilis.  Sassuchin's  study  of  the 
spleen  in  eleven  cases  of  rickets  shows  that  the  changes  are 
those  of  chronic  inflammation  which  interferes  with  the  func- 
tions of  the  spleen  as  a  blood  former.  These  changes  ar  prac- 
tically identical  with  thos  found  in  the  spleen  in  splenic  anemia 
of  in  ancy.  Hutchison  has  found  very  similar  changes  in  the 
spleen  of  congenital  syphilis.  Nor  are  the  changes  in  the  other 
organs  any  more  characteristic.  But  diseases  cannot  be  classi- 
fied entirely  on  their  pathological  anatomy,  or  chlorosis  would 
cease  to  occupy  a  chapter  by  itself. 

MORBID    ANATOMY. 

Spleen. — To  the  naked  eye  the  spleen  is  greatly  enlarged,  as 
much  as  seventeen  times  the  normal  having  been  reported.  It 
is  very  firm  on  section,  and  deep  red  or  slate  colored.  When  the 
fibrosis  is  far  advanced  the  appearance  may  be  anemic. 

Under  the  microscope  the  capsule  of  the  spleen  shows  a 
uniform  thickening.  The  trabeculae  are  markedly  hypertrophic 
and  the  connective-tissue  framework  of  the  pulp  is  also  greatly 
increased.  The  lymphoid  tissue  of  the  spleen  is  usually  hyper- 
trophied.  In  some  cases  there  has  been  a  great  increase  in 
eosinophile  cells  of  the  splenic  pulp  sinuses.  Degenerated  amorph- 
ous pigment  is  occasionally  found  in  the  intercellular  spaces. 
The  number  of  erythrocytes  varies.  Sometimes  there  is  a 
diminution,  and  in  other  cases  there  is  a  vast  number  of  red  cells 
and  normoblasts  with  mitotic  nuclei.  The  jMalpighian  cor- 
puscles are  not  always  affected  to  the  same  degree.  They  may 
be  normal  at  the  center,  but  at  the  periphery  there  are  indifferent 
lymphoid  cells,  neutrophile  and  eosinophile  myelocytes.  In 
later  stages  the  IMalpighian  corpuscles  are  atrophied  and  some 
converted  into  mere  fibrous  knots.  In  the  blood-vessels  the 
endothelium  is  sometimes  overgrown,  or  there  is  marked  thicken- 
ing of  the  adventitia  of  the  smaller  arteries. 

Lymph  Glands. — ^The  lymph  glands  are  normal  or  slightly 
enlarged  The  connective  tissue  reticulum  is  overgrown  at 
the  expense  of  the  parenchyma.     The  capsule  is  thickened. 

Bone  Marrow. — ^The  bone  marrow  is  normal  or  the  cellular 
elements  of  the  marrow  are  in  a  state  of  hyperplasia,  showing 
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great  activity.  Giant  cells  are  present.  Neutrophile  and 
eosinophile  myelocytes  are  present  in  large  numbers,  as  well  as 
lymphocytic  marrow  cells.  There  is  abundant  evidence  of 
active  red  blood-cell  formation  in  all  cases,  but  there  are  few 
megaloblasts. 

Liver.- — ^The  liver  is  large  from  congestion.  There  is  usually  a 
slight  increase  in  the  connective  tissue.  Microscopically  the 
liver  lobules  are  often  indistinct.  The  liver  cells  show  changes 
varying  all  the  way  from  cloudy  swelling  to  extensive  fatty 
degeneration.  Exceptionally  there  have  been  described  (Luzet, 
Scott  and  Telling,  Meja  and  Frambusti,  Ewing)  in  the  capil- 
laries of  the  portal  system  indifferent  lymphoid  cells  with  eryth- 
rocytes and  myelocytes,  both  neutrophile  and  eosinophile, 
developing  from  them,  showing  a  resumption  of  the  blood- 
forming  function  of  the  liver  as  in  the  fetus. 

The  thymus,  thyroid,  lungs,  heart  and  kidneys  show  no  changes 
except  those  associated  with  severe  anemia. 

Briefly  summing  up,  the  chief  change  in  the  spleen  is  a  chronic 
splenitis,  affecting  chiefly  the  pulp,  but  sometimes  invading  the 
Malpighian  bodies.  There  would  seem  to  be  no  definite  relation 
between  the  extent  of  the  splenic  changes,  and  the  degree  of 
anemia,  but  the  change  seems  to  have  gone  on  to  the  greatest 
degree  of  fibrosis  in  cases  of  longest  standing.  The  fatty 
degeneration  of  the  liver  and  other  organs  is  comparable  to  that 
in  all  advanced  anemias,  while  the  condition  of  the  marrow  is 
merely  compensatory. 

SYMPTOMS. 

The  onset  is  always  gradual  with  a  picture  of  gradually 
increasing  anemia.  The  children  are  under  weight  and  show 
cachexia,  and  sometimes  wasting. 

The  skin  of  the  whole  body,  and  especially  the  face  appears 
very  anemic.  Sometimes  it  is  waxy  or  sallow  with  a  slight 
yellow  tinge.  The  mucous  membranes  of  the  lips,  conjunctivae 
and  mouth  are  pale,  and  in  severe  cases  the  lips  have  a  deathly, 
almost  livid  appearance.  A  petechial  eruption  is  present  on  the 
skin  in  severe  cases,  and  is  usually  of  ill  omen. 

Uncomplicated  cases  show  a  very  slight  rise  in  temperature, 
averaging  not  more  than  a  degree  above  normal.  But  lung 
or  intestinal  complications  are  so  frequent  that  it  is  rather  the 
exception  than  the  rule  to  see  a  case  without  temperature. 
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The  glands  are  usually  palpable  as  in  other  cachectic  con- 
ditions, but  there  is  no  marked  enlargement. 

The  heart  usually  shows  the  presence  of  hemic  murmurs,  a 
soft,  blowing,  systolic  murmur  just  within  the  apex  or  over  the 
pulmonary  valve,  or  both. 

In  some  cases  the  spleen  may  be  only  one  or  two  fingers  below 
the  free  border  of  the  ribs,  and  the  liver  only  slightly  enlarged. 
Where  the  enlargement  of  the  spleen  is  great,  the  appearance  of 
the  abdomen  is  typical.  It  is  much  distended,  and  appears 
more  protuberant  on  the  left  side.  The  liver  is  only  moderately 
enlarged,  two  or  three  fingers  below  the  free  border  of  the  ribs. 
The  spleen  extends  to  the  crest  of  the  ilium  and  even  down 
into  the  pelvis,  and  to  the  umbilicus  or  slightly  beyond  on  the 
right.  It  is  firm,  the  edge  is  distinct  and  the  notch  can  be 
distinctly  felt  on  the  right  border. 

The  bones  show  enlarged  epiphyses,  craniotabes,  bosses  and 
beading  of  the  ribs  when  rickets  is  present. 

As  a  rule,  the  urine  is  negative,  but  in  cases  where  the  anemia 
is  severe  or  of  long  standing,  there  is  acute  degeneration  of  the 
kidneys  with  a  little  albumen  and  a  few  casts  in  it. 

The  hemoglobin  is  always  reduced,  but  not  necessarily  in 
proportion  to  the  red  cells,  and  bearing  in  mind  the  low  ratio 
of  hemoglobin  which  is  normal  in  infancy,  the  percentage  may 
be  only  slightly  reduced.  It  is  more  common  to  find  the  blood 
resembHng  chlorosis  in  the  reduction  of  the  hemoglobin  much 
beyond  what  the  number  of  red  cells  would  lead  one  to  expect, 
with  a  consequent  low  color  index. 

The  reduction  of  red  blood-cells  is  severe,  though  rarely  ex- 
treme. The  lowest  count  recorded  is  467,000  in  a  case  reported 
by  Wolff.  This  is  exceptional  and  usually  the  count  varies  in 
the  Hmits  given  by  KopHk,  1,400,000  to  4,448,000.  Hutchison 
says  he  never  has  seen  a  case  in  which  the  count  fell  below 
1,000,000.  Poikilocytosis  is  usually  present,  but  rarely  extreme. 
Macrocytes  and  microcytes  are  present.  Nucleated  red  blood- 
cells  are  met,  normoblasts  prevailing  over  megaloblasts,  and  the 
nuclei  frequently 'exhibit  signs  of  division. 

The  white  blood-cells  are  usually  increased,  but  not  invariably. 
In  a  considerable  number  the  white  blood  cells  are  actually 
reduced.  The  highest  count  we  have  found  has  been  120,000, 
and  the  lowest  1,800.  We  frequently  find  that  the  differentia 
count  shows  an  increase  in  the  nongranular  cells.  In  fact, 
this  is  the  rule.     Sometimes,  however,  it  is  the  granular  cells 
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which  are  increased.  The  increase  in  the  nongranular  cells 
tends  chiefly  to  affect  the  lymphocytes  and  the  large  mono- 
nuclears, but  differential  counting  and  its  difficulties  in  this  disease 
can  only  be  appreciated  by  one  who  has  tried  it,  because  the 
cells  merge  into  one  another  so. 

Myelocytes  are  present  usually  and  perhaps  would  be  found 
in  all  cases  if  carefully  searched  for.  Two  per  cent,  is  about  an 
average  proportion  for  these  cells,  though  Koplik  has  reported 
17  per  cent,  which  is  very  high.  Mast  cells  are  markedly  in- 
creased in  a  few  cases.  The  eosinophiles  never  appear  to  be 
affected. 

Because  of  the  slow  development  of  the  symptoms  the  mother 
brings  the  child  with  the  history  that  it  is  not  doing  well,  or  is 
not  gaining  in  weight,  or  of  other  indefinite  symptoms  such  as 
restlessness  or  irritability.  Often  there  is  the  added  history 
that  the  child  has  had  some  gastric  or  intestinal  disturbance. 
Sometimes  the  first  thing  noticed  is  a  "lump"  in  the  abdomen. 
Finally  the  child  may  be  brought  for  a  cold  or  a  cough,  and 
examination  reveals  the  real  condition. 

COURSE. 

The  course  of  the  disease  is  chronic.  The  symptoms  and 
blood  changes  come  on  slowly  in  the  course  of  weeks  or  months, 
and  sometimes  remain  nearly  stationary  for  as  long  a  period 
as  several  months  and  then  slowly  improve.  In  other  cases 
gradual  decline  takes  place.  In  cases  going  on  to  recovery 
there  is  noticed  improvement  in  the  general  symptoms  coincident 
with  a  diminution  in  the  size  of  the  spleen. 

diagnosis. 

The  diagnosis  of  splenic  anemia  of  infancy  rests  clinically  on 
anemia  with  marked  enlargement  of  the  spleen  and  moderate 
enlargement  of  the  liver.  "  But  it  can  be  made  with  certainty 
only  by  a  complete  microscopical  examination  of  the  blood. 
This  is  perfectly  typical,  and  shows  a  chlorotic  reduction  in  the 
number  of  red  blood-cells  and  hemoglobin,  poikilocytosis,  micro- 
cytes  and  macrocytes,  normoblasts  in  greater  number  than 
megaloblasts,  a  leukocytosis  with  an  increase  in  nongranular 
white  blood-cells  and  myelocytes  in  small  number.  It  is  to  be 
differentiated  from 

I.  Simple  anemia,  especially  simple  anemia  with  leukocytosis. 
Here  the  blood  shows  a  reduction  in  the  number  of  red  blood- 
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cells  and  to  a  still  greater  degree  in  the  hemoglobin.  There  is 
usually  a  slight  poikilocytosis  and  a  few  normoblasts  and 
megalocytes  are  present. 

2.  Pernicious  anemia.  The  red  cells  are  always  much  dimin- 
ished and  to  a  greater  degree  than  the  hemoglobin.  Megalo- 
cytes are  present  often  in  great  numbers  and  a  preponderance  of 
them  is  regarded  as  essential  to  the  diagnosis.  INIicrocytes  are 
rare.  Megaloblasts-are  present  in  greater  numbers  than  normo- 
blasts. The  leukocytes  are  markedly  diminished  in  number. 
An  occasional  myelocyte  may  be  found. 

3.  Leukemia.  The  red  cells  are  much  reduced  in  number 
and  are  usually  of  normal  size  and  a  moderate  number  of  normo- 
blasts is  found.  The  hemoglobin  is  diminished.  The  most 
important  feature  is  the  great  increase  in  the  leukocytes,  which 
vary  in  form  according  as  the  type  is  splenomyelogenous  or 
lymphatic. 

The  splenomyelogenous  form  is  excessively  rare  in  infancy. 
Myelocytes  are  present  in  large  numbers  and  the  eosinophiles 
are  increased.  The  mast  cells  are  much  increased,  this  being  the 
most  reliable  diagnostic  sign. 

In  the  lymphatic  form  the  lymphocytes  alone  are  increased, 
and  the  increase  is  usually  in  the  small  lymphocytes,  which  form 
80  to  90  per  cent,  of  the  leukocytes.  Myelocytes  and  mast  cells 
are  either  present  in  small  numbers  or  absent  altogether. 

4.  Hodgkin's  disease.  In  a  typical  case  the  diagnosis  is 
easy.  The  external  glandular  swelHngs  are  usually  first  noticed. 
The  blood  examination  shows  marked  anemia.  The  white 
blood-cells  are  generally  less  than  normal,  and,  as  a  rule,  there 
is  a  relative  increase  in  the  lymphocytes.  The  following  case 
reported  by  Dr.  EH  Long,  of  New  York,  illustrates  the  difficulty 
in  diagnosis  sometimes  met.  Colored  girl,  thirteen  years; 
anemia,  large  spleen  and  moderately  enlarged  liver.  The 
blood  examination  corresponded  exactly  to  splenic  anemia  of 
infancy,  but  the  subsequent  course  of  the  disease  showed  it  to 
be  Hodgkin's  disease. 

5.  Sarcoma  of  the  spleen.  Sarcoma  of  the  spleen  is  rare,  but  a 
few  cases  have  been  reported  in  which  the  blood  examination 
caused  the  diagnosis  of  splenic  anemia  of  infancy  to  be  made. 
In  these  rare  cases  the  autopsy  is  the  only  way  of  settHng  the 
diagnosis.  It  is  possible  that  some  of  the  cases  which  have 
terminated  fatally  and  been  reported  as  splenic  anemia  of 
infancy  have  been  really  sarcoma  of  the  spleen. 
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PROGNOSIS. 

In  every  case  the  prognosis  should  be  guarded,  and  the  child 
should  be  watched  a  long  time  before  a  definite  opinion  is  given. 
This  point  is  forcibly  brought  home  by  our  two  cases.  One, 
fairly  well  nourished  and  in  moderately  good  condition,  but  with 
a  petechial  e-uption  grew  rapidly  worse  and  died  within  two 
weeks.  The  other,  poorly  nourished  and  in  poor  condition, 
survived  an  attack  of  bronchopneumonia  and  was  well  on  the 
road  to  recovery.  Hutchison  says,  and  the  above  case  supports 
his  view,  that  in  severe  cases  a  petechial  eruption  may  make  its 
appearance  and  is  usually  of  ill  omen,  for  few  cases  which 
exhibit  it  recover.  The  degree  of  splenic  enlargement  has  no 
bearing  on  the  prognosis;  on  the  other  hand,  the  lower  the 
number  of  red  blood-cells  and  the  higher  the  number  of  white 
blood-cells,  the  more  severe  must  the  condition  be  regarded. 
The  more  polymorphic  the  blood,  the  worse  is  the  outlook. 

Treatment. — ^The  prophylactic  treatment  consists  in  proper 
food  and  care  of  the  gastrointestinal  tract  with  plenty  of  fresh 
air  and  hygienic  surroundings 

In  cases  coming  under  observation  with  the  disease  well 
developed  a  proper  diet  should  be  given,  milk  modified  with  a 
cereal  water  being  the  main  article.  Beef  juice,  mutton  or 
chicken  broth  and  a  soft-boiled  egg  should  also  be  added.  Orange 
juice  should  be  a  regular  part  of  the  daily  diet.  The  stools 
should  be  carefully  watched  and  the  food  adjusted  to  the  diges- 
tion of  the  child,  because  of  the  frequency  of  gastrointestinal 
disturbances. 

Hygiene  and  an  abundance  of  fresh  air  are  as  important  in  the 
treatment  as  in  the  prophylaxis. 

The  best  form  of  arsenic  for  infants  is  Fowler's  solution.  The 
dose  should  be  one  drop  four  times  a  day  to  begin  with.  It  can 
be  increased  to  two  drops  in  older  children.  Iron  should  be 
combined  with  arsenic.  The  syrup  of  the  iodid  of  iron  and  the 
peptomanganate  are  the  best  forms.  The  dose  of  the  syrup  of 
the  iodid  is  two  to  eight  drops,  and  of  the  peptomanganate  ten 
to  thirty  drops. 

Where  rickets  is  present  cod-liver  oil  and  phosphorus  should 
be  added  if  the  condition  of  the  digestive  tract  will  permit. 

In  view  of  the  fact  that  the  ac-ray  has  been  used  with  marked 
benefit  and  some  cures  in  this  disease  it  should  be  given  a 
further  trial.     Holding  and  Warren  have  collected  twenty-two 
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reported  cases  treated  with  the  x-rsLy,  2-j  per  cent,  being  symp- 
tomatically  cured,  57  per  cent,  improved  and  14  per  cent,  not 
improved  or  fatal.  It  should  at  least  be  used  in  connection 
with  other  modes  of  treatment. 

Operation. — ^The  question  of  operation  has  not  been  seriouslv 
considered  in  splenic  anemia  of  infancy  until  recently  Wolff 
took  the  bull  by  the  horns  and  removed  the  spleen  in  a  very 
severe  case.  The  reason  operation  has  not  been  considered  was 
because  the  prognosis  was  thought  to  be  favorable.  Wolff's 
patient,  one  year  old,  had  anemia  and  cachexia  and  a  very  large 
spleen.  Weight,  fourteen  pounds.  Red  blood-cells,  467,000. 
Hemoglobin,  40  per  cent.  White  blood-cells,  37,800.  Spleen  re- 
moved under  chloroform  anesthesia  without  loss  of  blood.  Weight 
of  spleen  one  pound.  (Normal  weight  of  spleen  at  one  year  is 
430.5  grains,  or  less  than  one  ounce.)  In  ten  days  the  child 
had  gained  two  pounds  and  the  red  blood-cells  had  increased  ten 
times.  Notwithstanding  the  brilliant  result  in  this  case  we  will 
have  to  wait  for  more  confirmation  before  conscientiously  advis- 
ing splenectomy  in  splenic  anemia  of  infancy. 

The  following  cases  were  observed  when  the  author  was 
assistant  to  the  First  Division,  Diseases  of  Children,  Bellevue 
Hospital,  O.  P.  D.  They  are  pubHshed  with  the  consent  of 
Dr.  F.  vS.  Meara,  chief  of  that  division,  to  whom  an  indebtedness 
for  many  valuable  suggestions  is  also  acknowledged. 

Case  I. — Diagnosis. — Splenic  anemia  of  infancy.  J.  T.,  male 
infant,  three  months  of  age.  Parents  Italian.  Youngest  of  six 
children,  all  living  and  healthy.  Mother  had  one  miscarriage, 
cause  unknown.     Family  history  otherwise  negative. 

Previous  History. — Labor  easy,  two  hours  duration,  nonin- 
strumental.  Child  born  at  full  term.  No  asphyxia.  Child  is 
now  being  fed  at  the  breast. 

Present  Illness. — ^The  mother  says  that  for  the  past  two  weeks 
the  child  has  had  constipation,  a  "lump"  in  the  abdomen,  and 
does  not  urinate  much.  During  this  period  the  baby  has 
vomited  irregularly  after  taking  medicine.  Bowels  constipated 
and  green.  Slight  cough.  Sleep  fitful  at  night.  The  mother 
says  that  the  baby  does  not  pass  enough  urine,  and  that  the 
urine  is  dark  red  and  stains  the  diaper. 

Physical  Examination. — Small  for  its  age.  Weight,  eleven 
pounds,  two  ounces.  Length,  twenty-two  inches.  Circumfer- 
ence of  head,  sixteen  inches.  Circumference  of  chest,  fourteen 
and  one-half  inches.  Circumference  of  abdomen,  fifteen  inches. 
Nourishment  fair,  but  flesh  flabby.  Face  pale  and  mucous 
membranes  of  mouth  and  conjunctivae  are  very  pale.  The 
lips  are  a  degree  worse,  almost  livid.     Anterior  fontanelle  wide, 
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measures  two  by  two  inches.  Sutures  not  completely  closed. 
Forehead  prominent.  Tongue  heavily  coated  and  white. 
Tonsils  a  little  large  and  there  are  a  few  adenoids.  Some  nasal 
discharge.  Ribs  show  slight  beading.  Lungs  negative.  Heart 
sounds  are  a  little  weak  and  rapid,  but  there  are  no  murmurs. 
Glands  of  neck  and  inguinal  region  are  palpable,  but  not  mark- 
edly enlarged.  Axillary  and  epitrochlear  glands  are  not  palpable. 
Abdomen  somewhat  protuberant,  a  little  more  on  the  left  than 
on  the  right.  Spleen  much  enlarged,  comes  down  to  the  crest 
of  the  ilium,  and  extends  inward  nearly  as  far  as  the  median 
line.  Consistency  rather  firm,  edge  distinct,  smooth  and  rounded. 
Liver   a   little   enlarged   and   extends   one   and   one-half   iiiches 


Fig.  I. — Case  I, 


below  the  free  border  of  the  ribs.  The  edge  is  firm,  sharp  and 
distinct.  Intestines  tympanitic.  Temperature,  ninety-nine  de- 
grees F.  (rectal).  Over  the  skin  of  the  back  and  right  hip  there 
are  three  or  four  dark  blue  purpuric  spots,  averaging  one  and 
one-half  inches  in  diameter. 

Blocd  Examination  No.  I. — Leukocytes,  66,500.  Hemoglobin, 
30  per  cent.  Differential  count,  200  white  blood-cells  by  Dr. 
M.  Goodridge: 

Polymorphonuclear  neutrophiles,  11% 

I{osino]:)hiles,  5% 

Mononuclear  cells,  82 Vr 

(Including  large    mononuclears,  large  and    small  lymphocytes) 
Myelocytes,  2% 

100% 
Three  normoblasts  were  seen  in  the  fields  counted,  and  two 
mitotic  figures. 
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Blood  Examination  No.  II. — Differential  count  of  273  white 
blood-cells  by  Dr.  A.  D.Smith: 

Polymorphonuclear  neutrophiles,  12.9% 

^Mononuclear  cells,  84.2% 

(Including  large  mononuclears,  large  and  small  lymphocytes) 
Eosinophiles,  i-i% 

Basophiles,  -4% 

Myelocytes,  i-4% 

100.0% 
Two  nucleated  red  blood-cells,  normoblasts  were  seen  in  the 
fields  counted. 

The  child  was  put  on  Fowler's  solution,  one  drop,  t.  i.  d.,  and 
modified  milk  added  to  its  nursing,  but  the  mother  did  not  per- 
sist in  carrying  out  the  treatment  and  the  baby  died  two  weeks 
after  it  was  first  seen. 


Fig.  2. — Case  II. 

In  this  case  splenic  anemia  of  infancy  developed  in  a  breast- 
fed infant,  three  months  of  age.  As  the  food  cannot  be  criti- 
cized pier  se  it  is  probable  that  the  amount  was  quite  deficient 
and  the  history  would  give  support  to  this  view. 

Case;  II. — Diagnosis. — Splenic  anemia  of  infancy.  Rickets 
Bronchopneumonia. 

S.  S.,  Male,  nine  months  of  age,  of  Italian  parentage,  was 
first  seen  April  18,  1906. 

Family  History. — This  is  the  first  child.  The  mother  had  no 
miscarriages. 

Previous  History. — Labor  short,  noninstrumental.  The  child 
was  fed  at  the  breast  for  five  months,  then  fed  three  ounces  every 
two  hours  of  a  mixture  of  store  milk  two-third  and  w^ater  one- 
third,   with  a  little  lime  water.     This  was  continued  for  three 
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months.  The  mother  then  stopped  this  and  has  since  given 
goat's  milk  three  ounces  every  two  hours,  or  an  irregular  number 
of  times  a  day.  The  baby  "threw  up"  on  cow's  milk,  but  not 
on  goat's  milk. 

Present  Illness. — ^The  mother  thinks  the  child  has  not  gained 
as  it  should.  He  has  a  little  cold,  and  his  bowels  are  constipated. 
He  sleeps  very  poorly  and  cries  a  good  deal.  He  does  not  crawl 
or  sit  up  alone.     He  is  able  to  hold  up  his  head. 

Physical  Examination. — ^Weight,  sixteen  pounds,  four  ounces. 
(Average  weight  is  seventeen  and  one-half  pounds.)  Circum- 
ference of  head,  eighteen  inches.  Circumference  of  chest,  fifteen 
and  one-half  inches.    Circumference  of  abdomen,  nineteen  inches. 


Fig.  3. — C.A.SE  II. 

Length,  twenty-seven  inches.  Anterior  fontanelle  wide  open; 
sutures  separated,  especially  coronal  and  sagittal.  No  bulging 
of  fontanelle.  Craniotabes.  Glands  under  angle  of  jaw  slightly 
enlarged.  No  teeth.  Beading  of  ribs.  Harrison's  groove 
fairly  well  marked.  Some  epiphyseal  enlargement.  Lungs, 
no  signs  as  yet,  but  respiration  is  40  and  temperature  is  103°, 
and  bronchopneumonia  is  suspected.  Abdomen,  spleen  felt  two 
inches  below  umbilicus,  almost  to  level  of  crest  of  ilium.  Liver  at 
level  of  umbilicus.  Blood  examination.  White  blood-cells,  30,000. 
Differential  count  of  448  white  blood-cells  by  Dr.  A.  D.  Smith: 

Polyneut.,  15 -0% 

Lymph.,  80. 1% 

Transit.,  i 

Eosinoph.,  2 

Basoph.,  I 


Myelocytes, 


1% 
.0% 
.6% 

0-2% 

100.0% 
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Twenty-eight  nucleated  red  blood-cells  were  found  in  the 
fields  counted,  twenty  normoblasts  and  eight  megoloblasts. 
Red  blood-cells  show  marked  variation  in  size  and  have  pale 
centers.  Poikilocytosis.  Megalocytes  and  microcytes.  Several 
mitotic  figures  were  seen  in  fields  counted.  Treatment.  Mustard 
poultice,  I  in  6,  to  chest,  B.  I.  D.  Liq.  am.  acetat.,  5ss;  aq. 
destill.  ad.  §ii.  M.  et  Sig.  5i-  q-  3  h.  Calomel,  gr.  1/4  q.  1/2  h. 
(6  doses). 

April  20,  1906.  Child  is  very  pale  and  restless.  Sudaminal 
eruption  on  arms  and  legs.  Lungs,  respiration  84,  and  shallow. 
Accessory  muscles,  intercostals,  abdominal,  etc.,  brought  into 
action.  Slight  recession  of  episternal  and  suprasternal  notches. 
Some  dilatation  of  veins  of  chest  and  abdomen.  Well-marked 
friction  fremitus  over  lower  lobe  on  left  in  midaxillary  line. 
Dullness  over  area  of  friction  fremitus  on  left  side,  and  on  right 
side  at  apex  and  over  right  lower  lobe.  Breathing  rough  and 
coarse  and  sibilant.  At  upper  part  right  lower  lobe  bronchial 
breathing.  In  left  axillary  line  breathing  distant  bronchial. 
Temperature  100  degrees  Fahrenheit.  Diagnosis,  pneumonia 
confirmed. 

Blood  Examination.—White  blood-cells,  21,500.  Diflferential 
count  by  Dr.  Ira  Weil.  Polychromatophilia.  Punctate  baso- 
philia. 

Polymorphonuclear  neutrophiles,  30% 

Large  lymphocytes,  26% 

Small  lymphocytes,  25% 

Transitionals,  6% 

Poly  eosinophiles,  7% 

Poly  basophiles,  4% 

Myelocytes,  2% 

100% 

Eleven  normoblasts  and  one  megaloblast  per  100  white  blood- 
cells. 

Recovery  from  pneumonia  uninterrupted. 

May  7,  1906.  Doing  nicely.  Stools  one  a  day,  good  color. 
Still  coughing.  Feeding  one  teaspoon  condensed  milk  in  four 
ounces  water  every  three  hours.  Physical  examination.  Weight, 
sixteen  pounds,  four  ounces.  Temperature,  97.4°.  Respira- 
tions, sixty-four.  Spleen  down  to  and  within  crest  of  the  ilium. 
Lower  border  reaches  to  inguinal  region  and  to  middle  line  at 
umbilicus.  Liver  increasing  in  size;  at  level  umbilicus  in  anterior 
axillary  line.  In  spite  of  the  enlargement  of  liver  and  spleen 
there  is  a  gap  between  them  at  the  border  of  the  ribs.  Super- 
ficial glands  little  large.  Tonsils  little  large.  Lungs,  some 
sonorous  breathing. 

Blood  Examination. — Hemoglobin,  30  per  cent.  Red  blood- 
cells,  3,192,000.  White  blood-cells,  16,500.  Differential  count 
bv  Dr.  A.  D.  Smith. 
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Polymorphonuclear  neutrophiles, 

34% 

Small  lymphocytes, 

30% 

Large  lymphocytes, 

25% 

Eosinophiles, 

4% 

Transitionals, 

3% 

Basophiles, 

3% 

Myelocytes, 

1% 

100% 

Five  nucleated  red  blood-cells  were  met  in  counting  114  white 
blood-cells;  four  megaloblasts  and  one  normoblast.  Red  blood- 
cells  show  poikilocytosis  and  megalocytes  are  present.  Treat- 
ment. One  teaspoon  skimmed  milk  and  one  teaspoon  condensed 
milk  in  each  four  ounces  water  q.  3  h.  Syrup,  ferri  iodid,  rri^  v, 
t.  i.  d. 

May  16,  1906.  Weight,  sixteen  pounds,  eight  and  one-half 
ounces.  Child  has  improved  in  looks  and  in  behavior.  The 
spleen  still  remains  quite  as  large,  but  the  upper  border  of 
splenic  dullness  does  not  correspond  as  an  expression  of  an 
increase  in  size  to  the  lower  edge.  The  same  holds  true  with 
reference  to  the  liver.  The  condition  gives  one  the  impression 
of  an  enteroptosis  with  enlargement  of  these  two  organs.  The 
right  lobe  of  the  liver  is  so  much  larger  than  the  left  as  to  suggest 
the  outline  of  a  Riedel's  lobe,  and  the  viscera  do  not  overlap  each 
other.     No  increase  in  glandular  enlargement. 

Blood  Examination. — Hemoglobin,  39  per  cent.  White  blood- 
cells,  14,400.      Differential  count,  120  white  blood-cells. 


Polymorphonuclear 

neutrophi 

les, 

28.2% 

Large  lymphocytes. 

25  0% 

Small  lymphocytes. 

40.0% 

Transitionals, 

4-1% 

Eosinophiles, 

0.9% 

Myelocytes, 

1.8% 

100.0%  . 

May  21,  1906.  Weight,  sixteen  pounds,  five  and  one-half 
ounces.  Spleen  and  liver  unchanged.  Feeding  5i  cond  nsed 
milk,  ovi  skimmed  milk,  5i  cane  sugar  in  five  ounces  water  q. 
3h. 

May  25,  1906.  Weight,  sixteen  pounds,  four  and  one-half 
ounces.  Has  a  cold.  Temperature,  99.8°.  Lungs,  harsh  respi- 
ration, sonorous  and  sibilant  breathing,  and  a  few  coarse  moist 
rales.  Spleen  and  liver  seem  a  little  smaller.  Treatment. 
Mist,  expectorans  (Stokes)  5ss  4  i.  d.  Syrup,  ferri  iodid, 
rr^  x,  t.  i.  d. 

June  I,  1906.  Coughs  a  good  deal.  Does  not  sleep  very 
well  on  account  of  cramps.  Weight,  sixteen  pounds,  eight  ounces. 
Spleen  comes  to  the  umbilicus.  Temperature  100.4°.  Lungs, 
harsh  respiration  and  a  few  moist  rales.  Treatment.  Increase 
skimmed  milk  to  5vi  in  above  mixture. 
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June  6,  1906.  Improving  steadily.  Pain  in  stomach  last 
night  following  a  lady  finger.  Sleeping  better.  Spleen  and 
liver  same.  Weight,  sixeeen  pounds,  nine  ounces.  Increase 
skimmed  milk  to  5vii  in  above  mixture. 

June  13,  1906.  Weight,  seventeen  pounds.  Spleen  and  Hver 
same,  possibly  httle  softer. 

June  20,  1906.  Has  had  diarrhea  for  past  four  davs.  Treat- 
ment.    Stop  all  milk.     Give  only  barley  water  and  boiled  water. 

June  29,  1906.  Weight,  sixteen  pounds,  one  ounce.  Stools 
yellow,  regular.  No  vomiting.  Feed  whole  milk  two  ounces, 
water  three  ounces,  sugar  one  dram,  every  three  hours.  Renew 
syrup,  ferri  iodid. 

Summary.  This  case  when  first  coming  under  observation 
had  in  addition  to  its  splenic  anemia,  rickets  and  broncho- 
pneumonia. It  recovered  from  the  bronchopneumonia  and  an 
attack  of  gastroenteritis.  Spleen  and  liver  diminished  markedly 
in  size  during  the  two  and  one-half  months  the  child  was  under 
observation.  The  essential  treatment  was  gradually  increasing 
milk  mixtures  and  syrup  of  the  iodid  of  iron. 

The  child  had  received  goat's  milk  alone  for  one  month  before 
coming  under  observation.  It  is  probable  that  the  amount 
was  markedly  deficient  as  the  analysis  of  goat's  milk  shows 
proteids  3.69,  fat  4.09,  sugar  4.45.  Goat's  milk  is  the  least 
digestible  and  nutritious  of  milks.  It  contains  a  high  fat  per- 
centage, and  the  coagula  formed  by  it  are  very  tough. 
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SECTION    ON    PEDIATRICS. 

Meeting   of  October    i6,  1908. 

C.  Ogilvy,  M.  D.,  and  later  Godfrey  R.  Pisek,  M.  D., 

in  the  Chair. 

This  was  a  joint  session  with  the  Section  on  Orthopedic  Surgery. 
The  evening  was  devoted  to  a  consideration  of  the  paralyses  in 
early  life. 

THE  CAUSATIVE  FACTORS  OF  THE  PARALYSES  OF  EARLY  LIFE. 

Dr.  Royal  Storrs  Haynes  said  that  the  paralyses  of  early 
life  had  as  their  primary  causative  factors  lesions  of  the  motor 
tract  and  that  these  lesions  might  occur  at  any  point  from  the 
cortex  to  the  muscles.  While  all  these  affections  were  interest- 
ing from  a  scientific  point  of  view  he  would  limit  himself  to  the 
consideration  of  those  which  occurred  most  frequently  and  which 
resulted  in  the  greatest  number  of  cases  of  paralysis.  These 
lesions  may  be  due  to  congenital  defects  or  malformations,  to 
lack  of  development  of  the  cortical  cells,  to  injury  to  the  tract 
from  trauma,  either  from  the  pressure  of  hemorrhage  or  fluid  or 
inflammatory  exudate,  or  from  the  displacement  of  bone  or  the 
growth  of  neoplasms;  to  inflammation  of  the  nervous  tissue  in 
the  brain  or  spinal  cord  or  peripheral  nerves,  to  poisoning  from 
bacterial  toxins  or  chemical  poisons;  to  degeneration  of  the 
nerve-  or  muscle-cells.  These  lesions  might  produce  in  children 
the  clinical  pictures  of  nearly  all  the  nervous  afi"ections  of  adults 
in  which  paralysis  was  a  symptom.  Beginning  with  the  periphery 
he  considered  first,  primary  muscular  dystrophy  in  which  the 
paralysis  is  due  to  the  atrophy  of  the  muscle  fibers  and  the 
consequent  loss  of  power  in  the  muscle  as  a  whole.  In  connection 
with  this  atrophy  there  is  a  deposition  of  fat  which  causes  the 
pseudo-hypertrophy.  There  is  no  change  in  the  nerves  and  the 
late  response  to  faradism  is  due  to  the  loss  of  contractile  muscular 
tissue  and  is  not  a  reaction  of  degeneration.  Paralysis  from  this 
affection  occurs  before  the  tenth  year,  most  often  in  boys,  and  has 
a  tendency  to  heredity.  The  distribution  may  be  of  three  types: 
(a)  of  the  face  and  shoulder  girdle  (Landouzy-Dejerine);  (b) 
of  the  muscles  of  the  back  and  arms  (Erb's  Juvenile  type;  (c)  of 
the  muscles  of  the  back  and  lower  extremities  (Muscular  pseudo- 
hy])ertrophy). 

Obstetrical  paralysis  is  paralysis  of  the  peripheral  nerves  due 
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to  injury  during  labor.  The  seat  of  injury  is  commonly  the  junc- 
tion of  the  tilth  and  sixth  cervical  nerves.  The  brachial  plexus 
is  exposed  to  pressure  from  the  blade  of  the  forceps,  is  liable  to 
injury  from  traction  on  the  head  to  deliver  impacted  shoulders, 
traction  on  the  arm  or  pressure  by  the  fingers  in  the  supraclavicu- 
lar fossae  in  the  delivery  of  the  after-coming  head.  Facial 
paralysis  and  paralysis  of  the  lower  extremities  occur  with  great 
rarity  from  similar  trauma. 

Diphtheritic  paralysis,  the  result  of  multiple  neuritis  due  to  the 
absorption  of  toxins,  occurs  in  from  5  to  15  per  cent,  of  all 
cases  of  diphtheria  and  is  rare  up  to  two  years  of  age.  This 
form  of  paralysis  occurs  in  all  types  of  the  disease  but  is  more 
common  in  severe  cases,  especially  where  antitoxin  is  not  ad- 
ministered or  is  administered  late.  The  palate  was  first  and 
of  tenest  afi'ected,  then  muscles  of  accommodation,  then  upper  and 
lower  extremities.  Paralysis  of  the  pharynx,  heart  muscle  and 
muscles  of  respiration  might  occur.  The  lesion  consisted  of  a 
degeneration  of  the  particular  peripheral  nerve  supplying  the 
paralyzed  part.  In  long-standing  cases  there  was  a  marked 
change  in  the  muscles  themselves. 

Paralysis  might  occur  in  from  5  to  6  per  cent,  of  all  cases  of 
Pott  s  disease,  when  the  usual  site  was  in  the  upper  and  middle 
dorsal  region  where  the  canal  is  smallest  and  the  fixation  least 
efficient.  It  resulted  in  compression  of  the  cord  with  interference 
to  the  blood  and  lymphatic  circulation,  increase  of  the  connective 
tissue  and  degeneration  of  the  nerve  elements.  The  compression 
might  be  due  to  displacement  of  the  bone  but  was  usually  due  to 
breaking  through  into  the  canal  of  the  tuberculous  process  in  the 
vertebrae.  Actual  destruction  of  the  cord  was  rare  and  recovery 
was  possible  even  where  there  was  much  compression.  This 
form  of  paralysis  might  be  caused  by  pressure  on  the  spinal  nerves 
before  or  just  after  their  exit,  irrespective  of  injury  to  the  cord 
proper. 

Infantile  spinal  paralysis  of  poliomyelitis  was  the  most  common 
and  important  of  the  paralyses  of  infantile  life.  Out  of  a  series 
of  2,028  cases  of  nervous  diseases  in  the  Hospital  for  the  Rup- 
tured and  Crippled,  75  per  cent,  were  due  to  poliomyelitis,  20 
per  cent,  were  due  to  cerebral  disease  and  5  per  cent,  covered  all 
other  types.  The  disease  seemed  to  be  an  infection  dependent 
upon  the  action  of  a  specific  microorganism.  The  communi- 
cability  of  the  disease  was  evident  from  its  occurring  in  epi- 
dem  cs,  from  the  number  of  authenticated  cases  occurring  in  the 
same  family,  and  from  the  development  of  the  disease  soon  after 
exposure  The  examination  of  the  spinal  fluid  showed  it  to 
be  almost  uniformly  clear,  colorless  and  without  cellular  ele- 
ments or  with  only  a  few  mononuclear  leukocytes.  On  culture 
it  was  found  to  be  sterile.  The  anatomical  lesions  were  confined 
to  the  central  nervous  system,  and  occurred  most  markedly  in  the 
enlargements  of  the  spinal  cord.  In  cases  dying  early  it  seemed 
evident  from  the  findings  that  the  infection  occurred  first  in  the 
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spinal  fluid  and  the  pia,  and  extended  along  the  blood-vessels 
to  the  ganglion  cells.  In  the  severest  cases  degeneration  was 
found  in  the  gray  matter  everywhere.  The  lesions  occurring 
in  cases  dying  sometime  after  the  onset  of  the  disease  are  sclerosis 
of  the  affected  areas  in  the  cord,  degeneration  of  their  peripheral 
nerves  and  the  muscles.  Infantile  cerebral  paralysis  might  be 
congenital  or  acquired,  the  former  being  the  more  frequent. 
The  congenital  cases  might  be  due  to  causes  within  the  uterus 
or  to  injury  during  labor.  Syphilis  is  a  doubtful  cause.  The 
anatomical  lesions  were  in  the  nature  of  large  defects,  half  of  one 
or  more  than  half  of  one  or  both  hemispheres  might  be  wanting. 
There  might  be  defective  development  of  the  pyramidal  cells. 
The  congenital  cases  occurring  at  birth  were  due  to  meningeal 
hemorrhage  and  secondary  changes,  chronic  meningo-encephali- 
tis,  sclerosis  or  the  iormation  of  cysts.  Tedious  labor  or  injuries 
during  delivery  were  the  most  frequent  causes  of  such  hemor- 
rhages. Cases  of  acquired  cerebral  paralysis  were  usually  seen 
before  the  fifth  year  and  are  characteristically  hemiplegias. 
They  may  follow  traumatism  or  infectious  diseases.  Convulsions 
are  regarded  both  as  cause  of  paralysis  and  as  evidence  of  its 
beginning.  The  primary  lesions  in  these  cases  are  hemorrhage, 
usually  meningeal,  embolism,  thrombosis,  chronic  meningitis 
and  encephalitis.  The  secondary  lesions  were  the  usual  sclerosis 
and  atrophy  with  degeneration  of  the  pyramidal  tract. 

THE    DIFFERENTIAL   DIAGNOSIS   OF   THE    PARALYSIS 
OCCURRING    IN    EARLY    LIFE. 

Dr.  E.  G.  Zabriskie  presented  this  paper  in  which  he  said 
that  the  correct  diagnosis  of  paralysis  in  early  life  lay  in  the  proper 
elicitation  of  the  facts  attending  the  onset,  the  character  of  the 
paralysis  and,  in  some  instances,  the  progress  the  disease  had  al- 
ready made.  The  seat  of  the  causative  factor  was  the  first  im- 
portant step  to  determine  in  differentiating  the  various  forms  of 
paralysis.  It  was  often  extremely  difficult  to  differentiate 
central  from  peripheral  lesions.  Spasticity,  which  was  a  complex 
symptom,  was  invariably  dependent  on  degeneration  or  lack  of 
development  of  the  pyramidal  tracts.  Frequently  there  was  no 
clonus  present.  Sachs  and  other  writers  considered  the  dorsal 
extension  of  the  big  toe  as  normal  in  children  under  two  or  four 
years  of  age.  Among  other  manifestations  of  central  involve- 
ment were  ataxia,  either  of  station  or  of  muscular  movements, 
the  incordination  of  the  arms  and  the  peculiar  gait  seen  in  cere- 
bellar disease,  intention  tremor,  and  the  various  kinds  of  tonic 
and  clonic  spasms.  Nearly  all  the  other  symptoms  of  paralysis 
might  be  met  with  in  peripheral  as  well  as  central  lesions  and  it 
was  mostly  by  a  consideration  of  the  sum  total  of  symptoms 
that  one  could  arrive  at  a  correct  diagnosis.  Reflexes  and 
electrical  reactions  gave  very  little  information.  One  might 
distinguish   between   peripheral   and   central   manifestations  to 


NEW    YORK   ACADEMY    OF    MEDICINE.  151 

some  extent  by  the  condition  of  sensation.  For  instance,  anes- 
thesia whether  partial  or  complete  must  necessarily  follow  the 
cutaneous  distribution  of  the  affected  nerve  in  peripheral  con- 
ditions. Hyperesthesia  was  widely  distributed  in  peripheral 
lesions;  while  in  central  lesions,  with  the  exception  of  poliomye- 
litis and  meningitis,  it  was  confined  to  a  zone  denoting  the  upper 
segmental  Hmits  of  the  disease  process.  The  application  of  one's 
knowledge  of  the  anatomy  and  physiology  of  the  central  nervous 
system  alone  served  to  aid  one  in  distinguishing  between  spinal 
and  cerebral  lesions.  Sometimes  the  entire  diagnosis  depended 
upon  the  time  when  the  paralysis  w^as  first  noticed,  whether 
at  birth  or  shortly  after,  whether  it  followed  immediately  or 
shortly  after  febrile  states,  convulsions  or  coma,  or  whether  its 
development  was  so  gradual  as  to  pass  unnoticed  until  the  paraly- 
sis was  quite  pronounced.  The  distinction  between  a  mild  cere- 
brospinal meningitis  and  acute  anterior  poHomyelitis  was  some- 
times very  puzzling.  Each  of  these  conditions  had  its  own 
features  of  well-pronounced  cases  but  in  some  instances  the 
diagnosis  had  to  be  deferred  until  some  progress  had  been  made. 
Infantile  cerebral  palsies  were  usually  diagnosed  by  their 
spastic  character,  diminished  intelligence  and  manner  of  onset. 
They  could  only  be  confounded  with  birth  palsies  when  the  spas- 
ticity was  so  sHght  as  to  be  overlooked  and  at  a  very  early  age. 
The  group  of  atrophies  was  extremely  difficult  to  determine.  In 
most  cases  progressive  muscular  atrophy  and  chronic  poliomye- 
litis were  practically  indistinguishable. 

THE    ELECTRICAI,    TRE.A.TMENT    OF   THE    PAR.\LYSES   IN 
EARLY    LIFE. 

Dr.  T.  H.  Romeiser  said  that  there  was  much  discussion  as  re- 
gards the  treatment  of  paralyses  by  electrotherapeutic  measures* 
There  was  also  discussion  in  regard  to  the  form  of  electricity  to  be 
preferred  especially  relative  to  the  three  modalities  in  use,  static, 
faradic  and  galvanic  and  their  various  modifications.  Electricity 
alone  was  not  very  effective  in  the  spastic  paralyses.  Very 
gratifying  results  had  been  obtained  in  their  treatment  of  acute 
anterior  poliomyeHtis.  The  object  of  electrical  treatment,  if  the 
nerve-cells  were  destroyed,  was  essentially  to  stimulate  those  mus- 
cles which  were  cut  off  from  the  neural  physiological  influence 
in  order  to  maintain  their  metaboHsm  and  nutrition.  In  most 
of  his  cases  hi  used  faradic  and  galvanic  currents.  He  preferred 
galvanism  to  faradism.  One  should  not  begin  electrical  stimu- 
lation until  inflammation  in  the  cord  had  subsided.  In  acute 
poliomyelitis  there  was  a  greater  degree  of  contraction  of  the  para- 
lyzed muscles  to  the  anode  than  to  the  kathode.  The  best  re- 
sults were  obtained  during  the  first  four  or  six  months  and  but 
little  improvement  was  noted  after  the  first  year.  Electricity 
alone  had  not  been  used  in  any  of  his  cases  of  poliomyelitis.  He 
thought   that   massage  and   properly  graded   exercises  were  of 
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equal  importance.  There  was  a  natural  tendency  to  progressive 
recovery  without  any  therapy,  especially  during  the  first  few 
months.  This  made  it  difficult  to  say  just  what  role  electricity 
played.  He  believed,  however,  that  the  child  gained  strength 
more  rapidly  when  under  electrical  treatment. 

THE  MECHANICAL  TREATMENT  OF  THE  PARALYSES  OF  EARLY 

LIFE. 

Dr.  WisnER  R.  Townsend  presented  this  paper.  He  thought 
that  it  was  evident  to  those  connected  with  the  clinic  that  those 
children  improved  more,  gained  more  power,  and  were  in  every 
way  in  a  better  condition  when  mechanical  care  was  given. 
Apparatus  had  been  ordered  during  the  eight  months  preceding 
April  I,  on  three  days  a  week  in  the  out-patient  department  of 
the  Hospital  for  the  Ruptured  and  Crippled  for  sixty-six 
patients  for  the  prevention  of  drop-foot  in  six  cases;  genu 
recurvatum  in  twenty-five  cases;  talipes  calcaneous  in  seven 
cases;  talipes  calcaneovalgus  in  two  cases,  talipes  equinus  in 
fourteen;  lateral  curvature  in  two;  drop-wrist  in  one;  weak- 
ness of  abdominal  muscles  in  three;  right  valgus  and  left  cal- 
caneus in  i;  right  drop-foot  and  left  valgus  in  one;  multiple 
deformities  in  three.  There  were  thirty-eight  males  and  twenty- 
eight  females.  There  were  twenty-five  patients  under  two  years, 
twenty-four  between  two  and  four  years,  eight  over  four  years 
and  nine  whose  ages  were  not  given.  The  time  intervening  be- 
tween the  attack  and  the  deformity  was  two  days  in  one  case 
of  genu  recurvatum;  one  week  in  one  case  of  genu  recurvatum; 
two  days  in  one  case  of  calcaneovalgus.  The  average  time  after 
the  attack  until  apparatus  was  applied  was  three  months. 
Temporary  apparatus  was  applied  earlier  when  possible.  He 
thought  that  few  realized  how  often  deformities  followed  polio- 
myelitis and  how  rapidly  these  deformities  came  on.  Many 
dift'erent  forms  of  apparatus  were  employed.  Plaster-of-Paris 
splints  were  inexpensive  and  easily  applied,  but  in  dispensary 
work  they  soiled  easily.  If  the  bandage  was  heavy  it  was  clumsy 
and  if  two  light  it  might  crack  and  allow  the  limb  to  be  dis- 
placed. Braces  of  steel  were  simple  and  could  be  made  to  fit  the 
varying  age  of  the  patient;  if  made  without  joints  they  could 
be  made  at  a  reasonable  cost.  Joints  could  not  be  used  in  the 
early  treatment.  By  the  time  the  first  one  was  discarded  one 
with  motion  was  not  needed.  Dr.  Townsend  exhibited  a  splint 
that  was  in  general  use  at  the  hospital  and  which  had  given  great 
satisfaction. 

THE    SURGICAL    TREATMENT  OF  THE  PARALYSES  OF  EARLY  LIFE 

Dr.  R  H.  Sayre  presented  this  paper  and  was  of  the  opinion 
that  the  number  of  cases  of  paralysis  occurring  in  infancy  and 
childhood  which  were  amenable  to  surgical  treatment  was  much 
smaller  than  those  which  were  benefited  by  mechanical  treat- 
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ment.  However,  there  was  a  certain  number  of  cases  which 
derived  wonderlul  help  from  surgical  intervention.  If,  when  a 
tissue  was  stretched  to  its  utmost  extent  and  point  pressure 
applied  to  it,  a  reflex  spasm  was  produced,  the  tissue  had  been 
elongated  as  far  as  it  was  possible  to  elongate  it  by  stretching  and 
if  it  was  desired  to  make  it  permanently  longer  an  operation  must 
be  done.  This  was  a  valuable  guide  in  determining  when  to 
stretch  and  when  to  cut.  In  the  majority  of  cases  contracted 
muscles  could  be  elongated  by  subcutaneous  tenotomy.  If  the 
tendon  was  cut  subcutaneously  the  deformity  should  be  imme- 
diately corrected  and  if  a  proper  dressing  was  applied  there  need 
be  no  fear  of  nonunion  of  the  tendons.  If  a  distinct  gap  was 
felt  between  the  ends  this  should  be  covered  by  a  stout  piece  of 
adhesive  plaster  or  some  dressing  firm  enough  to  keep  the  band- 
ages from  occluding  the  gap.  In  the  great  majority  of  cases 
other  methods  are  more  complicated  than  subcutaneous  tenotomy 
and  are  productive  of  no  better  results.  In  some  instances  as 
in  contraction  of  the  long  flexors  of  the  fingers,  open  operation 
of  the  forearm  tendons  is  advisable.  A  number  of  operations 
have  been  suggested,  but  the  best  is  that  of  splitting  the  tendon 
longitudinally,  cutting  the  slit  loose  on  each  side  and  sliding  the 
flaps  on  each  other.  In  operating  on  the  hamstrings  open 
incision  is  advisable  as  some  operators  have  mistaken  the  external 
popliteal  nerve  for  the  biceps  tendon.  When  operating  by  the 
open  method  on  the  knee  he  divided  the  tendons  and  closed  the 
wound  with  sutures,  making  no  effort  at  sliding  elongation. 
Tendon  transference  has  been  of  great  benefit  in  cases  of  paralysis 
and  would  often  enable  a  patient  to  dispense  with  apparatus. 
In  order  to  be  practical  we  must  have  a  strong  muscle  whose 
force  can  be  diverted  and  made  to  do  the  work  of  its  paralyzed 
neighbor.  Occasionally  it  is  possible  to  develop  the  feeble 
muscle  into  a  vigorous  one  by  electricity,  massage,  etc.,  and  then 
to  operate.  The  flexor  and  the  extensors  of  the  forearm  have 
been  interchanged,  and  the  sartorius  and  hamstring  muscles, 
sometimes  one  and  sometimes  the  other,  have  all  been  trans- 
planted to  the  patella  to  overcome  paralysis  of  the  quadriceps 
extensor  femoris  with  great  success.  As  regard  the  results  of 
nerve  transplantation  and  nerve  spUcing  he  felt  that  the  oper- 
ation should  be  tried  in  suitable  cases,  but  he  did  not  feel  that 
it  had  yet  been  shown  that  a  nerve  which  had  been  paralyzed 
for  a  long  time  could  be  regenerated  by  splicing  it  to  a  live  one. 
It  was  necessary  in  discussing  the  possibilities  of  nerve  suture 
and  nerve  transplantation  to  recognize  that  different  kinds  of 
paralysis  as  we  see  them  in  young  children  have  dift'erent  origins. 
In  brachial  pa  sy  of  the  Erb  type,  due  to  overstretching  of  the 
nerve- roots  which  results  in  rupture  of  the  sheath,  fibers  and 
vessels  of  the  nerves,  cicatrization  of  the  resulting  hemorrhage 
and  torn  sheath  occurs  forming  a  permanent  obstruction  to  the 
transmission  of  nerve  impulse.  Where  such  cicatricial  areas 
exist   they   must   be  removed   or  else   the  operation  results  in 
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failure.  The  results  of  the  immediate  suture  of  nerves  that  have 
been  divided  accidentally  and  the  bridging  of  defects  where  the 
nerves  could  not  be  approximated  have  given  such  brilliant 
results  that  it  was  to  be  expected  that  benefit  might  follow  the 
removal  of  scar  tissue  and  suture  of  nerve  trunks  in  Erb's 
paralysis.  However  the  conditions  are  different  and  one  cannot 
rely  upon  getting  as  favorable  results. 

In  regard  to  bone  operations  Dr.  Sayre  said  that  when  a  growing 
bone  was  compelled  to  bear  weight  while  imperfectly  supported 
it  very  frequently  became  deformed  and  in  such  cases  operations 
upon  the  bones  became  necessary  as  well  as  upon  the  soft  parts. 
When  the  extensor  muscles  of  the  thigh  and  leg  are  paralyzed 
it  is  often  the  case  that  after  a  club-foot  has  been  restored  to^its 
normal  relation  with  the  leg,  it  will  be  found  to  be  everted  forty- 
five  or  fifty  degrees  on  account  of  a  twist  which  has  taken  place 
at  the  knee  so  that  the  knee  and  ankle-joints  work  no  longer  in 
the  same  place  but  at  very  marked  angle  to  each  other,  and  in 
such  cases  an  osteotomy  is  necessary  to  bring  the  two  into  line. 
At  other  times  a  pronounced  genu  valgum  results  from  the 
paralysis  of  the  quadriceps  femoris  and  an  osteotomy  or  osteo- 
clasis of  the  femur  is  necessary  to  put  the  foot  under  the  body 
and  restore  the  center  of  gravity.  Operations  have  been  of 
marked  use  in  connection  with  dangle-foot.  Arthrodesis  or  the 
formation  of  an  artificial  ankylosis  is  of  great  use  in  many  of 
these  cases.  It  was  by  no  means  easy  to  produce  artificial 
ankylosis  and  consequently  many  operations  had  been  devised. 
The  majority  make  an  incision  behind  the  outer  malleolus 
running  forward  below  it  into  the  instep  dividing  the  external 
lateral  ligaments  and  dislocating  the  astragalus  so  as  to  gain 
access  to  the  sides  which  are  denuded  of  cartilage.  In  the 
great  majority  of  cases  it  was  necessary  to  obliterate  the  joint 
between  the  astragalus  and  os  calcis  and  many  operators  prefer 
therefore  to  remove  the  astragalus  altogether.  Goldthwaite 
divides  the  fibula  a  few  inches  above  the  joint  and  does  this  also 
in  order  that  the  divided  fibula  may  be  more  certainly  brought 
in  contact  with  the  astragalus.  The  front  part  of  the  foot 
was  apt  to  be  unstable  in  these  cases  unless  the  mediotarsal 
articulation  was  also  obliterated  at  the  same  time  that  the 
arthrodesis  is  affected  at  the  ankle-joint.  In  calcaneous  the 
operation  devised  by  Whitman  has  given  most  excellent  results. 
The  astragalus  is  removed  and  a  thin  section  of  bone  cut  from 
the  outer  surface  of  the  os  calcis  and  cuboid.  On  the  inner  side 
the  sustentaculum  tali  is  cut  away  and  the  calcanio-navicular 
ligament  is  partially  separated  from  its  attachments.  The 
cartilage  is  then  removed  from  the  two  malleoli  and  if  necessary 
they  are  reshaped  so  as  to  permit  of  accurate  adjustment.  The 
foot  is  then  displaced  backward  as  far  as  possible  so  that  the 
external  malleolus  may  cover  the  calcaneo-cuboid  junction 
while  the  inner  is  forced  into  the  depression  behind  the  navicular. 
The  peronei  tendons  which  were  divided  at  the  first  stage  of  the 
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Operation  are  then  attached  to  the  insertion  of  the  tendo  Achilles 
and  to  the  os  calcis  by  strong  silk  sutures.  The  object  of  the 
removal  of  the  astragalus  is  to  secure  stability  and  to  prevent 
lateral  deformity  by  placing  the  leg  bones  directly  on  the  foot. 
The  object  of  the  backward  displacement  of  the  foot  is  to  direct 
the  weight  upon  its  center  and  thus  remove  the  adverse  leverage 
which  induces  dorsal  flexion. 

DISCUSSION. 

Dr.  Henry  Ling  Taylor  said  that  he  would  devote  the  few 
minutes  at  his  disposal  to  a  brief  statement  of  his  own  views  on 
the  treatment  of  poliomyelitis.  In  the  treatment  of  the  acute 
attack  it  was  exceedingly  important  to  keep  the  patient  quiet 
and  in  bed,  and  to  refrain  from  meddlesome  interference. 
Massage  and  electricity  were  contraindicated  during  the  first 
month.  Deformity  could  be  prevented  in  at  least  nine-tenths 
of  the  cases  by  the  application  of  suitable  splints.  The  nutrition 
after  the  acute  stage  of  the  disease  could  be  kept  up  by  the  use 
of  the  vibrator  and  dry  heat.  It  was  also  very  important  to 
enable  helpless  children  to  walk  by  the  aid  of  propv^r  appliances; 
and  to  relieve  instability  and  deforming  strain  in  these,  and  also 
in  the  children  who  could  walk,  by  orthopedic  treatment.  Pro- 
tected locomotion  was  perhaps  the  best  stimulus  to  nutrition. 
These  means  properly  used,  were,  in  his  opinion,  superior  to 
electricity  or  massage.  Every  case  not  treated  in  this  way 
might  result  in  needless  deformity. 

Dr.  Henry  Kopi.ik  expressed  himself  as  particularly  inter- 
ested in  what  had  been  said  regarding  the  difficulties  of  making  a 
differential  diagnosis  between  the  various  forms  of  meningitis 
and  polioencephalitis.  As  was  well  known  it  was  necessary 
in  some  instances  to  have  a  case  under  observation  for  twenty- 
four  hours  or  more  before  the  diagnosis  could  be  cleared  up, 
although  the  diagnosis  was  not  as  difficult  at  at  first  appeared. 
He  could  not  understand  how  three  lumbar  punctures  could  be 
made  and  yet  no  diagnosis  result  from  the  examination  of  the 
fluid.  However,  this  sometimes  happened.  Dr.  Townsend 
had  asked  why  one  did  not  try  to  prevent  deformity,  or  to 
correct  it  when  one  treated  a  case  of  poliomyelitis.  Dr.  Koplik 
said  that  there  was  nothing  more  difficult  to  decide  than  the 
moment  when  these  cases  should  be  placed  in  the  hands  of  the 
orthopedic  surgeon.  Many  cases  during  the  epidemic  of  1907 
were  in  the  hospital  and  it  was  very  difficult  to  decide  when  the 
surgeon  should  be  called  in  to  correct  the  deformity.  Deformi- 
ties sometimes  occurred  when  the  child  was  too  sick  for  any 
operative  procedure. 

Dr.  Sara  Welt-Kakels  discussed  the  paper  from  the  stand- 
point of  differential  diagnosis;  she  mentioned  that  it  might  be 
difficult  to  differentiate  a  poliomyelitis  anterior  from  a  birth 
palsy  of  the  upper  extremity,  but  in  this  latter  the  musculus 
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infraspinatus  was  mostly  involved;  it  also  was  important  to 
bear  in  mind  the  pseudoparalyses  which  were  dependent  either 
upon  lues  or  rachitis.  She  recalled  one  case  of  paralytic  dou- 
loureux in  a  boy,  three  years  old,  seen  in  private  practice  during 
the  epidemic  of  anterior  poliomyelitis.  The  child  could  not  move 
the  left  arm.  It  was  learned  that  the  nurse  had  the  child  out 
walking,  leading  him  by  the  arm.  The  child  stumbled  and  the 
nurse  held  him  up  by  the  arm.  It  was  soon  found  that  the  child 
could  not  move  the  arm.  Placing  the  member  in  a  sling  for  a 
few  days  resulted  in  a  cure. 

Dr.  Louis  Curtis  Acer  said  he  believed  that  every  physician 
who  saw  the  patient  early  could  prevent  deformity  in  95  per 
cent,  of  cases  of  anteropoliomyelitis.  He  should  prevent  the 
contraction  of  the  muscles  and  should  support  the  weakened 
muscles  of  the  opposite  side.  In  regard  to  diagnosis  he  said 
the  typical  case  could  readily  be  diagnosed  and  in  others  the 
diagnosis  was  usually  only  a  matter  of  time. 

Dr.  L.  E.  La  Fetra  said  that  Dr.  Haynes  had  made  a  clear 
presentation  of  the  causative  factors  as  regards  diagnosis.  There 
frequently  occurred  cases  that  were  difficult  to  diagnose  even  by 
the  ablest.  With  regard  to  the  treatment  he  thought  that  much 
could  be  done  in  the  acute  stage  so  far  as  electricity,  massage 
and  manipulation  were  concerned.  A  great  deal  could  be  done 
by  hot  baths  and  by  the  application  of  the  spinal  ice  bags,  or 
by  counter-irritation  to  the  spine  with  mustard  and  hot  fomen- 
tations. This  would  relieve  the  pain  from  the  spinal  nerve 
roots.  These  pains  were  very  marked  during  the  recent  epidemic, 
and  there  were  many  cases  in  which  the  use  of  massage  was 
extremely  painful.  So  far  as  the  limbs  were  concerned  there 
should  be  absolute  rest.  In  most  cases,  he  believed  that 
deformity  could  be  prevented  by  the  giving  of  proper  treatment 
at  once.  It  was  possible  in  most  cases  to  place  the  feet  at  right 
angles;  this  should  be  done  at  the  beginning  and  the  feet  should 
be  kept  there. 

Dr.  Walter  Lester  Carr  believed  that  much  could  be  done 
in  the  early  stages  of  anterior  poliomyelitis  to  relieve  pain  and 
other  symptoms.  He  began  early  a  general  orthopedic  treat- 
ment by  strapping  with  adhesive  plaster  to  keep  the  weakened 
muscles  in  their  proper  position.  Too  often  physicians  failed 
to  recognize  the  necessity  for  early  and  continued  treatment  and 
the  cases  passed  from  their  hands  to  the  care  of  orthopedic 
surgeons  without  having  been  given  more  than  a  general  medici- 
nal treatment.  All  such  cases  required  a  supervised  manage- 
ment over  a  long  period  by  both  physician  and  surgeon. 

Dr.  William  M.  Leszynsky  wished  to  emphasize  one  or  two 
points;  the  first  was  in  regard  to  the  correction  of  deformities; 
the  second  was  in  regard  to  the  general  management  of  the  case. 
In  the  improvement  of  paretic  muscles  much  more  could  be 
accomplished  by  the  systematized  practice  of  volunatry  move- 
.  ment   than   by   any  form  of  electricity.     If  the  muscles  were 
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completely  paralyzed,  massage  and  electricity  might  develop 
the  muscles  while  the  undestroyed  centers  were  undergoing 
regeneration.  The  difference  between  the  application  of  the 
anode  and  cathode  to  the  muscles  was  of  little  importance,  so 
long  as  a  muscle  contracture  could  be  obtained.  It  was  not 
necessary  to  determine  the  classical  reaction  of  degeneration  as 
the  loss  of  faradic  irritability  was,  as  a  rule,  sufficient. 

Dr.  Jacob  Teschxer  said  that  in  1899  he  published  a  paper 
in  the  Annals  of  Surgery  giving  the  results  obtainable  in  the 
paralytic  deformities,  and  he  cited  one  case  of  particular  interest 
that  had  been  under  treatment  for  fourteen  years,  with  elec- 
tricity and  massage,  and  called  attention  to  the  fact  that  the  use 
of  electricity  and  massage  was  absolutely  useless.  The  treat- 
ment should  not  be  by  apparatus  and  braces.  In  dealing  with 
these  paralysed  limbs  one  should  bear  in  mind  that  there  existed 
a  tendency  to  recovery,  and  if  one  placed  the  paralyzed  limb  in  a 
brace  and  confined  the  motion,  he  did  not  promote  the  muscle 
development.  He  said  that  he  had  treated  many  cases  of  infantile 
paralysis  and  deformities  since  1896,  and  the  worse  deformities 
that  he  had  seen  resulted  from  the  wearing  of  these  braces.  If 
the  gentlemen  would  take  a  series  of  cases,  irrespective  of  the 
amount  of  disability,  and  permit  the  children  now  wearing 
braces  for  from  two,  four,  five  or  even  ten  years  to  get  about 
and  help  themselves  as  best  they  could,  after  four  weeks  they 
would  find  that  these  patients  were  more  helpful  and  in  better 
condition  than  when  they  were  wearing  the  braces.  Tenotomy 
as  practiced  by  orthopedists  generally  was  inadvisable  because 
they  placed  the  limb  in  plaster  for  at  least  four  weeks.  He  wished 
to  call  attention  to  and  to  emphasize  the  steatements  made  by 
him  in  a  paper  read  in  1899  and  published  in  the  same  year.  In 
those  cases  operated  upon,  where  tenotomy  had  been  performed, 
he  had  insisted  upon  the  full  use  of  the  operated  limb  as  the 
ability  of  the  patient  permitted  at  the  end  of  one  week;  after  a 
fasciotomy  or  tenotomy  the  child  was  permitted  to  walk  about 
in  his  encasement  on  the  fourth  day.  On  the  seventh  day  this 
was  removed.  Re-education  and  development  by  scientific 
gymnastics  had  much  to  do  with  the  restoration  of  the  functions 
of  a  paralyzed  limb,  and  experience  taught  that  it  was  the  only 
proper  method  of  treating  these  cases. 

Dr.  Henry  W.  Frauenthal  did  not  agree  with  the  statement 
that  mechanical  massage  was  preferable  to  that  given  by  trained 
and  skilled  hands.  The  skilled  masseuse  was  far  better  able  to 
perform  active  and  passive  massage  than  any  machine. 

Dr.  H.  G.  Zabriskie  believed  they  should  avoid  entangle- 
ments and  long  discussions  regarding  the  palsies  seen  in  the 
young. 

Dr.  T.  H.  Romeiser  had  emphasized  in  his  paper  that  special 
resistance  exercises  were  of  greater  value  in  these  cases  than 
the  use  of  electricity  alone,  although  electrotherapy  was  the 
subject   of   his   paper.     He    took    pains    to   instruct   intelligent 
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mothers  in  a  series  of  special  exercises  for  the  child  and  with 
gratifying  results.  Whether  the  machine  could  do  more  than  an 
intelligent  mother,  he  could  not  say. 

Dr.  WisnER  R.  Townsend,  in  closing  the  discussion,  said  he 
could  not  understand  the  position  assumed  by  some  with  regard 
to  the  question  of  deformities.  The  orthopedic  surgeons  wanted 
the  orthopedic  work  done  by  the  general  practitioner;  he  should 
prevent  the  deformities  by  appropriate  treatment  begun  early. 
The  orthopedic  surgeons  saw  these  cases  because  the  families  called 
them  in  to  cure  deformities  that  should  have  been  prevented. 
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The  Diseases  of  Children.  A  work  for  the  practicing  physi- 
cian edited  by  Dr.  M.  Pfaundler  and  Dr.  A.  Schlossman. 
English  Translation  Edited  by  Henry  L.  K.  Shaw,  M.  D.,  and 
LiNN^us  La  Fetra,  M.  D.,  with  an  introduction  by  L.  Emmett 
Holt,  M.  D.  In  four  volumes.  Hlustrated  in  black  and 
white  and  in  colors  by  6i  full-page  plates  and  430  text  cuts, 
Philadelphia  and  London:  J.  B.  Lippincott  Company. 
Price,  $20.00,  net. 

After  the  lapse  of  a  number  of  years  during  which  minute  and 
painstaking  investigations  had  been  carried  on  unceasingly  in 
almost  every  phase  of  pediatrics,  and  the  results  published 
through  the  varied  avenues  of  monographs,  scattered  medical 
journals  and  individual  text-books,  the  time  was  ripe  for  the 
production  in  Germany  of  a  system  of  pediatrics  the  separate 
portions  of  which  should  be  treated  critically  by  those  whose 
special  knowledge  qualified  them  as  authorities  upon  their 
subjects.  The  editing  of  this  important  work  together  with 
some  of  the  most  valuable  contributions  to  the  text  has  been 
assumed  by  Drs.  Pfaundler  and  Schlossman  while  the  list  of 
collaborators  includes  many  of  the  best-known  investigators  of 
continental  pediatrics.  It  is  a  matter  of  congratulation  that 
this  work  has  without  undue  delay  been  made  available  to  Eng- 
lish and  American  readers.  To  the  editors  of  the  English 
translation,  Drs.  Shaw  and  La  Fetra,  together  with  those  to 
whom  were  assigned  the  various  sections  of  the  volumes,  great 
credit  is  due  for  the  readableness  of  the  translation  which 
conveys  the  subject  in  excellent  English  while  closely  preserving 
the  intent  of  the  foreign  authors. 

It  would  be  manifestly  impossible  in  reviewing  a  w^ork  of 
this  size  to  enter  into  minute  critical  discussion  of  the  contents 
and  of  the  views  expressed  by  its  many  authors.  Moreover,  it 
must  be  appreciated  at  the  outset  that  the  work  is  written  from 
a  European  standpoint  which  differs  in  many  respects  from  that 
of  this  country.  These  differences,  which  a  perusal  of  the  text 
reveal  as  not  so  divergent  in  the  most  important  particulars  as 
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many  have  been  led  to  suppose,  have  also,  as  Dr.  Holt  wisely 
points  out  in  his  introduction,  their  own  value  since  they  offer 
us  a  new  viewpoint  in  many  directions. 

The  title  of  Vol.  I — Pathology,  Symptomatology,  Prophylaxis, 
Therapeutics,  Feeding — gives  but  a  very  superficial  idea  of  its 
contents.  Of  especial  note  are  the  200  pages  given  to  a  presen- 
tation by  Prof.  Pfaundler  of  the  symptomatology  of  children's 
diseases,  which  is  unique  in  its  completeness,  and  consists  of  a 
succession  of  tables  of  differential  diagnosis  of  the  greatest  value. 
This  value  is  enhanced  for  ready  reference  by  a  special  index 
which  immediately  follows  it.  The  sections  upon  General 
Prophylaxis,  General  Therapeutics,  Mortahty  and  Morbidity  in 
Infancy  are  written  wdth  a  broad  outlook  upon  the  subjects 
and  will  repay  the  reader.  The  chapter  upon  milk  deals  with 
its  chemical  composition  and  the  methods  of  its  production 
abroad,  to  which  the  editors  have  added  short  sections  upon 
American  methods.  In  the  chapter  entitled  The  Female  Breast, 
which  deals  also  with  maternal  nursing  and  the  wet  nurse, 
we  find  two  timely  statements.  The  first  of  these  is  that  "it  is 
utterly  impossible  to  copy  the  physiological  stimulus  of  mother's 
milk  by  other  foods."  The  second  that  "the  idea  that  the 
woman  of  to-day  has  not  the  abiHty  to  nurse  her  infant  is  falla- 
cious. In  energetically  and  systematically  conducted  lying-in 
hospitals  all  mothers  can  nurse  their  infants  equally  well, 
and  for  the  most  part  women  are  not  prevented  from  nursing 
their  children  by  an  inability  to  do  so,  but  for  a  variety  of  other 
reasons." 

Fifty  pages  are  given  to  metaboHsm  and  nutrition  during 
the  first  year  of  Hfe  and  present  a  careful  summing-up  of  the 
knowledge  which  has  been  laboriously  gathered  abroad  during 
recent  years.  The  technic  of  infant  feeding  such  as  has  been 
developed  in  America  and,  in  the  opinion  of  the  reviewer,  far 
outstrips  continental  methods,  receives  no  attention,  but  the 
fundamental  principles  upon  which  all  successful  feeding  must 
be  based  are  ably  laid  down. 

Vol.  II  deals  with  Diseases  of  the  New-born,  Prematurity, 
Diseases  of  Puberty  and  of  the  Blood  and  Blood-forming 
Organs,  Infantile  Scurvy,  Rachitis,  Diabetes  MelHtus  and  Insip- 
idus, the  Exanthemata  and  other  Infectious  Diseases  of  Children, 
together  with  Rheumatism,  Syphilis,  and  Tuberculosis.  Ex- 
haustive comment  upon  these  is  impossible.  The  colored 
plates  in  this  volume  are  probably  superior  to  anything  in 
pediatric  hterature,  and  it  is  only  to  be  regretted  that  colored 
plates  of  the  eruption  of  German  measles  and  Duke's  "Fourth 
Disease  "  do  not  also  appear  to  aid  the  practitioner  to  whom  these 
affections  are  more  difficult  of  recognition  than  some  of  those 
pictured. 

Vol.  Ill  treats  with  Diseases  of  the  Digestive,  Respiratory  and 
Circulatory  Systems  and  the  Thyroid  Gland.  In  this  the 
chapter  upon  Nutritional  Diseases  of'infancy  is  especially  worthy 
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of    attention.     Ihroughout    these    volumes    the    physiology    of 
normal  function  is  given  the  position  which  is  its  due. 

Vol.  IV  is  given  up  to  Diseases  of  the  Genito-urinary  and 
Nervous  Systems  and  Dermatology.  The  indices  which  appear 
at  the  end  of  each  volume  and  the  general  index  to  all  volumes 
in  Vol.  IV  might  have  been  much  enlarged  with  advantage. 
With  their  present  limitations  they  are  little  more  than  an  index 
of  subheadings.      In  this  respect  they  are  competent. 

American  readers  will  find  in  these  volumes  a  resume  of 
recent  work  abroad  translated  into  their  own  language  and  so 
accessible  to  the  practitioner  with  far  less  effort  than  in  the 
original.  Moreover,  the  conservative  comments  upon  the 
conclusions  of  the  original  investigators  is  of  great  value  in 
establishing  a  balance  in  the  final  judgment  to  be  rendered — a 
matter  exceedingly  difficult  for  the  average  American  reader 
in  the  study  and  comparison  of  conflicting  monographs  in  a 
foreign  language.  Proud  as  we  may  well  be  of  the  advances  of 
American  pediatrics,  the  influence  of  this  work  in  English  text 
will  be  far-reaching, 

T.  S.  S. 

The  Baby:  Its  Care  and  Development.  By  Le  Grand  Kerr, 
M.  D.  Small  Octavo,  pp.  140.  Published  by  Albert  T. 
Huntington,  1908.  Brooklyn  and  New  York,  Price,  $1.00,  net. 
This  small  volume  by  Dr.  Kerr  is  a  record  of  personal  views 
wliich  has  been  put  into  book  form  for  the  instruction  and  use 
of  mothers.  Any  book  of  this  kind,  couched  in  as  simple  terms, 
which  reaches  the  hands  of  either  prospective  or  young  mothers, 
is  capable  of  exerting  a  most  beneficent  influence  in  the  educa- 
tion of  the  masses  concerning  the  care  of  infants.  Having  said 
this,  it  need  not  be  considered  seriou^  detraction  when  it  is  stated 
that  the  reviewer  experienced  some  surprise  that  while  the 
majority  of  the  views  are  so  modern  and  so  sane,  certain  other 
portions  do  not  maintain  this  standard.  Common  as  is  the 
popular  superstition  and  practice,  it  would  be  exceedingly 
difficult  to  advance  any  valid  physiological  reason  for  recom- 
mending the  rubbing  of  oil  or  vaselin  externally  upon  the  nose 
for  the  relief  of  snuffles.  The  old  bugbear  of  the  acid  reaction 
of  cow's  milk  crops  up  again  in  these  pages  as  one  of  the  reasons 
why  whole  cow's  milk  is  not  suitable  for  infant  feeding.  The 
cumbersome  syphon  is  preferred  to  other  simpler  methods  of 
securing  a  top  milk.  The  spring-dial  scale  is  given  the  promi- 
nence of  a  full-page  cut  and  recommended  instead  of  the  counter 
scale  with  its  more  accurate  balance.  It  is  also  difficult  to 
understand  why  one  should  advise  giving  butter  to  an  infant 
eight  months  old,  when  a  fresher,  sweeter,  cleaner  butter  fat 
could  be  given  a  bottle-fed  infant  by  increasing  the  fat  content 
of  its  bottles.  Certainly,  if  a  breast-fed  infant  requires  milk 
fat  at  that  age  it  needs  supplementary  bottle  feeding.  These 
and   others  points  are,  however,  after  all,  matters  of  personal 
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experience  and  preference,  although  one  expects  the  latest  book 
to  convey  the  latest  views  upon  a  subject.  In  justice,  however, 
it  must  be  said  that  the  theoretical  and  instructive  portions  are 
up-to-date,  although  in  some  parts  of  the  therapeutics  and  feeding 
there  is  a  flavor  of  a  more  ancient  vintage. 

The  arrangement  is  novel:  the  development  and  needs  of  the 
infant  at  birth,  during  the  first  week,  at  one,  two  and  three 
months,  etc.,  being  grouped  in  separate  chapters.  This,  while 
helpful  for  ready  reference,  becomes  somewhat  artificial  at  times 
when  certain  minor  subjects  are  equally  applicable  to  the  entire 
period  of  infancy.  Despite  these  opportunities  for  criticism, 
the  volume  will  do  a  good  work  in  the  hands  of  young  mothers. 
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DISE.^SES    OF    CHILDREN. 

Early  Diagnosis  of  Measles. — E.  Apert  {Bull.  Med.,  September 
19,  1908)  says  that  by  early  diagnosis  he  does  not  mean  diagno- 
sis after  the  catarrhal  symptoms  have  appeared,  since  then  the 
child  has  been  for  some  days  a  source  of  contagion,  and  it  is  then 
too  late  to  prevent  the  spread  of  the  disease.  He  means  diagno- 
sis during  the  period  of  invasion.  He  goes  over  all  the  symptoms 
that  might  aid  us,  such  as  the  rise  of  temperature  and  condition 
of  the  blood  and  urine,  and  gives  it  as  his  opinion  that  none  of 
them  will  permit  an  early  diagnosis  of  the  disease.  But  there 
are  two  valuable  symptoms,  the  Koplik  spots  and  the  congestion 
of  the  ocular  conjunctiva.  The  Koplik  spots  do  not  seem  to  be 
generally  recognized,  as  their  description  does  not  correspond 
with  the  reality.  He  finds  them  as  fine,  grayish,  transparent 
granules  on  the  inner  surface  of  the  cheeks  rarely  on  the  inside 
of  the  lips,  and  never  on  the  gums  or  palate.  Later  they  become 
bluish.  They  are  absolutely  pathognomonic  of  measles  and  are 
never  seen  in  any  other  disease.  They  appear  several  days  before 
the  skin  eruption,  and  are  gone  when  that  appears.  An  injection 
of  the  ocular  conjunctiva  between  the  lids  appears  at  the  same 
time.  The  author  calls  this  pterygeal  conjunctivitis,  and  con- 
siders it  a  valuable  sign.  By  it  the  coming  of  measles  may  be 
predicted  in  time  to  isolate  the  child  and  prevent  other  children 
from  contracting  the  disease. 

F.  E.  Tylecote  {Practitioner,  August,  1908)  claims  that  gingival 
hyperemia  is  of  even  greater  value  than  Koplik's  spots  in  the 
early  diagnosis  of  measles,  because  it  may  be  observed  easily,  by 
either  natural  or  artificial  light,  is  practically  constant  in  occur- 
rence, appears  as  early  as  do  Koplik's  spots,  is  not  likely  to  be 
confused  with  other  conditions  as  aphthous  stomatitis  is  with 
buccal  spots  by  inexperienced  observers,  and  persists  after 
Koplik's  spots  have  disappeared,  thus  aiding  in  the  diagnosis  of 
cases  seen  late. 
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Scarlet  Fever. — Reviewing  a  series  of  325  cases,  John  McCrae 
(Mont.  Med.  Jour.,  September,  1908)  insists  upon  the  rash  and 
tongue  as  being  the  most  important  diagnostic  features.  He 
urges  an  invariable  routine  confinement  to  bed  for  a  full  three 
weeks  with  milk  diet,  varied  only  with  junket,  whey,  ice  cream 
and  fruit  juices  during  the  same  period,  as  nephritis  is  the  most 
dreaded  complication. 

Serotherapy  in  the  Treatment  of  Postdiphtheritic  Paralysis. — 
G.  E.  Schneider  (Progrh  Med.,  August  29,  1908)  and  ly.  A. 
Vandeuvre  advocate  the  use  of  large  doses  of  diphtheria  antitoxin 
in  postdiphtheritic  paralyses  as  soon  as  the  symptom^  appear, 
whether  soon  after  the  angina  or  after  some  weeks.  They  cite  a 
case  in  which  a  young  adult  had  an  attack  of  diphtheria  of  mod- 
erate severity  and  recovered  from  it.  About  forty  days  after 
his  apparent  recovery  he  was  taken  with  an  almost  absolute 
paralysis  of  the  motor  nerves  of  upper  and  lower  limbs,  palate 
and  pharynx.  Swallowing  was  impossible  and  voice  nasal. 
When  brought  to  the  hospital  he  had  to  be  fed  with  a  stomach- 
tube.  He  was  so  emaciated  and  somnolent  that  he  was  corpse- 
like. Large  injections  of  diphtheria  antitoxin  were  at  once 
begun  and  continued  until  he  was  entirely  cured,  five  injections 
being  given  in  all.  Improvement  began  at  once,  and  when  dis- 
charged from  the  hospital  he  was  able  to  walk  as  well  as  ever 
and  to  perform  all  his  functions.  Here  there  was  a  rapidly 
extending  polyneuritis  involving  nearly  all  the  voluntary 
muscles.  The  muscles  of  respiration,  the  diaphragm  and  in- 
tercostal muscles  were  spared.  The  serum  was  well  tolerated 
throughout,  and  it  is  noticeable  that  in  cases  of  severe  intoxica- 
tion it  is  well  borne  even  in  large  doses.  In  such  cases  the  ad- 
ministration of  large  doses  of  antitoxin,  supplemented  with  pas- 
tilles of  antidiphtheritic  serum  may  prevent  complications. 

Pulmonary  Emphysema  in  Diphtheritic  Intoxication. — G.  Mya 
(Riv.  di  Clin.  Ped.,  August,  1908)  calls  attention  to  a  condition  of 
pulmonary  emphysema  appearing  in  diphtheria  when  there  is  no 
laryngeal  stenosis  and  when,  therefore,  the  strain  due  to  impeded 
respiration  cannot  have  any  effect  on  the  lungs.  He  regards  it  as 
one  of  the  effects  of  an  extreme  degree  of  intoxication  due  to  the 
poison  of  the  diphtheria  bacilli.  There  is  an  increased  area  of  reso- 
nance over  the  chest  extending  down  to  the  seventh  rib  in  front, 
and  behind  to  the  twelfth  rib.  The  vesicular  murmur  is  enfeebled 
and  inspiration  is  short  and  superficial.  The  form  of  diphtheria 
in  which  this  condition  is  found  is  necrotic  angina,  in  which  the 
glands  are  much  swollen,  and  there  are  myocarditis,  albuminuria, 
cutaneous  hemorrhages  and  muscular  asthenia.  These  symp- 
toms belong  to  the  culminating  toxic  period  of  the  disease.  The 
result  is  generally  fatal.  At  the  autopsy  the  macroscopic  and 
microscopic  characteristics  of  emphysema  are  found  in  the  lungs. 
In  some  cases  the  pulmonary  vesicles  become  ruptured  and 
confluent  so  that  small  sacs  are  formed,  and  a  subplural  emphy- 
sema is  formed.     Subcutaneous  emphysema  may  be  seen  during 
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life.  The  author  has  also  seen  this  sort  of  emphysema  in  severe 
cases  of  scarlatina  and  typhoid.  The  cause  of  this  phenomenon 
is  a  failure  of  the  elasticity  of  the  pulmonary  elastic  tissue,  result- 
ing in  insufficient  tension.  In  three  cases  of  severe  diphtheria 
that  terminated  fatally  the  author  found  a  fatty  degeneration 
of  the  fibers  of  the  diaphragm.  This  combined  with  the  loss  of 
elasticity  of  the  lungs  aids  in  producing  emphysema. 

Leukocytosis  of  Pertussis. — A  blood  analysis,  by  J.  F.  Crombie 
(Edin.  Med.  Jour.,  September,  1908),  of  one  hundred  and  twelve 
cases  of  whooping-cough  in  various  stages  shows  that  the  leu- 
kocytosis of  this  disease  is  almost  diagnostic,  as  it  does  not  occur 
in  other  affections  resembling  whooping-cough.  In  seventy- 
three  cases  of  uncomplicated  whooping-cough  during  the  first 
three  weeks  of  the  disease,  a  leukocytosis  of  less  than  10,000 
was  met  with  in  only  seven  cases.  In  children  under  a  year  old 
the  normal  leukocytosis  is  over  10,000;  but  the  leukocytosis  in 
whooping-cough  is  so  high,  more  especially  in  very  young 
children,  that  it  is  unnecessary  to  make  allowance  for  the  age 
of  the  child.  This  leukocytosis  was  found  to  be  much  the  same 
on  an  average,  in  the  catarrhal  stage  and  during  the  first  three 
weeks  of  the  paroxysmal  cough.  In  individual  cases  it  was 
found  to  be  highest  in  the  catarrhal  stage  or  during  the  first  ten 
days  of  the  disease,  gradually  diminished  as  the  severity  of  the 
disease  lessened  and  disappeared  along  with,  or  soon  after,  the 
convulsive  attacks  of  coughing.  It  may  persist,  however,  for 
months,  and  in  one  case  was  found  when  the  whoop  had  lasted 
for  three  and  a  half  months.  This  leukocytosis  varies  directly 
with  the  severity  of  the  attack,  and  in  the  catarrhal  stage  is  a 
useful  guide  to  prognosis.  A  high  leukocytosis  points  to  a  severe 
and  long-lasting  attack.  At  later  stages  of  the  disease  it  varies 
directly  with  the  number  and  severity  of  the  paroxysms.  In 
mild  cases  it  may  be  found  to  be  normal  or  but  httle  above 
normal.  The  lymphocytes  are  always  increased  either  absolutely 
or  relatively.  In  children  under  one  year  old  the  number  of 
lymphocytes  normally  exceeds  that  of  the  polymorphonuclear 
leukocytes  but  in  whooping-cough  the  divergence  is  so  great 
that  it  is  but  seldom  necessary  to  consider  the  age  of  the  child. 
During  the  acute  stages  of  the  disease  the  percentage  of  poly- 
morphonuclears and  lymphocytes  may  be  said  to  be  inverted. 
The  lymphocyte  count  thus  gives  a  simple  and  reliable  means 
of  diagnosing  whooping-cough  during  the  early  and  most 
infectious  stage  before  the  development  of  the  typical  symptoms, 
and  when  isolation  is  most  effective. 

Whooping  Cough  Hospitals. — An  editorial  {Arch.  Ped.,  Oct., 
1908)  enters  an  urgent  plea  for  the  estabhshment  of  hospitals 
for  cases  of  pertussis.  No  hospital  in  New  York  City  will  know- 
ingly receive  such  cases.  In  that  city  the  mortality  from 
this  disease  at  all  ages  during  the  ten  years  from  1895  to  1904 
was  almost  as  great  as  that  of  typhoid  and  two-thirds  that  of 
either  scarlet  fever  or  measles.     In   1905  more  children  died  in 
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this  city  from  pertussis  than  from  scarlet  fever  and  typhoid 
combined. 

Infantile  Paralysis  in  Massachusetts  in  1907. — In  an  analysis 
of  the  cases  of  this  disease  occurring  in  Massachusetts  during 
the  year  1907,  R.  W.  Lovett  {Bost.  Med.  and  Siirg.  Jour.,  July  30, 
1908)  says  while  the  character  of  the  onset  suggests  infection, 
and  there  is  a  general  impression  that  the  disease  is  infectious, 
the  case  is  not  proved  by  positive  bacteriological  data  and  most 
bacteriological  examinations  are  negative.  But  in  this  case 
negative  evidence  does  not  disprove  the  theory  of  infection,  for 
the  organism  present,  if  one  exists,  may  liberate  a  toxin  and 
disappear.  The  seasonal  occurrence,  the  age  of  the  children 
selected  most  commonly,  and  the  frequent  association  of  intes- 
tinal disturbance  with  the  onset  suggest  some  intestinal  infection 
as  the  possible  source  of  the  disturbance.  The  disease  follows 
the  curve  of  summer  diarrhea  as  to  age  and  season  and  follows 
the  curve  of  cerebrospinal  meningitis  as  to  neigher.  From  the 
evidence  at  our  disposal,  it  seems  reasonable  to  suspect  that 
some  bacillus,  probably  an  anaerobic  one,  reaches  the  intestines 
in  milk  and  there  liberates  a  toxin  which  is  absorbed  and  carried 
to  the  spinal  cells  by  the  blood  current.  Hence,  the  findings  in 
the  cerebropspinal  fluid  withdrawn  by  lumbar  puncture  are 
negative  in  most  cases.  But  it  cannot  be  regarded  as  certain 
that  infantile  paralysis  is  always  caused  by  the  same  organism, 
or  even  that  it  is  a  pathological  entity.  It  may  be  simply  the 
clinical  expression  of  the  reaction  of  the  spinal  cord  to  one  of 
several  causes,  of  which  infection  may  well  be  one.  A  similar 
pathological  condition  has  been  seen  to  arise  from  lead  poisoning, 
from  the  experimental  injection  of  bacteria  in  rabbits,  and  from 
the  injection  of  toxin  in  guinea-pigs.  Allowance  must  also  be 
made  for  the  possible  influence  of  traumatism,  dampness,  over- 
fatigue, the  exanthemata  and  foci  of  pyogenic  infection  as 
possible  causes  of  infantile  paralysis,  or  a  disease  indistinguish- 
able from  it.  As  to  contagion,  the  data  contained  in  the  report 
are  not  sutBcient  to  estabUsh  this  characteristic,  although  the 
distribution  of  the  disease,  its  spread  from  foci,  the  involvement 
of  contiguous  towns,  the  spread  along  lines  of  most  frequent 
travel,  and  the  very  suggestive  histories  given  may  well  warrant 
us  in  suspecting  it  and  no  harm  could  arise  from  the  isolation 
of  such  cases  from  other  children  during  the  acute  attack. 

Indoxyluria  and  Infantile  Pathology. — Gorter  {Arch,  de  Med. 
des  En/.,  September,  1908)  advocates  the  view  that  not  all  the  in- 
doxyl  appearing  in  the  body  is  excreted  in  the  feces,  but  that  some 
of  it  is  derived  from  the  decomposition  of  the  albumin  of  the  tis- 
sues and  gives  rise  to  indoxyluria.  Stasis  of  the  contents  of  the 
small  intestine  causes  the  appearance  of  much  indoxyl  in  the 
urine,  while  stasis  in  the  large  intestine  has  no  such  effect.  Simple 
constipation  does  not  produce  indoxyluria.  Dysentery  and  other 
inflammations  located  entirely  in  the  large  intestine  do  not  pro- 
duce   it,   while  catarrhal  diseases  of    the  small  intestine,   such 
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as  typhoid  and  cholera,  always  do  so.  The  appearance  of 
indoxyluria  is  greatly  influenced  by  the  food  ingested.  It  occurs 
only  when  there  is  an  increase  of  putrefaction  in  the  small  intes- 
tine. Hence  intestinal  putrefaction  and  appearance  of  indoxy- 
luria may  both  be  lessened  by  depriving  the  patient  of  food  and 
giving  a  water  diet  for  some  hours.  In  the  first  place  the  mate- 
rial to  putrefy  is  removed,  and  in  the  second  place  the  bacteria  that 
cause  putrefaction  are  deprived  of  nourishment  and  material  to 
work  upon.  From  these  facts  the  author  concludes  that  the  deter- 
mination of  indoxyl  excreted  by  the  urine  and  of  indol  eHminated 
by  the  feces  during  a  purgation,  together  with  a  water  diet  of 
two  days,  will  permit  us  to  gain  a  good  idea  of  the  amount  of  intes- 
tinal putrefaction,  and  to  give  a  prognosis  in  the  case  of  gastro- 
intestinal putrefaction,  and  also  teach  us  what  measures  to  use 
in  the  treatment  of  such  a  case.  After  purgation  it  is  often 
necessary  to  give  a  diet  containing  only  carbohydrates  for  a 
time,  as  purgation  alone  does  not  give  true'  intestinal  disinfection. 

Epidemic  Infantile  Diarrhea.— V.  J.  Glover  {Lancet,  September 
5,  1908)  beheves  the  house-fly  to  be  the  active  factor  in  the  trans- 
mission of  the  infectious  agent  of  this  disorder,  falling  with 
infected  feet  into  the  milk  and  walking  on  the  Hps  or  into  the 
mouths  of  breast-fed  infants. 

Cerebrospinal  Meningitis. — In  a  contribution  based  upon  one 
hundred  and  seventy-five  cases  occurring  during  1907  in  the 
neighborhood  of  Glasgow,  W.  L.  Thomson  {Med.  Press,  Sep- 
tember 23,  1908)  states  that  all  investigations  made  in  the  present 
epidemic  point  to  the  fact  that  the  disease  is  infectious,  seldom, 
perhaps,  directly  and  to  the  immediate  contacts,  as  in  scarlet 
fever  and  diphtheria,  but  more  remotely  and  seemingly  through 
the  medium  of  "carrier"  cases.  He  quotes  a  number  of  groups 
of  cases  showing  how  the  disease  spreads  in  a  family  or  a  locality. 
It  is  possible,  in  some  cases,  that  infection  from  the  sick  to  the 
healthy  does  take  place,  as  between  members  of  the  same  family, 
but  in  very  few  instances  has  this  been  observed.  In  the  last 
case  quoted,  for  example,  it  is  quite  impossible.  Generally  speak- 
ing, cases  in  the  same  family  either  showed  a  practically  simul- 
taneous onset  or  the  secondary  case  was  separated  by  such  an  inter- 
val of  time  from  the  primary  that  direct  infection  was  negatived. 
Even  where  direct  infection  was  possible,  the  number  of  cases  was 
so  small,  as  compared  with  the  large  group  of  cases  where  infec- 
tion could  only  be  transmitted  by  means. of  a  "carrier,"  that  it  is 
doubtful  if  it  plays  any  important  part  in  epidemiology  at  all. 
I\Iany  of  the  cases  suffered  from  catarrhal  conditions  of  the  nose 
and  pharynx.  In  regard  to  contacts  it  was  found  that  65  per 
cent,  of  the  infected  famiHes  contained  members  who  had  been 
recently  or  were  at  the  time  of  the  visit  suffering  from  catarrhal 
conditions  of  the  nose  or  throat.  Everything  points  to  the  en- 
trance of  the  infection  by  inhalation. 

F.  G.  Finley  and  P.  G.  White  {Mont.  Med.  Jour.,  September, 
1908)  record  five  cases  of  cerebrospinal  meningitis  treated  with 
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Flexner's  serum,  with  one  death  and  four  recoveries.  In  the  latter 
rapid  improvement  followed  its  use,  all  symptoms  lessening.  The 
bacteria  were  never  found  after  the  first  injection  of  serum.  In 
making  the  intraspinous  injection  the  writers  prefer  general 
anesthesia.  In  view  of  toxic  manifestations  which  appeared 
after  repeated  injections  in  some  of  their  cases  they  believe  it 
wise  not  to  use  the  serum  more  frequently  than  necessary.  Be- 
sides the  indications  derived  from  temperature  and  pulse,  daily 
bacteriological  examinations  are  most  helpful,  and  the  presence 
of  bacteria  in  the  fluid  would  certainly  appear  to  be  an  indication 
for  the  continuance  of  treatment. 

C.  B.  Ker  (Edin.  Med.  Jour.,  October,  1908)  has  treated  thirty- 
three  cases  of  all  degrees  of  severity  with  Flexner's  serum  with  a 
mortahty  of  14,  or  42.3  per  cent.,  as  against  80.5  percent,  for 
one  hundred  and  eight  cases  otherwise  treated.  Of  the  four- 
teen deaths  one  was  a  fulminant  case  which  died  within  twelve 
hours  after  admission  as  did  two  others  in  which  the  serum 
was  not  sufficiently  pushed.  Another  died  in  a  relapse  which  so 
strongly  resembled  an  apoplectic  attack  that  the  serum  was  not 
again  given.  In  addition  to  the  reduction  of  mortality  the  writer 
notes  particularly  the  completeness  and  rapidity  of  recovery 
without  sequelae,  such  as  deafness,  absence  of  marked  wasting 
and  tendency  to  chronicity  and  the  abrupt  termination  of  relapses 
when  the  use  of  the  serum  is  resumed.  Children  under  ten  years 
of  age  usually  suffer  severely,  the  mortality  for  this  class  of  pa- 
tients for  the  whole  outbreak  described  being  81  per  cent.  For 
the  cases  treated  with  Flexner  serum  it  was  only  20  per  cent. 
Other  serums  which  the  author  has  employed  are  that  of  Kolle 
and  Wassermann,  which  he  has  found  clinically  to  stand  second 
to  that  of  Flexner,  and  those  of  Ruppell,  Burroughs  and  Well- 
come and  of  Jochmann.  Everything  goes  to  prove  that  sub- 
cutaneous injection  of  serums  is  of  little  value.  Flexner's  serum 
intraspinously  administered  is  the  treatment  of  choice. 

In  a  paper  on  the  clinical  and  pathological  phases  of  epidemic 
cerebrospinal  meningitis,  B.  F.  Royer  (Arch.  Ped.,  October, 
1908)  says  that  in  view  of  the  probabihty  of  the  nasal  mucosa 
being  the  point  of  entry  of  the  infection  it  would  seem  to  be  reason, 
able  for  those  who  treat  this  disease  or  who  are  employed  as 
nurses  or  attendants  upon  persons  sick  with  epidemic  meningitis 
to  irrigate  carefully  the  nose  and  throat  at  frequent  intervals. 
It  seems  wise  also  that  care  be  taken  to  protect  the  hands  and 
the  personal  clothing  of  those  who  come  into  contact  with  menin- 
gitis. Notification  of  the  board  of  health  and  disinfection  after 
termination  of  the  case  also  seem  advisable.  The  author  calls  at- 
tention to  corneal,  bulbar  and  conjunctival  anesthesia  as  a  symp- 
tom of  meningitis  met  rather  constantly,  but  not  mentioned  in 
American  text-books.  Muscle  soreness  is  more  common  than 
cutaneous  hyperesthesia,  but  is  likely  to  be  mistaken  for  the  latter 
unless  very  light  pressure  is  employed  in  testing  cutaneous  sensi- 
bihty. 
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Relapsing  Scarlatiniform  Desquamative  Erythema. — G.  Petges 
(Gaz.  Hehd.  des  Sci.  Med.  de  Bordeaux,  September  13,  1908) 
describes  a  form  of  erythema  that  much  resembles  scarlatina 
and  which  is  probably  the  disease  that  is  diagnosed  scarlatina 
in  recurrent  cases.  It  is  a  relatively  rare  affection.  In  the 
three  instances  recorded  by  the  author  there  were  two  attacks 
in  one,  three  in  another,  and  twenty  in  the  third.  Two  were 
adults,  the  third  a  boy  of  fourteen.  The  disease  begins 
with  malaise,  chilly  feelings,  fatigue,  and  some  headache.  The 
eruption  occurs  over  the  entire  body  and  resembles  that  of 
scarlatina.  Desquamation  begins  in  a  day  or  two  in  large 
plaques  over  the  body.  There  are  no  sore  throat  and  no  decided 
fever,  and  there  is  generally  no  albumin  in  the  urine.  The 
eruption  is  preceded  by  a  marked  pruritus  that  prevents  sleep. 
There  is  often  the  history  of  a  previous  attack,  but  no  history 
of  contagion.  The  desquamation  differs  from  that  of  scarlatina 
in  being  in  large  plaques  of  tenacious  nature,  and  lasting  for 
several  weeks,  with  a  persistence  of  the  erythema.  The  cause 
of  the  disease  is  unknown;  its  general  symptoms  are  in  favor  of 
an  infection.  Its  evolution  is  benign  and  treatment  has  little 
effect. 

Childhood,  its  Periods  and  its  Diseases. — A.  B.  Marfan  (Ann. 
de  Med.  et  Chir.  Inf.,  August  15,  September  i  and  15,  1908) 
says  that  the  characteristic  par  excellence  of  childhood  is  growth. 
What  characterizes  the  physiology  of  childhood  is  the  predomi- 
nance of  assimilation  over  disassimilation,  with  a  superactivity 
of  the  circulation  of  the  blood  and  lymph.  There  is  an  inequality 
of  development  of  the  different  organs  at  any  determined  period 
of  life,  growth  proceeding  by  starts  subject  to  certain  laws. 
There  are  two  special  characteristics  which  distinguish  especi- 
ally the  pathology  of  the  new-born;  the  effects  of  the  diseases 
of  the  parents  on  the  infant;  and  the  results  of  parturition  in  the 
shape  of  injury  or  infection.  The  disease  of  the  parents  that 
affects  the  fetus  most  often  is  syphilis.  Before  birth  the  child 
may  feel  the  influence  of  this  disease.  From  the  moment  of 
conception  the  ovum  is  capable  of  syphilitic  infection,  indeed 
the  ovule  or  the  spermatozoon  may  be  preinfected.  Later  in 
the  course  of  pregnancy  the  disease  may  be  brought  to  the  fetus 
by  the  placenta.  Even  if  not  infected  at  birth  it  may  come  into 
the  world  enfeebled,  intoxicated,  and  predisposed  to  common 
infections.  It  may  be  a  monster  or  malformed.  These  effects 
are  not  constant,  and  on  the  other  hand  the  infected  mother 
may  confer  on  the  infant  a  certain  degree  of  immunity,  enduring 
only  for  a  time,  however,  until  the  antitoxins  have  been  elimi- 
nated from  the  infant's  system.  Obstetrical  maladies  resulting 
from  operative  procedures  or  severe  labors,  and  infections  due  to 
the  puerperal  state  must  be  thought  of.  When  the  child  has 
passed  its  first  month  there  is  a  predisposition  to  specific  and  non- 
specific infectious  diseases  of  childhood.  Some  of  these  develop 
as  a  result  of  direct  contagion,  while  others  are  the  result  of 
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infection  with  the  bacteria  that  cause  suppuration.  In  early 
infancy  the  specific  infections  are  rarely  contracted,  while  the 
nonspecific  ones  are  frequent.  The  infant  is  predisposed  to 
digestive  troubles  and  atrophy  due  to  special  conditions  of 
digestion  and  nutrition.  All  the  digestive  ferments  of  the 
infant  are  less  in  amount,  and  infants  have  less  digestive  power 
than  the  adult.  The  bacterial  flora  of  the  intestine  in  the  breast- 
fed infant  is  simple  and  of  few  species,  while  in  the  artificially 
fed  child  they  multiply  at  once  from  the  various  forms  that 
appear  in  the  food.  The  lymphatics  are  much  developed  and 
easily  absorb  toxins,  but  on  the  other  hand  the  lymphatic  glands 
act  as  protectors,  detaining  noxious  products  from  entering 
the  circulation.  With  an  undeveloped  digestive  tube  the 
infant  is  obliged  to  take  in  and  assimilate  much  more  food 
represented  in  calories  than  the  adult.  With  the  breast-fed 
child  digestion  is  remarkably  rapid,  but  with  the  bottle-fed 
child  it  is  slow  and  laborious,  and  gives  time  for  marked  fermen- 
tation in  the  intestine.  The  stools  of  the  breast-fed  one  are 
normal  and  easily  passed,  while  those  of  the  artificially  fed  one 
are  pasty  and  constipated.  Infection  of  the  intestine  may  come 
from  new  germs  from  outside,  or  from  the  increased  virulence 
of  the  normal  inhabitants  of  the  bowel.  The  nutrition  of  the 
artificially  fed  infant  is  not  normal.  Growth  is  less  even  and 
rapid.  Children  fed  on  cows'  milk  develop  a  hyperexcitability 
of  the  nerve  structures  that  is  not  found  with  any  other  kind 
of  feeding.  A  child  may  appear  well  nourished  but  as  soon  as 
any  intercurrent  disease  attacks  him  he  loses  weight  rapidly  at 
once.  The  author  studies  the  various  theories  to  account  for 
this  condition,  and  then  goes  on  to  the  study  of  the  diseases  that 
may  later  attack  the  infant.  The  narrowness  of  the  respiratory 
passages  and  the  difficulty  of  expectoration  lead  to  catarrhs 
of  the  respiratory  passages.  The  pathogeny  of  pneumonia 
begins  with  athrepsia,  local  predisposition  to  the  attacks  of 
germs,  and  the  invasion  of  germs  from  without.  The  condition 
of  the  skin  with  the  incomplete  development  of  the  corneous 
layers  allows  of  the  easy  invasion  of  pyogenic  germs.  Pyoder- 
matitis  is  easily  acquired  by  the  athreptic  and  atrophic  infant. 
The  surroundings  and  regime  of  a  hospital  are  particularly 
unsuited  to  the  infant.  As  the  child  grows  older  chronic  intoxi- 
cations begin,  acting  on  the  hematopoietic  organs,  to  produce 
increased  vascularization,  as  occurs  in  the  bones  in  rickets. 
Resorption  of  the  bone  structure  follows  and  medularization. 
The  mortahty  among  infants  is  very  great;  the  author  estimates 
it  at  160  out  of  every  1000. 


/^1 


THE   A.Id:EEIO^]Sr 

JOURNAL  OF  OBSTETRICS 


AND 


DISEASES  OF  WOMEN  AND  CHILDREN. 


VOL.  LIX.  FEBRUARY,  1909.  NO.  2 


ORIGINAL  COMMUNICATIONS. 


EVOLUTION  IX  THE  HISTORY  AND  TREATMENT  OF 
UTERINE  FIBROIDS.^ 

BY 
ALBERT  VAXDERVEER,  M.  D., 

Albany,  New  York. 

I  CAN  hardly  believe  it  a  waste  of  time  to  review  the  subject 
that  is  now  so  important  a  part  of  our  abdominal  practice  as  that 
of  uterine  fibroids,  and  trust  a  few  brief  references  to  the  history 
may  not  be  uninteresting.  To  me  it  is  somewhat  reminiscent  for, 
as  I  look  back  and  remember  the  evolution,  something  over 
forty  years  ago,  I  can  scarcely  realize  how  progressive  the  mem- 
bers of  our  profession  have  been  in  solving  a  question  at  one  time 
so  exceedingly  serious  as  that  of  the  surgical  treatment  of  these 
cases.  Ovarian  tumors  w^ere  well  recognized  a  century  ago. 
McDowell's  famous  case  gave  us  a  pathology  and  treatment  that 
was  quite  acceptable  then,  but  this  could  not  be  said  of  solid 
tumors. 

Members  of  our  profession  who  now  have  access  to  the  splendid 
work  of  Dr.  Kelly,  1898,  on  "Operative  Gynecology,"  and  other 
similar  volumes,  where  the  history  of  uterine  fibroids  and 
hysteromyomectomy  is  spoken  of,  cannot  grasp  the  slow  and 
anxious  way  early  surgeons  were  compelled  to  follow  in  ac- 
quiring knowledge  that  was  gradually  accumulating,  more 
particularly  in  reference  to  the  treatment  of  these  tumors.  The 
one,  and  most  important  source,  was  through  our  medical 
Journals,  and  in  the  meetings  of  such  associations  as  this  and 
others  a  few  years  older.     The  discussions  following  the  reading 

I  Read  at  the  twentv-first  annual  meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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of  a  paper,  and  the  report  of  some  particular  case,  or  new  methods 
suggested,  have  been  invaluable  to  the  operating  surgeon.  The 
other  method  of  acquiring  facts  pertaining  to  the  subject,  was 
that  of  the  very  latest  volumes  on  general  surgery  and  the  work 
of  specialists,  as  brought  out  in  the  books  on  gynecology  and 
abdominal  surgery. 

I  remember  so  well  studying  the  reports  presented  in  our 
journals  by  Dr.  Walter  Burnham,  of  Lowell,  Mass.,  who,  near 
the  close  of  his  life,  presented  a  paper  on  "350  Abdominal 
Operations,"  done  at  the  homes  of  the  patients,  which  was  a  most 
remarkable  report  on  the  courage  and  resources  of  the  author  and 
operator;  however,  nearly  all  of  his  work  was  done  for  ovarian 
tumors,  or  some  disease  of  the  ovaries.  Dr.  W.  L.  Atlee  also 
published  the  result  of  his  work  which  was  most  interesting  and 
instructive. 

Through  all  these  decades  of  surgery,  one  might  say  from  1840 
up  to  1880,  the  subject  of  enucleation  of  uterine  fibroids  was  very 
earnestly  considered.  The  classification  was  much  like  that  of 
the  present  time,  that  is,  submucous,  interstitial  and  subperitoneal, 
but  in  the  minds  of  many  of  the  authors,  and  in  reports  of  cases, 
there  was  some  confusion  as  to  the  recognition  of  uterine  polypi. 
Later,  however,  the  subject  was  cleared  up,  and  yet  these  are  the 
cases  that  encouraged  the  operators  to  advance  in  the  field  of 
surgery  in  the  treatment  of  uterine  fibroids,  for  the  submucous 
variety  would  become  pedunculated,  when  all  manner  of  methods 
were  suggested  for  their  removal.  I  can  call  to  mind  seeing  many 
cases  which  were  amenable  to  treatment  by  use  of  the  wire 
^craseur,  Thomas's  serrated  scoop,  or  enucleation,  sometimes 
with  a  blunt-pointed  steel  instrument  attached  to  the  finger,  or, 
in  some  way,  the  capsule  opened  and  the  tumor  shelled  out  after 
thorough  dilation  of  the  cervix,  but  it  must  be  borne  in  mind  that 
we  did  not  have  any  such  perfect  method  of  dilatation  in  those 
days  as  at  the  present  time.  It  was  the  tedious  sponge  tent,  the 
Molesworth  rubber  dilator,  or  some  such  crude  method,  that 
enabled  us  to  reach  the  cavity  of  the  uterus.  Nature  often  came 
to  the  rescue  of  the  patient  by  the  pronounced  contraction  of  the 
walls  of  the  uterus  and  the  shutting  ofif  of  the  blood-supply 
through  the  tumor;  then  the  uterus  would  contract  vigorously  to 
empty  itself  of  so  offensive  a  mass,  and  a  gradual  sloughing 
would  take  place,  this  often  leading  to  sepsis  and  the  death  of  the 
patient  in  consequence. 

Again,  I  can  call  to  mind  some  of  the  most  distressing  cases  of 
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this  kind,  where  we  would  consider  ourselves  fortunate  in  being 
able  to  remove  the  mass  by  various  kinds  of  forceps  and  to 
thoroughly  wash  out  the  cavity  of  the  uterus.  Like  removal  of 
the  remaining  portions  of  retained  placenta  numerous  forceps 
were  suggested,  but  nothing  was  ever  executed  safely  until  the 
days  of  aseptic  surgery  and  the  free   use  of  the  uterine  dilator. 

Dr.  Atlee  was  among  the  first  to  advance  in  the  operation  of 
removing  subperitoneal  fibroids  by  abdominal  section,  and  this 
was  looked  upon  as  a  bold  operation.  Occasionally  he  would 
operate  through  the  vagina  and  during  the  latter  years  of  his 
life  he  did  do  a  hysterectomy  in  some  cases. 

Dr.  Burnham  gives  a  most  interesting  report  of  removal  of  a 
uterine  fibroid  in  an  operation  he  had  commenced  for  the  re- 
moval of  what  he  had  supposed  to  be  an  ovarian  cyst.  During 
the  act  of  vomiting  a  fibroid  tumor  was  extruded  through  the 
wound,  when  his  presence  of  mind  exhibited  his  surgical  re- 
sources and  he  proceeded  deliberately  to  ligate  through  the  neck 
of  the  uterus,  controlled  the  hemorrhage  in  this  way,  doing  a 
supravaginal  hysterectomy,  and  removing  the  ovaries  which 
were  diseased  at  the  same  time.  This  was  the  first  case  of  the 
kind  and  it  was  reported  June  26,  1853.  Like  all  operations  done 
at  that  time,  and  for  a  long  period  afterward,  silk  ligatures  were 
withdrawn  through  the  lower  end  of  the  wound,  and  gradually 
came  away  in  a  month,  six  weeks,  two,  three,  four  or  even  six 
months  afterward.  I  have  no  doubt  these  ligatures  acted  ex- 
ceedingly well  as  a  drainage  wick.  Dr.  J.  C.  Irish  states  that 
altogether  Dr.  Burnham  performed  fifteen  hysterectomies  with 
three  recoveries. 

Dr.  Kimball  states:  "That  on  September  i,  1853,  he  did  his 
first  hysterectomy  for  removal  of  a  uterine  fibroid,  and  this  was 
about  the  earliest  description  given  of  the  classification  of  symp- 
toms in  which  the  operator  was  able  to  make  a  correct  diagnosis." 
In  the  Boston  Medical  and  Surgical  Journal,  1855,  vol.  Hi  ,p.  248, 
is  reported  "A  Successful  Case  of  Extirpation  of  the  Uterus,"  by 
G.  Kimball,  M.  D.,  Lowell,  Mass. 

This  case  was  drawn  to  Dr.  Kimball's  attention  by  Dr.  Skinner, 
of  Vernon,  Ct.,  who  in  his  letter  to  Dr.  Kimball  says:  "No  great 
inconvenience  attends  the  size  of  the  tumor,  but  the  trouble  is 
from  hemorrhage  during  the  period  of  menstruation.  Every 
month  a  large  quantity  of  blood  is  lost,  reducing  the  patient  ex- 
tremely, even  hazarding  her  life.  Now  the  question  is:  Can  this 
be  a  suitable  case  for  the  operation  of  ovariotomy?     Is  not  the 
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uterus  implicated  in  the  disease?  The  tumor  is  movable,  and,  I 
should  think,  no  very  firm  attachments  have  formed,  but 
whence  this  profuse  hemorrhage,  if  not  from  the  uterus?  The 
patient  is  thirty-four  years  old,  and  at  the  commencement  of  the 
disease  was  in  robust  health." 

Dr.  Kimball  replied  that  the  account  given  of  the  case  was 
characteristic  of  uterine  rather  than  ovarian  disease.  Even  with 
this  view  in  mind  he  was  not  prepared  to  pronounce  it  altogether 
beyond  the  reach  of  remedy.  As  a  last  resort  he  proposed  the 
removal  of  the  uterus  itself.  The  patient  was  found  to  be 
extremely  weak  and  anemic,  and  was  lying  in  bed  upon  her  back, 
unable  to  sit  up  or  turn  without  help.  On  examination,  the 
tumor  was  found  to  be  globular,  movable,  and  about  seven 
inches  in  diameter.  The  neck  of  the  uterus  was  found  normal 
both  in  position  and  size.  The  os  uteri  opened  rather  more 
than  usual;  a  sound  passed  up  readily  some  four  or  five  inches. 
The  entire  bulk  of  the  tumor  lay  in  the  abdominal  cavity.  The 
important  question  was  now  raised  whether  the  case  was  one 
that  promised  any  chance  of  relief  from  a  surgical  operation. 
The  operation  proposed  was  removal  of  the  uterus  by  section 
through  the  abdominal  walls.  Extraordinary  and  hazardous 
as  this  suggestion  seemed  the  feeling  was  unanimously  expressed, 
at  the  consultation,  that  this  procedure  offered  the  only  possible 
chance  of  saving  the  patient  from  impending  death.  The 
patient  was  now  put  in  readiness  for  the  operation  and  brought 
under  the  influence  of  chloroform. 

Upon  exposing  the  abdomen  and  observing  the  small  size  of 
the  patient,  it  appeared  quite  evident  that  in  order  to  dislodge 
the  tumor  entire  it  would  be  necessary  to  extend  the  incision 
from  the  ensiform  cartilage  to  the  pubis.  But  rather  than  do 
this  it  was  thought  better  to  expose  a  part  only  of  the  tumor, 
and  see  what  could  be  done  in  the  way  of  enucleating  the  dis- 
eased portion  of  it.  Accordingly  an  incision  was  made  four 
inches  in  length  through  the  linea  alba  directly  over  the  most 
prominent  portion  of  the  tumor.  Another  cut  of  less  extent, 
through  the  uterine  walls,  exposed  the  fibrous  mass.  No 
hemorrhage  occurring,  this  last  incision  was  prolonged  to  cor- 
respond with  that  through  the  parietes.  Through  this  opening 
a  portion  of  the  exposed  mass  was  suddenly  extruded.  Some 
of  the  attachments,  however,  were  very  firm,  and  rendered  this 
part  of  the  operation  rather  difficult.  It  was  finally  accom- 
plished, however,  and  the  uterus  becoming  greatly  diminished 
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in  bulk  was  readily  drawn  out  and  placed  in  the  hands  of  an 
assistant.  A  straight,  double-armed  needle  was  now  passed 
through  the  organ  in  an  antero-posterior  direction,  as  low  down 
as  the  supposed  point  of  its  junction  with  the  neck,  this  part 
being,  of  course,  left  intact  as  regards  its  relation  with  the 
vagina. 

B)'  this  plan  of  appropriating  to  each  lateral  half  the  separate 
ligature,  there  was  no  great  difficulty  in  avoiding  any  sub- 
sequent hemorrhage;  a  consideration  which  is  of  great  impor- 
tance. The  remaining  part  of  the  operation  was  very  simple 
and  easily  accomplished.  It  consisted  of  a  mere  amputation 
of  the  diseased  structure  by  a  single  straight  incision  carried 
across  from  one  side  to  the  other  and  as  near  to  the  ligatures  as 
was  consistent  with  their  secure  attachment.  The  parts  having 
now  been  made  as  clean  as  possible,  the  wound  through  the 
parieties  was  brought  together,  and  its  edges  secured  with  four 
sutures.  Adhesive  strips  and  a  compress  wet  with  warm  water 
and  laudanum  completed  the  dressing.  The  operation  lasted 
about  forty  minutes.  There  was  no  alarming  degree  of  exhaus- 
tion and  the  amount  of  blood  lost  did  not  exceed  four  ounces. 
The  subsequent  history  of  the  patient  is  uninteresting  and 
uneventful.  Dr.  Kimball  received  the  following  letter  from  Dr. 
Skinner  four  months  after  the  operation:  "The  patient  is  in 
very  good  condition.  She  is  able  to  walk  about  the  house;  pulse 
strong,  appetite  good,  bowels  free.  In  short,  everything  about 
her  is  right  except  what  was  produced  by  the  irritation  from  the 
ligatures.  These  latter,  however,  were  merely  looked  upon  as 
an  inconvenience  and  not  dangerous,  and  since  all  attempts  at 
removal  were  unsuccessful  and  very  painful  it  was  decided  to 
leave  the  ligatures  in  place."  Dr.  Kimball  concludes:  "That 
as  far  as  can  be  ascertained  from  the  records  of  surgery  this  is 
the  first  operation  for  removal  of  the  uterus  by  what  is  termed 
the  hypogastric  method  that  has  been  successful." 

Dr.  Kimball  reports  another  interesting  case  in  the  Boston 
Medical  and  Surgical  Journal,  ]\i\y ,  1876,  vol.xcv,  p.  29,  "Success- 
ful Extirpation  of  the  Uterus."  The  wire  ecraseur  was  applied 
at  a  point  corresponding  to  the  external  os,  involving  the 
remainder  of  the  broad  ligament  and  the  round  ligament  of  the 
left  side,  the  upper  part  of  the  vagina  and  the  round  and  broad 
ligaments  of  the  right  side  beyond  the  right  ovary.  The  wire 
was  tightly  drawn  and  twisted  for  security,  and  the  mass  removed 
by  the  knife.     The  Ecraseur  was  allowed  to  remain,  and  the 
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stump  was  transfixed  just  outside  of  the  loop  of  the  ecraseur 
with  a  curved  trocar,  which  was  arranged  to  give  additonal 
security  against  the  return  of  the  stump  into  the  abdominal 
cavity. 

This  operation  was  performed  on  January  5,  1876.  On 
January  14,  the  patient  says  she  feels  like  herself;  pulse  96; 
ecraseur  and  trocar  quite  loose.  January  16,  irons  removed; 
slough  from  stump  not  yet  free.  Ordered  by  injection  a  cupful 
of  warm  lard  to  be  followed  after  two  hours  by  an  enema  of 
warm  water  and  molasses.  January  19,  slough  from  stump 
found  free  and  removed,  leaving  a  small  opening  with  granulating 
edges,  and  slight  purulent  discharge.  Adhesive  strap  applied. 
January  29,  convalescing  rapidly.  Opening  in  abdominal  walls 
nearly  filled  with  granulations.  February  i,  improving;  has 
one  natural  defecation  daily,  and  good  sleep  and  appetite. 
February  7,  has  walked  a  few  steps;  opening  fuU-and  commencing 
to  glaze  over.     March  i,  recovered." 

In  the  Boston  Medical  and  Surgical  Journal,  Jan.,  1874,  vol. 
xc,  p.  105,  Dr.  Kimball  reports  the  results  of  cases  in  which 
electrolysis  was  employed  as  follows:  "As  regards  the  treat- 
ment of  such  cases  by  intrauterine  section  as  practised  by  Dr. 
Atlee,  of  Philadelphia,  I  am  persuaded  that  this  method  is  only 
justifiable  when  the  fibroids  are  small  and  well  projected  into 
the  uterine  cavity.  In  a  majority  of  instances,  however,  these 
fibroid  growths  are  found  to  be  interstitial  or  subperitoneal  and 
under  such  circumstances  the  operation  referred  to  can  scarcely 
prove  otherwise  than  fatal.  The  more  severe  and  dangerous 
operation  of  extirpating  the  entire  uterus  is  not  only  inexpedient, 
except  in  rare  instances,  but  absolutely  unjustifiable,  nineteen- 
twentieths  of  them  having  proved  fatal.  Of  the  nine  cases  of 
uterine  extirpation  in  my  own  practice  three  only  have  been 
followed  by  recoveries.  Drugs  likewise  having  proved  failures 
I  resolved  to  make  trial  of  another  remedy,  which,  though  at 
present  a  comparatively  limited  application,  is  likely  to  prove 
later  a  therapeutic  agent  of  very  great  value.  I  allude  to 
electrolysis. 

"In  regard  to  the  modus  operandi  of  electrolysis  in  bringing 
about  the  diminution  in  size  and  the  absolute  disappearance  of 
the  fibrous  growth  I  have,  as  yet,  no  satisfactory  answer  to  give. 
Probably  a  shock  from  a  powerful  galvanic  battery  interrupts  or 
interferes  with  the  nutrition  of  the  growth,  as  not  only  to  arrest 
further  development  but  eventually  to  effect  its  removal  alto- 
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gather.  The  apparatus  consists  of  a  battery  of  zinc  and  carbon 
plates  of  about  thirteen  and  one-half  feet  of  square  surface,  the 
cell  made  of  sheet  lead,  covered  by  a  rattan  basket.  The  ex- 
citing fluid  consists  of  a  saturated  solution  of  bichromate  of  po- 
tassa,  acidulated  with  sulphuric  acid.  The  conductors  were  of  cop- 
per. The  first  electrolysis  needles  used  were  about  six  inches  in 
length,  about  one-sixteenth  inch  in  diameter,  cylindrical,  tipped 
with  platinum,  and  tapered  to  a  point  like  a  common  sewing 
needle.  These  needles  at  the  first  trial  became  bent  and  twisted 
and  were  unsatisfactory.  The  next  needles  were  made  grooved 
and  were  stronger  and  sharper.  His  usual  plan  of  treatment  was 
as  follows:  The  electrodes  were  plunged  into  the  most  promi- 
nent part  of  the  tumor,  passing  through  the  abdominal  walls 
on  either  side  of  the  median  line,  from  two  to  six  inches 
apart,  and  in  a  downward  and  inward  direction.  No  anesthetic 
was  usually  used  at  these  trials.  An  unbroken  galvanic  current 
was  usually  maintained  from  five  to  seven  minutes.  Extreme 
prostration,  some  pain,  chiefly  pelvic,  and  an  elevation  of  pulse 
were  usual  sequences.  Dr.  Kimball  is  of  the  opinion  that  this 
plan  does  surely  diminish  the  size  of  the  fibroid,  and  in  one  case 
where  dyspnea  and  anasarca  were  accompanying  features 
both  of  these  were  greatly  relieved." 

There  is  no  doubt  that  in  the  study  of  these  cases,  and  in 
their  treatment,  Dr.  Kimball  antedated  other  operators  in  the  use 
of  the  transfixion  pin,  that  is,  he  first  developed  the  principles 
embodied  in  its  use.  Gradually  the  diagnosis  of  fibroid  tumors 
became  more  certain.  The  classification  of  symptoms  was  made 
as  early  as  i860,  nearly  as  clearly  and  correctly  as  at  the  present 
time,  and  with  the  advance  made  in  the  treatment  of  ovarian 
tumors  the  surgical  profession  became  morej^and  more  anxious 
regarding  methods  of  treatment.  jsP'p! 

As  stated  by  many  authors,  applications  to  the  inside  of  the 
uterus,  by  ointments  and  injections,  and  the^giving  of  medicines 
internally  brought  about  few,  if  any,  favorable  results.  In  the 
decade  from  1870  to  1880  various  methods  were'tried  of  injecting 
ergot  and  other  preparations  into  the  tumor,  but  the  results  were 
so  uncertain,  and  the  distress  that  not  infrequently  followed,  such 
as  abscesses,  and  an  occasional  death  from  sepsis,  did  not  justify 
the  adoption  of  this  method.  After  Dr.  Kimball  reported  his 
case  of  electrolysis  Dr.  Ephriam  Cutter,  of  Boston,  presented  some 
interesting  papers  on  the  subject,  and  reported  successful  cases. 
His  method  was  like  that  employed  by  Dr.  Kimball,  but  it  was 
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too  heroic  and  the  profession  at  large  was  unable  to  adopt  a 
method  that  in  many  ways  seemed  so  crude.  I  well  remember, 
at  about  1876,  with  the  late  Dr.  WilHam  H.  Bailey,  of  Albany, 
making  a  trip  to  Boston  to  see  Dr.  Cutter  use  this  treatment. 
When  the  patient  was  under  an  anesthetic  one  electrode  was 
forced  into  the  tumor,  and  I  shuddered  as  I  wondered  as  to  the 
possibility  of  some  portion  of  the  intestine  being  injured. 

I  have  often  said,  and  believe,  that  Apostoli  received  a  good 
many  of  his  views  and  suggestions  from  the  work  of  Drs.  Kimball 
and  Cutter.  The  Apostoli  method  is  known  to  many  of  the  sur- 
geons of  the  present  time,  and  how  unsuccessful  it  was  in  many 
ways.  Previous  to  1888  the  suggestions  made  in  regard  to  the 
treatment  of  uterine  fibroids  were  many.  For  control  of  the 
hemorrhage  much  good  did  result  from  dilating  the  cervix  and 
curetting  very  carefully  and  thoroughly.  I  can  report  many 
cases  where  this  method  resulted  in  the  extrusion  of  the  fibroid, 
and  I  have  also  treated  cases  successfully  by  enucleating  with 
Thomas's  serrated  scoop.  In  1878  I  did  an  operation  for  re- 
moval of  fibroids  through  the  posterior  wall  of  the  vagina,  one 
of  large  size,  and  after  making  an  incision  through  the  vagina  I 
succeeded  in  enucleating  and  removing  by  means  of  the  obstetric 
forceps.  This  was  about  the  first  case  of  the  kind  reported,  but 
I  have  seldom  done  this  kind  of  an  operation  since. 

Soon  after  this  followed  the  attempt  to  do  supravaginal  hyster- 
ectomy, using  the  wire  or  rope  6craseur — the  latter  as  suggested 
by  Mr.  Tait — the  amputation  of  the  tumor,  together  with  the 
uterus,  then  using  the  serre-noeud  of  Koeberle,  with  the  transfixion 
pins,  drying  the  parts  well,  using  the  tincture  of  chloride  of  iron 
or  the  powdered  subsulphate  of  iron,  searing  the  parts,  at  times, 
thoroughly  well  with  cautery  irons,  and  a  very  good  proportion 
of  these  cases  recovered.  Sometimes  septic  infection  would  take 
place,  abscesses  form,  and  a  prolonged  convalescence  or  death 
result  from  the  complication  of  peritonitis,  not  infrequently,  and 
obstruction.  Gradually  the  correct  technic  was  developed,  and 
all  efforts  at  extraperitoneal  treatment  of  the  stump  were  done 
away  with.  Baer  and  Kelly's  method  of  treating  the  stump  was 
a  decided  advance  in  many  ways,  but  it  gave  way  to  the  intra- 
peritoneal method. 

When  some  of  the  French  surgeons,  a  few  years' ago,  called 
our  attention  to  morcellation  I  was  reminded  of  our  own  work  in 
that  direction,  but  the  hemorrhage  that  resulted  at  the  time  often 
proved  fatal  and  the   sloughing  and  infectious  condition   that 
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was  likely  to  result  afterward  proved  too  great  an  obstacle. 
It  is  not  out  of  place  for  me  to  state  that  the  work  of  Drs.  Burn- 
ham,  Kimball,  Atlee,  together  with  Dr.  Peaslee  and  others,  who 
came  later  upon  the  field  of  action,  was  somewhat  personally 
known  to  me.  Scanzoni,  in  the  1856  edition  of  his  work,  says: 
"In  referring  to  the  pathology  a  natural  form  of  cure,  spoken  of 
by  older  writers,  is  that  of  the  calcarous  degeneration  and  ossifi- 
cation of  fibrous  bodies.  I  have  seen  very  few  such  cases  and  I 
think  it  is  quite  uncommon." 

In  the  decade  from  1870  to  1880  I  treated  several  cases  of 
bleeding  fibroids  by  the  application  of  chloride  of  iron  by 
means  of  a  form  of  bougie  introduced  into  the  uterus,  frequently 
causing  severe  pain,  but  no  pronounced  or  fatal  results  followed. 
This  method  was  successful  in  relieving  a  number  of  cases  but, 
as  often  mentioned  by  the  authors  at  that  time,  and  later,  it 
was  sometimes  most  difficult  to  reach  the  cervix  and  enter  the 
cavity  of  the  uterus.  It  must  be  remembered  that  this  was  done 
at  a  time  when  no  great  effort  was  made  at  cleansing  the  vagina, 
or  any  particular  technic  employed. 

Again  quoting  from  Scanzoni,  he  says:  "In  the  most  of  cases 
after  once  having  recognized  with  certainty  the  presence  of  a 
fibrous  tumor,  we  should  pronounce  an  unfavorable  prognosis, 
for  experience  has  sufficiently  demonstrated  that  the  intense 
sufferings  caused  by  this  disease  are  not  susceptible  of  being  re- 
lieved in  a  permanent  manner. 

"  If  we  would  remain  faithful  to  the  truth,  we  must  avow  that 
we  do  not  remember  a  single  case  in  which,  with  the  means  in- 
dicated, such  as  sea  baths,  saline  baths  rich  in  iodine,  bromine, 
etc.,  or  others,  we  have  obtained  the  complete  cure  of  a  fibrous 
body;  and  if  in  various  quarters  cases  of  fortunate  cure  are 
cited,  we  must,  if  the  tumor  has  really  disappeared,  doubt  the 
accuracy  of  the  diagnosis  as  to  the  fibrous  nature  of  the 
malady. 

"  Latterly,  in  various  quarters,  an  operation  has  been  proposed 
and  executed  for  removing  fibrous  bodies  from  the  uterus.  It 
has  been  wished  to  remove  these  tumors  either  by  the  abdominal 
cavity,  after  first  having  performed  laparotomy,  or  by  the 
vagina.  Experience  has  for  a  long  time  rejected  the  first  of  these 
methods  for  there  is  not  a  single  authenticated  fact  admitted 
where  the  patient  has  survived;  the  second  procedure  does  not 
appear  to  us  to  be  justifiable,  except  in  very  rare  cases,  and  as 
for  ourselves  we  would  not  employ  it  except  when  the  tumor 
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going    off    from    the   vaginal   portion   freely    projects    into    the 
vagina." 

West,  an  author  whom  I  used  to  study  with  great  interest,  and 
one  of  the  earlier  writers  on  diseases  of  women,  in  his  1861  edition 
says:  "The  fibrous  tumor  of  the  uterus  (for  this  name  seems  to 
me  to  be  the  most  appropriate  among  the  many  designations 
which  it  has  received)  is  a  growth  more  or  less  intimately  con- 
nected with  the  uterine  walls,  with  which  its  structure  is  almost 
identical.  It  is  seldom  solitary,  but  several  tumors  are  usually 
found  to  be  present  at  the  same  time,  though  one  or  two  generally 
outstrip  the  others  in  the  rapidity  of  their  development,  the 
rate  of  which,  as  well  as  the  nature  of  the  symptoms,  are  greatly 
influenced  by  the  situation  which  they  occupy." 

With  reference  to  the  size  of  these  growths,  we  encounter  wide 
differences  again  in  this  respect,  instances  being  on  record  of  their 
attaining  to  such  dimensions  as  to  weight  even  eighty  pounds, 
which  is  worth  bearing  in  mind,  as  showing  that  in  a  diagnostic 
point  of  view  the  mere  size  of  the  tumor  is  not  to  be  relied  upon 
in  discriminating  between  growths  from  the  uterus  and  those 
from  the  ovary. 

These  fibrous  tumors  which  hang  by  a  pedicle  into  the  uterine 
cavity,  and  which  are  commonly  called  uterine  polypi,  are  at- 
tended by  one  invariable  and  characteristic  symptom — namely, 
hemorrhage,  menstrual  disorders,  uterine  hemorrhage,  pain, 
dysuria  and,  more  rarely,  difficult  defecation,  are  the  more  im- 
portant symptoms,  though  from  being  present  in  various  degrees, 
and  in  varying  combinations,  they  often  leave  room  for  much 
doubt  as  to  the  nature  of  the  affection  to  which  they  are  due. 
The  influence  of  fibrous  tumors  in  modifying  the  rate  of  fecundity 
is  very  remarkable,  and  shows  itself  both  in  diminishing  the 
number  of  conceptions  and  also  increasing  the  number  of  preg- 
nancies which  come  to  a  premature  termination. 

But  there  are  greater  evils  than  sterility  or  the  premature 
termination  of  pregnancy,  to  which  patients  affected  with  fibrous 
tumors  of  the  uterus  are  liable.  The  annals  of  medicine  are  full 
of  cases  illustrating  the  dangerous  character  of  this  complica- 
tion, which  may  expose  the  patient  to  one  or  all  three  of  different 
perils.  The  tumor  may  mechanically  prevent  the  passage  of  the 
child  through  the  pelvis,  and  may  thus  even  necessitate  the  per- 
formance of  the  Cesarean  section.  It  may  interfere  with  the 
efficient  contraction  of  the  uterus  after  the  expulsion  of  the 
placenta,  and  thus  expose  the  patient  to  hemorrhage  which  it 
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will  be  very  difficult  to  control.  Or,  lastly,  it  may  interfere  with 
the  process  of  involution  of  the  womb  after  delivery,  and  may 
either  itself  undergo  a  morbid  softening  and  disintegration  or  may 
be  the  occasion,  either  in  connection  with  inflammation  of  its 
own  substance  and  that  of  the  womb  or  independently  of  it,  of 
peritonitis,  always  dangerous,  too  often  fatal."  (West  gives  a 
very  good  description  of  fibroids  and  their  symptoms  for  nearly 
five  decades.) 

"Treatment. — If  medicine,  however,  is  so  slow  and  confessedly 
so  uncertain  in  its  action  upon  these  growths,  are  they,  you  may 
inquire,  beyond  the  reach  of  surgical  interference?  Uterine 
polypi  are  amenable  to  treatment.  The  nonpedunculated 
tumors,  which  spring  from  the  outer  surface  of  the  uterus,  are 
almost  or  altogether  beyond  our  reach.  A  few  cases  are  on 
record  in  which  the  abdomen  has  been  laid  open  and  in  which 
the  extirpation  of  a  fibrous  tumor  from  the  outer  surface  of  the 
uterus  has  been  attempted,  and  even  actually  accomplished. 
In  most  of  these  cases  the  operation  was  undertaken  with  the  im- 
pression that  the  tumor  was  ovarian,  and  in  all  instances  but  one, 
reported  by  Dr.  Atlee,  completion  was  followed  by  the  patient's 
death.  It  is  a  proceding  to  be  altogether  deprecated,  difficult 
to  accomplish,  almost  certainly  fatal  if  concluded,  surrounded  by 
dangers  which  wisdom  cannot  forsee  nor  skill  avert. 

"  It  would  perhaps  not  be  right  to  pass  quite  so  sweeping  a  con- 
demnation on  another  operation  which,  since  its  first  performance 
by  M.  Amussat,  has  had  several  imitators,  which  consists  in  the 
enucleation  of  fibrous  tumors  of  the  uterine  walls  by  an  incision 
made  through  the  os  uteri  or  the  lower  segment  of  the  womb. 
The  results,  however,  are  by  no  means  encouraging  so  long  as  we 
limit  our  inquiry  to  cases  of  enucleation  of  interstitial  fibrous 
tumors  of  the  body  of  the  uterus,  for  twenty-seven  operations 
yielded  fourteen  deaths,  four  of  the  latter  incomplete,  and  a  por- 
tion of  the  tumor  left  behind." 

Few  volumes  in  my  storage  library  have  been  read  with  so 
much  care  as  Sims'  Uterine  Surgery,  at  the  time  of  its  publica- 
tion in  1866,  and  in  referring  to  uterine  fibroids  he  says:  "Pro- 
fessor Channing,  of  Boston,  claims  to  have  cured  many  by  in- 
ternal medication;  while  Dr.  Simpson  seems  to  have  great  faith  in 
the  long-continued  use  of  bromide  of  potassium.  Dr.  Emmet 
and  myself  have  tried  this  and  other  constitutional  remedies  in 
the  Woman's  Hospital,  and  in  private  practice,  and  I  am  sorry  to 
say  we  have  not  been   as  fortunate  as  the  gentlemen  named 
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above.  On  the  contrary,  I  have  never  seen  the  slightest  effect 
produced  on  such  tumors  by  any  internal  medication.  Dr. 
Atlee,  of  Philadelphia,  and  Mr.  Baker  Brown,  of  London,  have 
each  attacked  uterine  fibroids  surgically  and  in  a  heroic  way. 
Dr.  Atlee  has  had  a  success  in  enucleation  which  has  not  been 
equalled  by  any  one  else.  He  advocates  a  total  eradication  of  the 
adventitious  growth;  while  Mr.  Baker  Brown  is  satisfied  with 
maiming  or  mutilating  the  tumor  by  what  he  terms  a  gouging 
process.  His  success  has  also  been  very  great,  not  in  curing  the 
disease,  but  in  curing  its  worst  manifestation — hemorrhage.  I 
have  not  been  so  fortunate  as  they  in  attacking  very  large  in- 
trauterine fibroids.  I  have  lost  two  patients  in  the  Woman's 
Hospital  as  a  consequence  of  operative  procedures;  one  from  an 
attempt  at  enucleation,  the  other  from  the  removal  of  a  bit  of  the 
tumor;  the  one  in  imitation  of  Dr.  Atlee,  the  other  in  imitation  of 
Dr.   Brown." 

Thomas,  in  his  second  edition  on  "Diseases  of  Women,"  1866, 
says,  under  the  head  of  "Definition  and  Synonyms":  "This 
affection  consists  in  the  development  of  hard,  resisting  and 
generally  globular  masses  in  connection  with  the  parenchyma  of 
the  uterus,  with  which  they  are  identical  in  structure,  except  in 
proportion  of  the  elements  forming  them.  Since  the  true  nature 
of  these  growths  has  been  understood,  they  have  been  described 
under  the  names  of  fibrous  tumors,  uterine  fibroids,  fibroma,  and, 
more  recently,  by  Virchow  and  Klob,  myoma. 

"Prognosis. — The  practitioner  cannot  be  too  cautious  or  dis- 
play too  much  reticence  in  pronouncing  the  prognosis  of  uterine 
fibroids.  There  are  fewer  diseases  in  which  the  young  physician 
will  be  led  into  greater  error  or  be  made  to  regret  more  decidedly 
an  overconfident  prediction.  Fibrous  tumors,  unless  of  great 
size,  rarely  end  fatally,  however  gloomy  the  prospect  may 
appear  when  they  are  first  discovered.  And  yet  death  from 
them  is  not  so  infrequent  as  to  warrant  an  entirely  favorable 
prognosis." 

"Peritonitis,  phlebitis  and  pyemia,"  says  Dr.  West,  in  esti- 
mating the  prospects  of  success  held  out  by  enucleation,  "the 
consequences  of  violence  done  to  the  uteri  of  women  exhausted 
by  large  and  repeated  floodings,  are  dangers  from  which  but  few 
have  altogether  escaped ;  under  which  I  fear  that  correct  statistics 
will  show  that  most  have  succumbed.  But  the  great  dangers 
attending  its  performance  should  not  deter  the  surgeon  from 
resort  to  it  in  suitable  cases  which  absolutely  require  aid.     They 


vanderveer:  uterine  fibroids.  181 

should  merely  induce  him  to  exhaust  all  palliative  means  which 
should  be  looked  upon  in  large  tumors  as  a  last  resource. 

"With  reference  to  the  propriety  of  the  operation  of  gastrotomy 
for  removal  of  uterine  fibroids  the  opinion  of  the  mass  of  the 
profession  is  at  present  determinedly  adverse.  And  yet  it  is 
not  more  so  than  it  was  twenty  years  ago  with  reference  to 
ovariotomy.  Undoubtedly  this  operation  will  some  day  be  as 
safe  and  practicable  as  the  extirpation  of  the  ovarian  sac." 
Professor  Storer  declares  that,  'the  mortality  of  the  earlier 
uterine  extirpations  was  no  greater  than  in  many  isolated  groups 
of  the  other  operation.' 

"It  is  not  venturing  too  much  even  now  to  say  that  if  the 
fibroid  be  pedunculated  and  unattached,  its  removal  is  no  more 
dangerous  than  the  ordinary  operation  of  ovariotomy.  If  it  be 
completely  amalgamated  with  the  uterus,  or  so  bound  to  neigh- 
boring parts  that  removal  proves  very  difiicult,  the  operation 
may  be  abandoned,  the  patient  having,  without  great  risk, 
availed  herself  of  the  only  chance  of  cure.  Even  if  the  removal 
of  the  neoplasm  involved  that  of  the  uterus  and  ovaries,  we  may 
still  indulge  in  the  hope  of  saving  our  patient,  as  the  following 
table,  arranged  by  Professor  Storer,  will  prove:" 

Deaths. 

2 

I 

7 

2 
I 
I 
O 
I 
I 
I 
I 

o 

24  18 

The  percentage  of  recoveries  is  one  in  four,  or  25  per  cent. 

The  statistics  here  displayed,  although  showing,  as  they  do, 
a  large  mortality,  would,  I  fear,  lead  one  to  take  a  more  favorable 
view  of  the  results  than  enlarging  experience  will  warrant. 
Since  their  publication  the  uterus  has  been  removed  in  this 
country  with  the  following  results: 


Operations 

Clay, 

3 

Heath, 

I 

Burnham, 

9 

Kimball, 

3 

Parkman, 

I 

Peaslee, 

I 

Koeberle, 

I 

Baker  Brown 

I,         I 

Wells, 

I 

Sands, 

I 

Buckingham, 

I 

Storer, 

I 
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Operations. 
Storer,  of  Boston,               4 

Deaths 
4 

Cutter,  of  Newark,             2 

2 

Wood,  of  Cincinnati,          i 

I 

Hackenberg,  of  Hudson,  i 
Atlee,  of  Philadelphia.       i 
Weber,  of  Cleveland,          i 

I 

I 
I 

10 

10 

Barnes  on  "Diseases  of  Women,"  1874,  says:  "In  discuss- 
ing the  treatment  of  fibroid  tumors,  it  is  evidently  desirable 
to  keep  in  mind  the  properties  and  natural  history  of:  The 
natural  terminations  furnish  the  most  useful  indications. 
Knowing  these  terminations  we  may  often  assist  in  bringing 
them  about.  These  terminations  we  have  seen  are :  i .  Absorp- 
tion or  atrophy.  2.  Calcareous  degeneration.  3.  Gangrene  or 
other  form  of  decomposition.     4.  Spontaneous  expuslion. 

Medicines  have  been  given  with  the  four  following  designs: 
I.  To  promote  absorption  or  calcification.  2.  To  restrain 
growth.  3.  To  restrain  bleeding.  4.  To  promote  extrusion. 
Simpson,  Rigb}^  and  others  were  very  positive  as  to  the  absorp- 
tion of  fibroids.  Simpson  says  they  are  sometimes  seen  in  fatty 
metamorphosis.  Spencer  Wells  observes  that  no  one  could 
expect  a  true  fibrous  tumor  to  disappear  spontaneously;  but 
muscular  tumors  rapidly  grow  and  rapidly  disappear.  He 
expresses  himself  as  astonished  to  find  that  doubts  are  enter- 
tained as  to  the  fact  of  their  disappearance. 

The  effects  of  mechanical  pressure  may  sometimes  be  obviated 
by  lifting  the  tumor  out  of  the  pelvis.  Or,  where  flatulence  is 
extreme,  and  the  tumor  cannot  be  moved  or  extirpated,  relief 
may  be  given  by  puncture  with  a  fine  trocar  into  the  intestine,  as 
was  done  by  Dr.  Kidd.  In  a  case  he  relates  a  great  escape  of 
gas  took  place.  A  candle  brought  near  the  gas  took  fire, 
burning  with  a  blue  flame.     Next  day  the  bowels  acted  freely. 

We  have  lastly  to  consider  the  means  of  getting  rid  of  the 
tumor  altogether.  This  embraces  the  discussion  of  the  various 
proceedings  available  for  promoting  their  expulsion ;  for  causing 
their  destruction  and  elimination  by  setting  up  inflammation  or 
necrosis;  for  ablation  by  enucleation,  avulsion,  ligature,  knife, 
scissors,  ^craseur,  cautery;  and  for  removing  the  uterus  itself 
along  with  the  tumors  by  gastrotomy. 

"Pean    and   Urdy  trace   the  history  of    gastrotomy  for  the 
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removal  of  uterine  tumors  through  three  distinct  periods.     The 

first,  which  comes  down  to  1843,  comprises  those  cases  in  which 

surgeons  having  opened  the  abdomen  with  a  view  to  ovariotomy, 

finding  the  tumors  to  be  uterine,  shrank  before  the  consequences 

of   amputation  of   the  uterus  and  closed  the  wound.     In  the 

second  period,  that  of  trials  and  groping,  which  comes  down  to 

1863,  during  which  ovariotomy  had  made  great  strides,  several 

surgeons— Atlee,  Heath,  Charles  Clay,  Parkinson— finding  uterine 

tumors  where  they  expected  ovarian,  yet  did  not  hesitate  to 

remove  the  uterus.     In  the  third  period,  beginning  with  April, 

1863,  Koeberle,  in  the  presence  of  a  doubtful  case,  prepared  for 

either   ovariotomy  or  hysterectomy.     Storer,  Pean    and  others 

dehberately  resorted  to  gastrotomy  for  the  purpose  of  removing 

the  uterus  affected  by  tumors. 

"Between  September,  1869,  and  February,  1872,  Pean  had 
performed  the  operation  five  times  for  fibrous  tumors  of  the 
uterus,  and  four  times  for  fibrocystic  tumors,  with  the  result  of 
two  deaths  out  of  the  nine  cases.  One  death  is  ascribed  to  retro- 
uterine hematocele  on  the  eleventh  day;  the  other  to  shock, 
fifty-seven  hours  after  the  operation.  He  gives  a  table,  intended 
to  be  complete,  of  forty-four  cases  performed  down  to  1872, 
including  those  of  Koeberle,  of  which  fourteen  recovered  and 
thirty  died.  To  this  list,  however,  I  might  object  that  I  have 
myself  seen  one  fatal  case,  which  is  not  recorded  in  it,  and  could 
easily  add  others  from  various  sources." 

Treaiment.—Holme's  System  of  Surgery,  1881,  has  an  excellent 
article  by  Hutchinson  and  Skene  on  the  enucleation  of  fibroids 
through  the  outlet  of  the  uterus,  and  refers  very  favorably  to 
Thomas's  method  by  means  of  the  serrated  scoop  and  his  use 
of  the  clamp,  also  to  the  Battey  operation  for  removal  of  the 
ovaries  and  appendages. 

Agnew's  Surgery,  1881,  speaks  of  the  use  of  electrolvsis  and 
remarks  that  "Evil  oftener  than  good  follows  this  treatment; 
that  operative  measures  are  sometimes  adopted  for  the  purpose 
of  arresting  hemorrhage  and  at  other  times  for  removal  of  the 
tumor,"  but,  manfestly,  be  is  not  in  favor  of  operative  inter- 
vention. 

Gross,  in  his  System  of  Surgery,  1882,  says:  "The  treatment  of 
the  myomatous  or  fibromyomatous  tumors  of  the  uterus  was,  until 
recently,  very  unsatisfactory.  No  medical  treatment  is  of  use; 
enucleation  has  resulted  more  favorably,  and  the  removal  of  the 
ovaries  and  tubes  to  control  hemorrhage  has  been  more  success- 
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ful.  In  cases  ineligible  for  enucleation,  the  only  hope  of  relief 
is  from  laparohysterectomy,  a  most  dangerous  operation,  first 
performed,  if  I  mistake  not,  in  1843,  by  Mr.  Charles  Clay,  of  Eng- 
land, and  since  repeated  in  numerous  instances  in  different  parts 
of  the  world.  In  November,  1881,  Professor  C.  D.  Palmer,  of 
Cincinnati,  published  a  table  of  165  cases  of  laparohysterectomy 
derived  from  various  sources,  of  which  eighty-four  recovered 
and  eighty-one  perished,  thus  showing  a  mortality  of  49  per  cent. 
Of  the  165  cases,  127  were  performed  for  complete  or  partial 
removal  of  the  uterus  for  interstitial,  broad-based,  pedunculated 
and  fibrocystic  tumors,  with  sixty-two  recoveries  and  sixty- 
five  deaths,  or  a  mortality  of  5 1  per  cent.  Of  thirty-eight  cases 
in  which  the  tumors  were  pedunculated  and  the  uterus  remained 
undisturbed,  there  were  twenty-two  recoveries  and  sixteen  deaths, 
or  a  mortality  of  42  per  cent.  It  is  worthy  of  note  that  there  has 
been  a  marked  increase  in  the  success  of  both  these  operations,  as 
performed  within  the  last  few  years,  owing,  doubtless,  to  the 
greater  care  exercised  in  the  early  detection  of  the  cases,  the 
operative  procedure  and  the  after-treatment." 

Erichsen's  Science  and  Art  of  Surgery,  1885,  refers  to  the  .sub- 
ject as  "more  advanced,  also  to  the  ablation  of  the  entire  mass  of 
the  tumor,  including  the  body  of  the  uterus,  together  with  the 
ovaries  and  tubes,  and  as  recently  having  been  regarded  the  most 
satisfactory  mode  of  dealing  with  such  cases."  He  also  describes 
supravaginal  hysterectomy  by  the  use  of  theKoeberleserre-nceud. 
"The  intramural  variety  of  fibromyoma  occurs  in  one  of  two 
forms.  The  first  of  these  may  be  described  as  a  more  or  less  uni- 
form hypertrophy  of  the  uterine  tissue,  constituting  the  tumor 
commonly  known  as  a  soft  fibroid.  This  enlargement  is  usually 
accompanied  by  profuse  uterine  hemorrhage,  which  may  occa- 
sionally necessitate  active  surgical  interference.  In  such  cases 
either  one  of  two  operations  may  be  performed  for  the  relief  of  the 
patient,  viz.,  removal  of  the  uterine  appendages,  with  a  view  to 
arresting  hemorrhage  and  promoting  atrophy  of  the  growth  by 
premature  induction  of  the  menopause;  or  else  the  above  de- 
scribed operation  of  hysterectomy,  which  is,  on  the  whole,  the 
most  satisfactory  mode  of  dealing  with  these  tumors." 

Byford,  in  his  work,  "Diseases  of  Women,  Medical  and  Surgi- 
cal," 1888,  says:  "The  last  measure  to  be  resorted  to  for  the 
relief  of  patients  afflicted  with  these  tumors  is  laparohysterec- 
tomy, or  the  removal,  partially  or  wholly,  of  the  uterus  with  the 
tumor." 
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Gerster,  in  his  "Aseptic  and  Antiseptic  Surgery,"  the  same 
year,  presents  a  very  interesting  article  on  supravaginal  hysterec- 
tomy, refers  to  the  use  of  the  elastic  Hgature,  and  states  that  his 
one  case  ended  fatally  by  septicemia." 

"Surgery,  Its  Principles  and  Practice,"  Holmes,  edited  by 
Pick,  1889,  refers  to  hysterectomy  more  particularly  after  Koe- 
berle's  method,  also  to  oophorectomy,  but  gives  no  tables  as  to 
results. 

"Roberts's  Surgery,"  1890,  refers  to  fibromyomatous  tumors, 
and  says  they  are  often  called  fibroids  because  they  resemble 
fibromas.  He  also  refers  to  their  removal  through  the  outlet  of 
the  uterus,  says  the  subserous  can  only  be  treated  by  abdominal 
section,  and  may  be  removed  by  enucleation,  extirpation  or  hys- 
terectomy. He  also  described  Apostoli's  method  by  use  of  galvan- 
ism and  the  removal  of  the  ovaries  to  bring  on  the  menopause. 

Thomas  and  Munde,  "Diseases  of  Women,"  1891,  referring  to 
curative  medical  means,  mentions  Professor  Hildebrant,  of  Konigs- 
berg,  who  some  twenty  years  before  had  reported  a  number 
of  cases  of  fibroids  of  different  varieties  which  he  had  benefited, 
and  in  part  cured,  by  an  injection  of  a  solution  of  ergot  under 
the  skin.  In  some  of  his  cases  the  result  was  simply  marvelous, 
even  large  tumors  entirely  disappearing  after  a  comparatively 
limited  number  of  injections,  and  where  the  tumor  did  not  disap- 
pear its  diminution  was  marked,  the  hemorrhages  ceased,  and 
the  pains  were  relieved.  To  a  certain  extent  the  inventor's 
assertions  were  true,  but  the  disadvantages  attending  it  led  to 
its  abandonment,  the  chief  of  these  being  the  pain  and  suppura- 
tion, the  danger  of  causing  gangrene  and  sloughing  of  the  tumor, 
and,  finally,  the  increased  employment  and  success  of  the  re- 
moval of  these  tumors  by  laparotomy  or  their  control  by  the  local 
application  of  the  galvanic  current." 

My  personal  experience  regarding  the  use  of  ergot  corresponds 
precisely  with  the  statement  of  the  above  authors.  Pozzi, 
Medical  and  Surgical  Gynecology,  1891,  says:  "The  treatment  of 
fibroma  may  be  divided  into  medical  and  surgical.  Medical 
treatment  is  often  only  the  treatment  of  the  symptoms,  the  chief 
agent  being  electricity,  and  a  new  drug  which  I  have  used  with 
good  results,  lately  introduced  into  European  practice  from 
America,  by  Freund,  is  the  fluid  extract  of  hydrastis  canadensis." 
In  regard  to  hysterectomy  he  states:  "it  is  not  a  deliberately 
premeditated  operation,  but  the  product  of  diagnostic  error, 
the  surgeon  when  opening  the  abdomen  to  remove  a  presum- 


186  vanderveer:  uterine  fibroids. 

ably  ovarian  tumor  finding  himself  confronted  with  a  fibrous 
tumor  of  the  uterus.  The  first  who  committed  this  mistake — 
Lizars,  1825,  Dififenbach,  1826,  Atlee,  1849-51,  Baker  Brown, 
Cutter,  Deane,  Mussey  and  Smith — recoiled  from  the  terrors  of  an 
unknown  operation  and  hastily  closed  the  abdomen  without  finish- 
ing. Fourteen  cases  of  this  kind  were  published  during  this 
period  of  which  five  were  followed  by  death.  Clay  and  Heath, 
1843,  and  Burnham,  1853,  were  the  first  to  undertake  the  partial 
extirpation  of  the  uterus;  Kimball  was  the  first  to  propose  hyster- 
ectomy for  an  interstitial  fibroma,  which  was  the  cause  of  violent 
hemorrhage,  the  patient  recovering.  Koeberle  was  the  second 
to  do  the  operation,  but  the  exact  determination  of  the  diagnosis, 
the  rational  choice  of  an  operative  technic,  and  the  absolute 
novelty  of  the  subject  in  Europe  gave  exceptional  value  to  his 
case.  The  report  which  he  published  on  this  occasion  made  the 
operation  the  fashion  of  the  day." 

Ashurst,  "Principles  and  Practice  of  Surgery,"  1893,  says: 
"Subserous  uterine  fibroids  have,  in  a  number  of  instances,  been 
removed  by  abdominal  section,  the  operation  sometimes  involv- 
ing the  extirpation  of  the  entire  uterus  and  both  ovaries.  This 
mode  of  treatment,  under  any  circumstances,  is  replete  with 
danger  and  can  only  be  justifiable  in  exceptionable  cases.  The 
statistics  of  the  procedure  show,  according  to  Dr.  Bigelow,  in 
359  cases  collected  from  all  available  sources,  that  the  mortality 
was  132,  or  nearly  37  per  cent.  Keith  himself,  the  most  success- 
ful living  hysterectomist,  has  abandoned  the  operation  in  favor  of 
Apostoli's  galvanic  method.  Dr.  Sutton  has  removed  a  sub- 
serous fibroid  through  an  incision  in  the  posterior  wall  of  the 
vagina  but  the  patient  died  in  six  hours.  Dr.  Ashurst  also  refers 
to  oophorectomy  in  cases  of  bleeding  uterine  fibroids." 

"Moullin's  Treatise  on  Surgery,"  edited  by  Hamilton,  1895, 
gives  a  very  clear  account  of  the  operation  of  supravaginal 
hysterectomy,  Koeberle's  method,  also  refers  to  Tait's  mode, 
his  clamp,  and  large  corkscrew  for  extraction  of  the  tumor,  and 
the  difiiculty  of  application  of  Koeberle's  serre-nceud  if  the 
appendages  are  short  and  not  well  up.  He  speaks  of  the  tighten- 
ing of  the  loop  by  means  of  the  key  with  great  clearness.  While 
mentioning  favorably  the  advances  made  by  the  use  of  the 
clamp  and  treating  the  pedicle  extraperitoneally,  and  referring 
earnestly  to  the  adoption  of  the  elastic  ligature,  as  suggested 
by  Pozzi,  as  being  greatly  superior  to  the' Koeberle  serre-noeud, 
he  says  very  pertinently:     "Hitherto  the  results  obtained  by 


vanderveer:  uterine  fibroids.  187 

the   extraperitoneal   treatment   of  the   stump  in   hysterectomy 
have  been  so  immensely  superior  to  the  intraperitoneal  method 
that  it  has  been   almost  universally  accepted.      It  is  obvious, 
however,  as  was  the  case  in  ovariotomy,  that  if  the  results  of 
the   latter  could   be  improved,   it   possesses  many   and  greater 
advantages  over  the  extraperitoneal  method.     Recent  experience 
tends  to  show  that  a  change  may  be  expected  in  this  direction." 
In  a  "System  of  Surgery,"  Dennis,  1896,   Dr.  Wm.   M.  Polk, 
in  an  article  on  'Surgical  Disorders  and  Diseases  of  the  Uterus," 
says:  "Enucleation   is   viewed  with  a  good   deal  of  favor,  pan- 
hysterectomy,   morcellation,    ligation    of    the    uterine    arteries 
referred  to,  and  removal  of  the  entire  uterus  and  tumor  through 
the  vagina  is  endorsed;  he  speaks  of  removal  of  the  tumor  and 
uterus  without  removing  the  ovaries,   makes  use  of  the  term 
myomectomy  and  refers  to  Hegar's  operation  of  ligating  extra- 
pentoneally,  with  fixation  of  stump  with  peritoneal  attachment; 
also  Pean's  extraperitoneal  fixation  .of  pedicle,   the  use  of  the 
elastic   ligature   and   fixation   pins."     His   article   is  very  com- 
plete and  almost  to  the  point  of  presenting  the  operation  of 
intraperitoneal  treatment  of  the  stump  in  supravaginal  hyster- 
ectomy. 

Kelly's  Operative  Gynecology,  1898,  brings  us  to  the  last 
decade  of  successful  treatment  of  fibroids  by  the  method  that 
is  now  made  use  of  by  most  operators,  that  is,  hvsteromyomec- 
tomy,  supravaginal  hysterectomy,  panhysterectomy  and  occa- 
sionally the  vaginal  route.  The  history  is  most  complete,  due 
credit  is  given  to  the  various  operators  for  the  advances  made, 
and  the  work  will  ever  remain  one  of  the  most  valuable  contri- 
butions to  this  part  of  abdominal  surgery. 

FINAL  remarks. 

In  this  atmosphere  one  can  realize  somewhat  the  struggles 
the  older  surgeons  passed  through  in  bringing  the  subject  up  to  a 
plane  of  successful  diagnosis  and  surgical  treatment.  At  the 
same  time  the  work  of  the  pathologist  gradually  relieved  the 
mmds  of  operating  surgeons  by  developing  the  fact  that  fibroid 
tumors  were  not  malignant  in  themselves,  and  were  not  to  be 
classified  with  cancerous  growths.  If  there  is  any  one  part  of 
surgery  more  brilliant  than  another  it  is  that  which  illustrates 
the  pathology  of  forty  years  ago  and  that  of  to-day,  particularly 
the  latter  as  represented  in  the  recent  grand  work  of  CuUen  on 
Adenomyoma    of    the    Uterus."     Could    anything    be    more 
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impressive  and  more  pleasing  to  the  surgeon  than  the  study  of 
such  volumes  in  the  proper  understanding  of  this  subject. 

Each  operator  to-day  may  have  some  special  points  in  the 
technic  of  hysteromyomectomy  or  supravaginal  hysterectomy, 
but  in  the  main  it  is  done  so  carefully,  so  deliberately,  and  brings 
about  such  excellent  results  that  I  look  upon  it  as  one  of  the 
most  brilliant  chapters  in  the  development  of  abdominal  surgery. 
No  operator  can  have  more  gratifying  feelings  of  respect  and 
admiration  than  I  have  for  the  men  who  worked  so  earnestly 
and,  I  may  say,  somewhat  as  my  associates,  in  the  development 
of  this  field  of  surgery.  It  is  true  there  are  yet  cases  in  which, 
after  exposing  the  uterus  and  fibroid,  and  the  field  of  operation, 
that  simple  myomectomy  can  be  successfully  performed,  but 
they  are  not  many.  Undoubtedly,  in  some  cases,  it  is  wise  to 
leave  the  healthy  ovaries  behind. 

There  are  many  questions  that  one's  experience  will  aid  in 
deciding  as  to  whether  every  fibroid  requires  removal.  My  own 
experience  is  in  the  direction  that  I  have  seen  patients  carry  a 
fairly  good-sized  fibroid  for  years,  passing  through  the  menopause 
successfully,  then  the  gradual  absorption  of  the  mass  apparently 
taking  place,  but  the  percentage  is  exceedingly  small.  I  have 
seen  a  small  fibroid  that  gave  the  patient  so  much  distress  in  the 
way  of  pressure,  either  upon  the  rectum,  against  the  bladder, 
upon  some  nerve  trunk,  or  interfering  with  menstruation  in  such 
a  way  that  a  radical  operation  became  necessary.  I  have  seen 
cases  of  fairly  good-sized  fibroids  in  the  lower  segment  of  the 
uterus  that  interfered  so  seriously  with  delivery  of  the  child 
that  a  radical  operation  had  to  be  performed.  I  have  seen 
fibroids  disappear  with  a  pregnancy,  but  little  of  this  is  new,  and 
all  surgeons  have  had  experiences  of  this  kind.  When  the 
fibroid  is  likely  to  interfere  with  the  urinary  tract,  when  it  is  a 
source  of  pelvic  peritonitis,  whenever  in  any  way  it  becomes  a 
disturbing  element,  although  it  may  be  small  in  size,  it  becomes  a 
case  for  operative  intervention.  There  can  be  no  line  of  treat- 
ment so  successful  as  the  operation  for  removal  of  uterine  fibroids, 
either  a  complete  panhysterectomy,  or  one  in  which  the  cervix 
is  preserved. 

Much  of  this  success  is  due  to  the  early  work  of  American 

surgeons,   yet  the  French  and  English  surgeons  have  bravely 

borne  their  part.     To  no  one  factor  can  so  much  credit  be  given, 

and  praise  bestowed,  as  that  of  the  discovery  of  aseptic  surgery. 

28  Eagle  Street. 
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A  PLEA  FOR  THE  MORE  FREQUENT  PERFORMANCE 
OF  CESAREAN  SECTION.* 

BY 

L.  M.  ALLEN,  M.  D., 

Baltimore,  Md. 

My  reason  for  bringing  this  subject  before  you  is  because  of  the 
fact  that  for  several  years  it  has  been  my  behef  that  the  operation 
of  Cesarean  section  has  not  been  performed  often  enough,  and  a 
wider  experience  has  very  decidedly  strengthened  me  in  this 
opinion.  The  cause  of  its  infrequent  performance  may  be 
found  in  the  fact  that  for  a  long  time  the  operation  was  almost 
always  attended  by  fatal  results.  Bonnaire  (i)  makes  the 
statement  that  during  the  hundred  years  preceding  1876  not 
one  of  the  women  delivered  at  Paris  by  Cesarean  section  sur- 
vived the  operation,  which  was  the  equivalent  of  a  sentence  of 
death.  With  such  a  dreadful  mortality  it  is  not  difficult  to 
understand  that  a  long  time  has  been  necessary  to  overcome  the 
prejudice  produced,  and  no  one  can  say  just  how  long  it  will 
remain.  Of  course  it  is  almost  needless  to  say  that  a  large 
majority  of  these  deaths  resulted  from  infection,  and  while  in  a 
few  instances  it  is  still  a  complication,  fortunately  it  has  been 
also  eliminated. 

In  addition  to  this  prejudice,  created  by  the  high  mortality, 
is  another  condition  which  plays  a  not  uninportant  part,  and 
that  is  the  lack  of  independence  on  the  part  of  the  obstetric 
surgeon.  For  fear  of  being  criticized  he  will  not  perform  a 
Cesarean  section  on  a  certain  case,  because  that  particular  case 
does  not  belong  in  the  regularly  prescribed  list  and  he  will  do 
almost  anything  else. 

I  will  first  of  all  present  to  you  the  indications  as  they  are 
generally  accepted  at  the  present  time ;  secondly,  the  indications 
as  I  believe  they  should  be;  and  third,  my  reasons  for  this 
diflterence  of  opinion,  which  I  will  endeavor  to  substantiate 
by  the  results  that  will  be  given  later. 

As  generally  accepted  the  operation  is  absolutely  indicated 
in  all  cases  of  contracted  pelves  having  a  conjugata  vera  of  seven 
centimeters   and   under;    and   those   cases   having   a   conjugata 

*Read  at  the  semi-annual  meeting  of  the  Medical  and  Chirurgical  Faculty  of 
Maryland,  Ocean  City,  J^Iaryland,  September  15-18.  1908. 
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vera  of  seven  to  eight  and  one-half  centimeters  furnish  the 
relative  indication.  This  offers  by  far  the  most  frequent  indi- 
cation, but  occasionally  it  is  made  necessary  by  the  presence  of 
tumors  in  the  pelvis  as  well  as  carcinoma  of  the  cervix,  and  a 
few  have  expressed  themselves  in  favor  of,  and  have  per  ormed 
the  operation  in  certain  cases  of  eclampsia  and  placenta  prsevia. 
In  my  opinion  the  indications  should  be  as  follows:  In  all 
cases  where  the  mechanical  obstruction  to  delivery  is  sufficient 
to  seriously  jeopardize  the  life  of  the  child  or  to  cause  severe 
laceration  and  bruising  of  the  soft  structures  of  the  mother, 
provided  she  is  not  already  infected,  whether  the  obstruction 
be  produced  by  the  maternal  pelvis  or  fetal  head.  ■  I  have 
purposely  refrained  from  the  use  of  figures  in  denoting  this 
indication  because  to  those  not  thoroughly  familiar  with 
pelvimetry  they  give  a  most  decidedly  wrong  impression,  for 
after  all  it  is  entirely  a  question  of  relation  between  the  pelvis 
and  the  fetal  head.  Unfortunately  the  latter  has  too  often  been 
disregarded,  but  every  one  must  agree  that  the  passenger,  as 
well  as  the  passageway,  should  be  considered;  e.g.,  a  woman 
may  have  a  pelvis  with  the  conjugata  vera  under  what  is 
usually  considered  an  absolute  indication,  and  because  of  the 
small  size  of  the  child  have  a  spontaneous  delivery ;  on  the  other 
hand,  another  woman  may  have  a  pelvis  only  slightly  con- 
tracted, and  Cesarean  section  be  indicated  on  account  of  the 
obstruction  offered  by  a  very  large  child.  For  this  reason, 
except  for  those  cases  of  marked  contraction,  every  case  will 
have  to  be  judged  upon  its  own  merits. 

Referring  to  this,  Davis  (2)  says  the  fallacy  of  relying  exclu- 
sively upon  pelvic  measurements  to  diagnosticate  impossible  labor 
is  seen  in  a  case  admitted  to  the  Philadelphia  Hospital.  The 
patient,  a  married  woman,  had  engaged  a  physician  to  attend 
her  who  had  measured  her  pelvis.  Pelvic  contraction  was 
considerable,  but  not  sufficient  to  indicate  absolutely  as  im- 
possible the  birth  of  a  living  child.  When  labor  ensued,  dis- 
proportion was  present.  Relying  upon  the  pelvic  measure- 
ments exclusively,  the  attending  physician  attempted  to  deliver 
by  forceps.  Failing  in  this,  a  second  physician  was  summoned, 
Mho  repeated  the  attempt.  The  patient  was  sent  to  the  hospital 
and  upon  a  careful  examination  it  was  found  that  the  disproportion 
was  so  great  that  even  craniotomy  would  prove  difficult  and 
tedious.  Accordingly  abdominal  section  was  performed,  but 
too  late,  and  she  did  'not  long  survive  the  operation.     This  is 
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not  a  rare  case,  but  is  seen  by  most  men  who  engage  in  the 
practice  of  obstetrics  as  a  specialty. 

Other  indications  will  be  found  in  the  cases  of  eclampsia 
occurring  in  primiparous  women  with  rigid  cervices,  where 
prompt  interference  is  demanded  on  account  of  a  severe  form 
of  the  disease;  and  lastly,  the  cases  of  placenta  prsevia  centralis, 
when  the  cervix  is  undilated  and  the  vitality  of  the  patient  not 
too  much  reduced  by  loss  of  blood. 

In  stating  my  reasons  for  the  indications  as  expressed  above 
it  will  be  necessary  to  give  a  brief  comparison  of  the  various 
other  operations  advised  for  the  same  conditions.  Let  us  first 
take  the  case  of  pelvic  contraction. 

My  reason  for  enlarging  this  field  is  that  I  have  so  often  seen 
cases,  where  after  all  kinds  of  attempts  at  deHvery  "per  vias 
naturales,"  labor  has  been  terminated  by  a  destructive  operation, 
or  the  child  is  either  dead  or  so  badly  injured  that  it  dies  in  a  few 
hours  after  birth.     Even  if  it  lives  and  seems  in  good  health,  it 
will  not  infrequently  show  during  early  childhood  results  of  the 
injury  received  at  birth.     In  addition  to  the  injuries  to  the  child 
is  the  danger  of  immediate  death  of  the  mother  from  shock  or 
hemorrhage,  and  if  she  escapes  this,  her  pelvic  structures  are 
bruised  and  lacerated,  offering  a  most  fertile  soil  for  bacterial 
growth  and  absorption ;  and  if  her  life  is  spared,  in  many  cases,  she 
is  left  a  chronic  invalid  until  she  falls  into  the  hands  of  a  gynecol- 
ogist, where  she  may  or  may  not  find  relief.     This  was  very  well 
illustrated  in  a  case  which  occurred  in  our  clinic  several  years 
ago.     Patient,  a  primipara,  was  admitted  to  the  hospital  in  labor. 
After   an   examination   and   consultation    between    members   of 
the  staff,  there  was  some  difference  of  opinion  as  to  what  should 
be  the  best  method  of  procedure.     It  was  finally  decided  to  per- 
form  version   and   extraction.     The   version   was   accomplished 
with  no  difficulty,  and  the  body  of  the  child  was  extracted,  but, 
as  IS  usual  in  such  cases,  the  after-coming  head  caused  the  trouble. 
After  trying  all  kinds  of  methods  it  became  necessary  to  crush  it, 
which  of  course  caused  the  death  of  the  child.     The  mother  died 
about  one  hour  afterward  from  shock.     After  such  an  experience 
one  hesitates  to  perform  the  so-called  "conservative"  operations 
m  such  cases.     That  these  views  are  shared  by  others  it  is  only 
necessary  to  quote  from  their  writings. 

Davis  (2)  says  when  we  contrast  the  difficulty  and  shock  at- 
tended by  pelvic  delivery  with  apparent  freedom  from  shock  seen 
after  abdominal  section  in  patients  in  good  condition,  the  com- 
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parison  seems  greatly  in  favor  of  section.  Reynolds  (3) :  Most 
obstetricians  now  agree  that  really  difficult  high  forceps  or  ver- 
sions are  more  severe  operations  than  the  primary  Cesarean  sec- 
tion, and  it  may  be  laid  down  as  a  general  rule  that  when  in  pre- 
vious labors,  intrapelvic  operations  performed  by  competent 
men,  for  mechanical  obstacles,  have  resulted  in  still-births  or 
extensive  damage  to  the  mother,  the  primary  section  may  be 
considered  indicated  without  further  question.  Doubtful  cases 
must  be  treated  by  individual  judgment,  but  the  important  point 
is  that  in  multiparas  without  mechanical  obstacles,  it  is  not  the 
number  of  centimeters  in  the  conjugate,  but  the  history  of  the  pre- 
vious labors  which  should  be  the  paramount  point  in  determining 
the  indication.  In  primiparae  it  is  a  safe  rule,  when  the  w^oman 
is  young  and  strong  and  the  degree  of  mechanical  obstruction  is 
doubtful,  that  she  may  be  left  to  the  full  test  of  natural  labor,  in 
the  hope  that  the  head  may  be  driven  past  the  brim  and  with  an 
abiding  faith  that  if  this  fails  this  class  of  women  will  endure  the 
intrapelvic  operations  well  and  safely.  In  elderly  primiparae 
where  the  study  of  the  mechanical  obstacle  leaves  the  result  of 
labor  doubtful,  the  Cesarean  section  will  usually  be  the  safer 
operation. 

Warren  (4) :  Under  any  or  all  of  the  recognized  methods  of  de- 
livery the  mother's  life  is  not  immediately  hazarded ;  on  the  con- 
trary, all  methods  but  one  are  distinctly  hazardous  to  the  child ; 
to  save  the  child,  Cesarean  section  must  have  first  place.  In 
elective  section  its  life  is  practically  assured;  in  compulsory  sec- 
tion its  life  depends  not  upon  the  section,  but  upon  the  character 
of  the  previous  attempts  at  deliver3\  All  experienced  obstetri- 
cians should  agree  that  a  difficult  high  forceps  extraction  or  late 
podalic  version  is  certainly  more  dangerous  to  the  mother  than  a 
laparotomy,  and  much  more  so  to  the  child,  even  when  labor  is 
conducted  under  the  most  approved  technic  by  the  expert. 

Pool  (5) :  It  seems  to  the  writer  that  it  is  a  mistake  to  attempt 
version  and  breech  deliver}^  in  any  case  where  it  is  deemed  un- 
safe to  draw  the  head  through  the  pelvic  cavity  with  forceps. 
In  such  cases  the  Cesarean  has  an  advantage  over  the  other  opera- 
tions in  that  it  certainly  saves  the  child  and  inflicts  not  more, 
and  usually  much  less  injury  upon  the  mother.  He  then  reports 
some  cases  of  difficult  delivery  by  forceps,  version  and  destructive 
operations,  in  which  the  infantile  mortality  was  100  per  cent, 
and  that  for  mothers  33  per  cent.  In  concluding,  he  remarks 
that  a  comparison  of  such  results  with  what  report  and  experience 
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have  shown  may  be  expected  in  Cesarean  section,  would  make  it 
appear  that  the  latter  is  the  minor  and  not  the  major  operation. 

Brown  (6) :  It  is  my  belief  that  a  large  number  of  women  and 
children  die  or  are  severely  mutilated  each  year  on  account  of  the 
fact  that  difficult  or  impossible  procedures  are  adopted  in  place 
of  Cesarean  section.  This  operation  has  too  long  been  held  up 
as  a  bogy  by  the  medical  profession  If  practiced  with  fore- 
thought and  careful  attention  to  a  few  rules,  it  is  an  extremelv 
successful  and  easy  operation. 

Bonnaire  (i)  regards  his  results  as  so  favorable  that  ac- 
cording to  him  Cesarean  section  should  be  regarded  as  no  more 
dangerous  for  the  mother  than  forceps  delivery,  w^hile  the 
outcome  for  the  child  is  infinitely  better. 

Reddy  (7)  feels  very  strongly  that  Cesarean  section  has  far  too 
long  been  looked  at  by  the  average  physician  almost  in  the  light 
of  a  forlorn  hope,  instead  of  being  a  comparatively  easy  operation, 
capable  of  being  performed  almost  any  where  successfully  by 
any  one  following  aseptic  rules.  He  considers  the  operation 
much  simpler  than  many  a  case  of  appendectomy  or  accouche- 
ment force. 

Kerr  (8)  thinks,  considering  his  results,  that  w^e  are  not  only 
justified  but  compelled  judiciously  to  expand  the  field  of  this 
operation. 

Fry  (9) :  The  indications  for  delivery  by  Cesarean  section 
should  cover  cases  of  minor  degree  of  pelvic  contraction  where  a 
few  hours  of  labor  pains  demonstrated  the  inability  of  nature  to 
mold  and  engage  the  head.  This  indication  should  be  extended 
to  embrace  those  borderline  cases  in  which  the  conjugata  vera 
was  even  as  much  or  more  than  8.5  cm.  for  the  justominor,  and 
9  cm.  for  the  simple  contracted  pelvis.  Inability  to  force  the 
head  through  the  inlet  under  chloroform  should  be  recognized 
as  a  justification  for  the  operation,  regardless  of  the  degree  of  the 
contraction. 

This  represents  the  views  of  prominent  men  of  all  parts  of  the 
world  and  the  same  are  expressed  by  a  number  of  others,  but 
space  will  not  permit  a  further  consideration.  In  the  case  of 
the  relative  indication,  operations  for  enlarging  the  pelvis,  such 
as  symph3'Siotomy  and  pubiotomy  have  been  advised,  and  in 
the  hands  of  some  operators  have  given  excellent  results.  My 
experience  with  these  operations  has  been  limited,  but  I  have 
performed  five  symphysiotomies,  with  the  result  that  all  of  the 
mothers   recovered   and   onlv   one   child   was   lost,    and   it   was 
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practically  dead  when  the  operation  was  begun.  This  was 
my  first  experience  and  was  poorly  selected,  as  was  proven  by 
the  results,  for  after  a  separation  of  the  pubic  bones  of  7  cm, 
the  delivery  was  effected  with  difficulty  with  forceps.  Even 
with  such  good  results,  I  do  not  consider  it  a  scientific  operation, 
the  reasons  for  which  having  been  considered  in  another  article 
(See  reference  below.)  (10). 

I  have  as  yet  had  no  experience  with  pubiotomy,  but  from 
what  has  been  said  of  it  up  to  this  time,  it  is  an  operation  that 
under  certain  conditions  will  most  probably  give  good  results. 
It  must  be  remembered  that  pubiotomy  does  not  deliver  the 
child  but  only  enlarges  the  pelvis,  and  still  the  child  must  be 
dragged  through  the  pelvis  with  all  the  risks  incident  thereto. 
The  results  from  this  operation  have  not  been  entirely  satis- 
factory, and  while  a  sufficient  number  of  cases  have  not  3'et  been 
reported,  it  is  fairly  safe  to  say  that  its  field  of  usefulness  will 
be  limited  to  those  cases  where  the  disproportion  is  not  marked, 
and  the  woman  has  already  been  subjected  to  the  risk  of  infection. 
I  would  not  have  it  understood  by  this,  that  pubiotomy  is  an 
operation  to  be  performed  after  the  woman  has  been  subjected 
to  much  manipulating,  or  where  we  feel  certain  that  she  has 
already  been  infected,  for  it  is  my  opinion  that  in  such  a  case, 
the  only  thing  to  do  is  a  destructive  operation.  If  she  is  clean, 
Cesarean  section  should  be  the  operation  of  election.  In  this 
connection  Joseph  Becker  (11)  states  that  the  mortality  of 
pubiotomy  and  symphysiotomy  is  not  less  than  that  of  Cesarean 
section,  and  injury  of  the  soft  parts  is  liable  to  follow  either  of 
these  operations  and  in  addition  to  this  is  the  greater  danger  to 
the  child,  for  which  reason  he  prefers  abdominal  section.  Davis  (12) 
expresses  his  views  on  the  subject  in  the  following: 

Pubiotomy,  w^hich  is  attracting  considerable  attention  at  the 
present  time,  is  claimed  by  some  to  be  a  substitute  for  abdominal 
section. 

Certain  of  the  claims  for  the  operation  cannot  be  denied, 
but  pubiotomy  does  not  deliver  the  child;  there  must  follow 
delivery  through  the  pelvis  and  vagina,  with  the  risks  of  unfavor- 
able mechanism  and  with  grater  than  ordinary  danger  of  acera- 
tion  and  hemorrhage  of  the  mother.  A  maternal  mortality, 
after  pubiotomy  of  5  per  cent.,  five-eighth  of  which  was  from 
septic  infection,  is  quoted  by  Bill)  13) ;  computed  from  the  statis- 
tics of  Gigli  and  Konnegieser  (14),  with  eleven  additional  cases, 
collected  by  himself,  making  157  in  all.     A  fetal  mortality  of 
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17  per  cent,  is  reported  by  Konnegieser.  Henkel  (i6)  believes 
that  the  maternal  mortality  of  pubiotomy  at  the  present  time 
is  between  6  and  7  per  cent.  Davis'  experience  with  symphy- 
seitomy  numbered  eight  cases,  and  while  the  results  were  fa'rly 
satisfactory,  they  were  not  so  favorable  for  mother  and  child 
as  the  results  of  delivery  by  abdominal  section. 

In  speaking  of  pubiotomy,  Fry  (15)  thinks  it  satisfactory,  so 
far  as  the  operation  itself  goes,  for  enlarging  the  pelvic  girdle 
in  moderate  degrees  of  pelvic  contraction.  The  principal 
objections  to  the  operation  is  the  difficulties  encountered  in  the 
after-treatment.  In  consequence,  therefore,  of  the  unsatis- 
factory convalescence  after  pubiotomy,  the  operation  will 
obtain  in  this  country  a  limited  field  of  usefulness  as  an  elective 
operation.  Cesarean  section  offers  a  substitute  free  from  this 
objection,  and  its  indications  will  be  extended  to  embrace  these 
cases  of  minor  degrees  of  pelvic  contraction.  According  to  him 
the  indications  for  pubiotomy  are  a  living  child  and  some 
contraindication  to  Cesarean  section. 

In  drawing  a  comparison  between  Cesarean  section  and 
accouchement  force,  in  the  cases  with  no  mechanical  obstruction, 
the  decision  should  be  made  entirely  upon  the  condition  of  the 
cervix.  In  such  cases  the  writer  believes  in  conservatism ; 
that  is  to  say  if  there  be  a  reasonable  hope  of  accomplishing  it, 
dilate  the  cervix  with  the  hand  after  Harris'  method.  If  a 
cutting  operation  is  necessary,  and  the  pregnancy  is  not  advanced 
beyond  the  thirty-fourth  to  thirty-fifth  week,  vaginal  Cesarean 
section  will  prove  the  better  operation.  If  the  pregnancy  be 
advanced  beyond  this  time,  it  is  my  belief  that  the  abdominal 
section  will  give  the  best  results.  (For  a  more  detailed  considera- 
tion of  this,  see  reference  to  author's  article  below  (17). 

In  comparing  Cesarean  section  with  the  induction  of  premature 
labor,  no  doubt  there  is  reason  for  considerable  difference  of 
opinion,  but  my  observations  in  Leopold's  clinic,  as  well  as  my 
own  experience,  lead  me  to  prefer  the  former  in  most  instances, 
although  in  some,  the  latter  will  undoubtedly  prove  very  satis- 
factory (18). 

I  can  better  explain  my  position  in  reference  to  this  method 
of  treatment  by  stating  that  the  induction  of  premature  labor, 
in  a  certain  class  of  cases,  will  give  most  excellent  results;  but  it 
comes  in  competition  with  difficult  forceps  operation  rather 
than  with  Cesarean  section.  In  the  cases  of  miner  degree  of 
pelvic  contraction,  especially  where  careful  palpation  shows  that 
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the  relation  between  the  head  and  pelvis  is  getting  pretty  tight, 
the  induction  of  labor  about  two  or  three  weeks  prematurely 
will  prevent  many  difficult  forceps  operations.  The  interruption 
of  pregnancy  at  this  time  does  not  make  so  much  difference  in 
the  size  as  it  does  the  moldability  of  the  head.  The  sutures 
and  fontanelles  are  wider  and  larger  and  the  bones  softer,  so  that 
the  head  is  more  capable  of  being  adapted  to  the  pelvis.  But 
where  the  pregnancy  is  terminated  six  to  eight  weeks  prematurely, 
which  is  necessary  in  those  pelves  that  demand  Cesarean  section, 
the  chance  of  saving  the  life  of  the  child  is  very  small,  even  w4th 
the  aid  of  an  incubator  a  large  percentage  of  these  infants  will 
be  lost.  For  a  more  detailed  consideration  of  this  subject  the 
reader  is  referred  to  my  article  on  "Prolonged  Gestation"  in 
the  American  Journal  of  Obstetrics,  vol.  Iv,  1907. 

In  this  connection,  Boyd  (19)  says  the  induction  of  labor  would 
be  a  wise  procedure  were  it  possible  to  measure  accurately  the 
length  of  the  period  of  gestation.  He  has  never  heen  able  to  sat- 
isfy himself  that  this  is  possible,  and  for  that  reason  prefers  the 
patient  to  go  to  full  term.  Klenvachter,  after  an  exhaustive  study 
of  the  subject,  concludes  that  78. 3  percent,  of  the  children,  after 
the  induction  of  premature  labor,  are  born  alive,  but  that  many 
of  them  die  soon  after  birth  and  only  60.4  per  cent,  leave  the  hospital 
in  good  condition.  Pinard  (20)  adopts  the  following  conclusions, 
as  a  result  of  eighteen  3ears  experience  in  the  Bandeloque  clinic: 
never  interrupt  pregnancy  whatever  the  amount  of  pelvic  con- 
traction; never  pract'ce  during  labor  any  operation  that  will 
cause  the  pressure  of  the  fetal  head  against  bony  resistance,  either 
at  the  superior  strait  or  in  the  pelvic  cavity.  In  those  virulent 
cases  of  eclampsia  where  immediate  delivery  is  demanded,  the 
patient  a  primipara,  the  cervix  rigid  and  pregnancy  advanced  to 
full  term,  in  my  opinion,  abdominal  section  will  empty  the  uterus 
more  quickly  and  safely  than  any  other  operation. 

Davis  says  if  eclampsia  is  to  be  treated  by  rapid  delivery,  ab- 
dominal section  can  certainly  compete  with  rapid  dilation  and 
extraction  of  the  fetus.  In  speaking  of  its  use  in  placenta  previa, 
the  same  writer  says  abdominal  section  for  central  placenta  previa 
has  been  successfully  performed  in  a  number  of  cases.  The  limi- 
tations for  the  operation,  however,  are  exceedingly  narrow  and 
comprise  cases  of  primiperae  in  whom  the  birth  canal  is  very  resist- 
ant and  poorly  developed.  The  case  must  be  seen  at  the  very  be- 
ginning of  hemorrhage  before  the  patient  has  lost  sufficient  blood 
to  reduce  her  strength  greatly,  and  the  operation  must  be  done 
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immediately,  if  done  at  all,  without  delaying  to  try  other  methods 
of  treatment. 

Condon  (21)  reports  two  operations  for  placenta  previa  with  re- 
covery of  mothers  and  infants.  He  says:  there  is  no  doubt  in 
my  mind  that  in  cases  of  placenta  previa  centralis  when  the  opera- 
tion of  Cesarean  section  is  done  early,  and  before  the  woman  is 
exhausted  from  hemorrhage  and  before  temporizing  measures 
of  various  kinds  are  resorted  to,  the  percentage  of  mortality  can 
be  cut  down  to  as  low  a  figure  as  ordinarily  attends  a  simple 
laparotomy.  The  infant  mortality  has  been  much  decreased  by 
section. 

Briggs  (22)  performed  Cesarean  section  twice  for  placenta 
previa  centralis,  with  the  result  that  both  mothers  and  one  in- 
fant were  saved.  He  thinks  that  elective  Cesarean  section  of 
Sanger  type  should  be  done  at  the  moment  of  greatest  viability 
of  fetus  compatible  with  least  danger  to  the  mother.  In  emer- 
gency cases,  when  the  patient  is  not  exsanguinated  and  a  suffi- 
ciently experienced  operator  is  at  hand,  the  Sanger-Cesarean 
section,  with  presumably  clean  or  superficially  infected  uterus, 
should  be  done. 

I  will  now  give  the  results  of  a  few  operators,  and  will  state 
that  these  reports  were  not  selected  because  of  the  low  death- 
rate  but  because  of  the  large  number  of  cases  presented.  Davis  (2) 
performed  forty-eight  operations  under  conditions  which  cor- 
respond in  considerable  degree  to  conditions  which  must  be 
often  met  in  performing  Cesarean  section  in  private  houses. 

Indications. — Disproportion  between  mother  and  child  in  forty- 
two  fibroid  tumors  of  uterus  delaying  labor  or  making  it  impos- 
sible in  two  cases;  eclampsia,  three  cases;  melancholia  and  absence 
of  labor  pains  in  one  case.  There  were  thirteen  multiparse  and 
thirty-five  primiparae.  Of  the  former  none  died,  while  eleven 
of  the  thirteen  had  lost  children  in  previous  labors.  The  patients 
that  were  uninfected  at  the  time  of  labor  numbered  thirty-nine, 
and  among  these  there  was  one  death,  making  a  mortality  per- 
centage of  2.6  per  cent.  Six  cases  were  undoubtedly  infected 
at  time  of  labor.  Of  these  three  recovered  and  three  died.  In 
the  two  cases  of  eclampsia  both  died  of  the  disease  and  not  the 
operation.  Of  the  children  born,  eight  in  all  were  lost.  None 
died  that  were  in  good  condition  at  the  time  of  the  operation. 
Four  were  dead  at  time  of  operation ;  one  died  from  the  eclamp- 
sia poison;  two  from  inanition  being  premature;  one  broncho 
pneumonia  ten  days  after  birth. 


198       ALLEN:    FREQUENT    PERFORMANCE    OF    CESAREAN    SECTION. 

Kerr  (8)  reports  thirty  cases  with  two  deaths,  mortaUty  of  6.6 
per  cent.  Of  the  two  cases,  one  died  of  sepsis,  probably  produced 
before  the  operation;  one  died  of  hemorrhage  from  shpping  of 
Hgatures.  EHseo  Canton  (23)  gives  the  conclusions  at  which  he 
has  arrived  after  a  series  of  twenty-five  Cesarean  sections  made 
without  any  material  mortality.  This  operation  is  one  that  need 
not  be  dreaded,  since  asepsis  has  rendered  the  results  so  good. 
In  contracted  pelves  of  a  diameter  less  than  7^  cm.,  with  a 
living  infant  of  normal  development,  the  Cesarean  section  will  be 
indicated  absolutely  to  save  the  life  of  the  child.  Caserean 
section  should  be  done  whenever  the  disproportion  between  the 
diameters  of  the  child's  head  and  of  the  pelvis  does  not  permit 
of  the  delivery  of  the  living  child  after  several  hours  of  vigorous 
contractions. 

Bonnaire  (i)  has  performed  Cesarean  section  twenty  times  in 
the  course  of  the  last  ten  years.  The  operation  was  performed  on 
patients  in  extremis  in  two  cases  to  save  the  children,  and  in  a  third 
case  with  degeneration  of  the  cervix.  The  patient  succumbed 
during  the  succeeding  hysterectomy.  With  these  exceptions 
all  the  patients  recovered  rapidly,  and  sixteen  of  the  children  left 
the  hospital  in  good  health.  The  death  of  two  of  the  children 
cannot  be  ascribed  to  the  operation,  while  two  were  still-born. 
Wallace  (24)  reports  sixteen  cases,  one  fatal  result  to  mother,  or 
mortality  of  6.25  per  cent.  All  of  the  children  were  born  alive, 
but  one  survived  only  a  few  hours.  The  maternal  fatality  was 
due  to  sepsis.  The  patient  had  been  in  labor  for  hours  and 
several  attempts  at  delivery  had  been  made  before  she  had  been 
admitted  to  the  hospital.  The  child  was  alive,  and  in  view  of 
the  pelvic  deformity  the  only  possible  course  was  to  perform 
Cesarean  section. 

Boyd  (19)  reports  fourteen  very  interesting  cases  with  a  mor- 
tality of  one  infant  and  it  was  dead  before  operation ;  no  mothers 
died.  One  woman  had  at  time  of  the  report  three  living 
children,  aged,  respectively,  fourteen,  nine  and  six,  all  delivered 
by  Cesarean  section.  One  patient  had  had  six  dead  infants  and 
three  times  had  labor  been  prematurely  induced  without  success. 
Another  lost  her  first  Cesarean  born  infant  in  its  second  year,  and 
])y  repeating  the  operation  she  now  has  a  living  child.  In  the 
majority  of  the  cases,  only  the  relative  indication  for  section 
existed.  The  guides  in  the  solution  of  the  problems  were;  first, 
the  history  of  a  previous  labor,  and  second,  a  test  of  labor. 

Reynolds  (25)  has  had  a  list  made  of  all  papers  containing 
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case  reports  of  Sanger-Cesarean  section,  done  within  the  last  ten 
years  by  operators  who  had  at  least  five  cases,  and  divides  these 
cases   into   three   classes. 

1 .  Primary  sections  performed  before  the  beginning  of  labor 
or  with  the  commencement  of  the  first  pains. 

2.  Secondary  sections,  after    a  certain  amount  of  labor  and 
prior  to  exhaustion. 

3.  Late  sections,  performed  after  definite  arrest  of  the  head  at 
the  brim. 

Analysis  of  229  cases,  by  twenty  operators,  gives  the  following 
results : 

In  eighty-two  primary  cases,  one  death,  mortahty  1.2  per  cent. 

In    158  secondary  cases,   six  deaths,   mortality  3.8   per  cent. 

In  forty-nine  late  cases,  six  deaths,  mortahty  12  per  cent. 

The  single  death  in  the  first  series  of  cases  was  the  result  of  a 
mistake  in  mechanical  technic,  aided  by  the  incompetence  of 
an  assistant,  as  is  frankly  acknowledged  by  the  operator  who 
reported  it.  An  autopsy  upon  this  case  showed  that  the  sutures, 
which  were  of  catgut,  had  come  untied  and  the  abdomen  was 
full  of  blood. 

That  which  does  seem  especially  worthy  of  emphasis  here  is 
that  so  far  as  the  length  of  the  series  warrants  any  definite 
conclusion,  it  is  that  the  section  in  labor  has  a  not  inconsiderable 
mortality  (proportionate,  however,  to  the  amount  of  previous 
labor),  while  the  section  before  labor  seems  to  have  only  that 
danger  from  technical  slips  which  is  incident  to  all  operating 
per  se,  and  which  always  decreases  to  approximate  insignificance 
as  the  operation  becomes  more  and  more  famihar. 

The  writer  has  performed  eight  Cesarean  sections  in  which 
six  of  the  mothers  and  all  of  the  infants  were  saved.  With 
the  loss  of  two  of  the  eight  women  it  would  indicate  a  very  high 
mortality,  but  when  the  cases  are  analyzed  it  will  be  found  that 
neither  death  can  be  ascribed  to  the  operation  itself.  The 
first  case  was  badly  selected,  the  woman  already  being  infected, 
but  the  condition  of  the  child  was  such  that  it  was  decided  to 
take  the  chance  of  saving  the  mother.  Labor  had  been  in  prog- 
ress for  a  number  of  hours,  during  which  time  frequent  examina- 
tions had  been  made  by  the  attendant.  No  advancement  having 
taken  place,  forceps  was  applied,  and  faihng  in  this  a  consultant 
was  called  who  repeated  the  attempt  without  success.  A  third 
consultant  was  called,  who  after  an  examination  decided  delivery 
through  the  pelvis  impossible  and  sent  her  to  the  University 
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Hospital.  The  operation  was  performed,  but  the  germ  had 
already  been  planted.  Death  occurred  on  the  fourth  day  of 
streptococcus  infection. 

This  operation  was  performed  several  years  ago  before  the 
indications  for  Cesarean  section  were  as  well  understood  as 
at  the  present  time.  Should  such  a  case  come  under  my  care 
now,  after  so  much  manipulation,  I  would  consider  a  destructive 
operation  the  safest  mode  of  procedure. 

In  the  second  case  the  operation  was  perfectly  simple  and 
not  attended  by  anything  unusual,  but  death  occured  twelve 
hours  later  from  eclampsia  with  almost  total  suppression  of 
urine,  the  disease  being  of  the  most  virulent  type.  The  remain- 
ing five  women  made  rapid  and  uneventful  recoveries.  In 
several  of  these  the  indications  were  sufficiently  unusual  to 
warrant  a  more  detailed  description.  No.  5  had  been  attended 
by  the  writer  in  1901,  at  which  time  the  labor  was  terminated  by 
a  difficult  forceps  operation,  the  child  being  alive  and  is  living 
at  the  present  time.  The  patient  was  told  at  the  time  that  if 
she  ever  became  pregnant  again  she  would  most  probably  have 
the  same  trouble,  or  it  may  be  worse.  In  September  of  1905  the 
writer  was  called  to  see  her  and  found  that  she  had  been  in  labor 
several  hours.  Abdominal  palpation  revealed  a  large  head 
and,  although  the  pains  were  good,  not  the  slightest  engagement 
had  taken  place.  With  the  patient  under  chloroform  an 
attempt  was  made  to  force  the  head  into  the  pelvis,  but  was 
fruitless.  Cesarean  section  was  advised,  and  was  at  first 
refused,  but  w^hen  the  writer  declined  to  have  anything  further 
to  do  with  the  case  unless  this  were  done,  the  advice  was  accepted. 
Patient  was  removed  to  the  University  Hospital,  prepared 
immediately  and  abdominal  section  performed.  She  left  the 
hospital  at  the  end  of  three  weeks  with  a  child  which  is  still  alive. 

Another  of  the  cases  is  interesting  from  the  fact  that  she 
was  one  of  the  women  upon  whom  the  writer  had  performed  a 
symphysiotomy  two  years  previous.  At  the  present  time  she  has 
two  healthy  children,  aged,  respectively,  four  and  two  years,  as  a 
result  of  the  two  operations.  During  the  last  operat  on  she  was 
rendered  sterile  by  removal  of  the  uterus.  A  third  was  a  case  of 
eclampsia  with  conditions  as  mentioned  above  in  the  indications. 

CONCLUSIONS. 

From  what  has  been  said,  it  is  natural  to  conclude  that  it  is  of 
the  first  importance  to  determine    for  or  against  the  Cesarean 
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section  in  advance  of  labor,  in  as  large  a  proportion  of  cases  as 
possible. 

The  prediction  of  the  result  of  natural  labor  depends  on  the 
capacity  for  estimating,  in  advance,  each  of  the  three  great 
mechanical  factors ;  the  obstacle  of  the  pelvis,  the  characteristics 
of  the  head,  and  the  maternal  muscular  powers,  and  in  estimating 
the  first  two  of  these  the  writer  considers  it  far  more  important 
to  study  carefully  the  relation  between  the  two,  rather  than 
laying  so  much  stress  upon  the  exact  measurements  of  either. 

In  studying  the  statistics  of  this  operation  it  is  a  very  notice- 
able fact  that  the  fatal  cases  are  those  in  which  the  operation 
has  been  performed  late  in  labor  and  generally  after  infection 
has  already  taken  place.  The  mortality  in  such  cases,  even 
when  hysterectomy  is  performed,  is  so  high  that  it  is  probably 
better  judgment  to  destroy  the  child,  even  though  ,t  be  alive. 
On  the  contrary,  in  the  clean  cases  the  mortality  is  almost  nil, 
and  with  increasing  familiarity  with  the  operation,  the  future 
promises  a  considerable  improvement  over  the  past. 

The  hope  for  the  future  lies  in  the  fact  that  the  general  prac- 
titioner will  be  taught  that  the  time  for  him  to  seek  the  advice 
of  the  specialist  is  when  he  first  feels  anxiety  about  a  pregnancy, 
or  an  impending  labor,  and  not  after  the  prospects  of  both  mother 
and  child  have  been  compromised  by  exhaustion. 

Since  the  above  report  the  ninth  case  has  been  performed, 
the  indication  being  the  presence  of  several  large  fibroid  tumors 
in  the  body  of  the  uterus  interfering  with  its  contractions  to  such 
an  extent  that,  after  remaining  in  labor  twelve  hours,  the  cervix 
was  not  effected  at  all.  Both  mother  and  child  were  saved, 
the  mother  making  a  very  prompt  recovery. 
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THE    BEST    METHODS   OF   PROMPTLY   TERMINATING 

THE  FIRST  STAGE  OF  LABOR,   WITH  SPECIAL 
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Recently  much  attention  has  been  given  to  the  artificia- 
termination  of  the  first  stage  of  labor.  The  impetus  in  this  direcl 
tion  may  be  attributed  largely  to  two  causes:  i,  a  general 
tendency  in  obstetric  practice  to  cast  away  the  shell  of  conserv- 
atism, and  to  adopt,  instead,  radical  treatment;  and,  2,  the 
introduction  of  new  methods  for  the  artificial  dilatation  of  the 
cervix. 

Particularly  in  the  management  of  the  toxemia  of  pregnancy 
according  to  modern  views  do  we  witness  this  tendency  to  set 
aside  conservative  action. 

When  dangerous  complications  threaten  or  have  developed, 
the  safety  of  the  mother  demands  prompt  evacuation  of  her 
uterus.  The  first  step  necessary  to  accomplish  the  result  often 
brings  the  obstetrician  face  to  face  with  a  serious  problem;  that 
is,  how  to  terminate  the  first  stage  of  labor.  In  multiparae,  or  in 
primiparae  after  obliteration  of  the  cervix,  manual  dilatation 
accomplishes  the  result  satisfactorily;  but  on  the  other  hand, 
with  a  rigid  or  intact  cervix  to  deal  with,  accouchement  Jorc^  is  a 
serious  undertaking.     Besides  the   risk  of  infection   and   deep 

♦Read  before  the  Philadelphia  Obstetrical  Society,  December.  1908. 
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lacerations  of  the  mother's  soft  parts,  her  life  would  be  jeopard- 
ized by  failure  to  secure  prompt  delivery  in  the  face  of  some  com- 
plication, as  eclampsia  or  accidental  hemorrhage. 

Until  within  the  past  ten  years  mechanical  stretching  with 
the  fingers  was  practically  the  only  rapid  method  of  dilating  the 
cervix.  The  Bossi  dilator  was  introduced  about  20  years  ago, 
but  did  not  receive  much  attention  until  Leopold  advanced  its 
claims  in  1902.  Even  if  not  a  suitable  intrument  for  dilating 
the  pregnant  uterus,  it  has  performed  a  valuable  mission  by 
stimulating  thought  in  that  direction. 

\'aginal  Cesarean  section  then  came  into  the  field  as  a  rival  of 
the  Bossi  instrument  for  dilatation,  and  the  many  and  heated 
discussions  between  the  advocates  of  the  respective  methods 
have,  at  least,  led  to  material  advance  in  the  manner  of  arti- 
ficially opening  the  pregnant  cervical  canal. 

When  prompt  or  rapid  evacuation  of  the  uterus  is  indicated 
in  the  interests  of  mother  or  infant,  one  can  now  choose  between 
manual  dilatation,  multiple  incisions  of  the  cervix,  the  Bossi 
or  some  instrumental  dilator,  and  vaginal  Cesarean  section. 

Judged  by  the  teachings  of  our  obstetric  text-books,  and 
particularly  by  the  numerous  reports  of  cases  published  in 
current  medical  literature,  much  confusion  exists  regarding  the 
proper  indications  for  employing  one  or  the  other  of  these 
methods.  The  anatomic  and  physiologic  conditions  of  the  cervix 
furnish  the  key  to  the  situation  and  should  be  the  guide  for 
determining  the  selection  of  the  method  applicable  to  each 
particular  case. 

At  the  risk  of  earning  your  disapproval  for  introducing  such 
elementary  thoughts,  I  must  direct  attention  to  the  normal 
changes  which  the  cervix  undergoes  during  the  first  stage  of 
labor. 

The  physiologic  change  is  the  transudation  of  serum  into  the 
tissues  of  the  cervix  and  lower  segment  of  the  uterus,  with  the 
consequent  softening  and  dilatability  of  the  parts.  Dilatation 
begins  by  obliteration  of  the  cervical  canal  from  above  downward. 
A  funnel-shaped  depression  beginning  at  the  site  of  the  internal 
OS  increases  in  diameter  and  depth  until  the  cervix  has  dis- 
appeared and  the  uterine  cavity  is  separated  from  the  vagina 
only  by  the  external  os.  The  force  of  the  uterine  contractions 
is  then  expended  upon  the  external  os.  At  the  beginning  of 
labor,  in  the  primipara,  the  cervical  canal  is  intact,  as  a  rule, 
and  considerable  time  and  force  are  necessary  to  cause  obliter- 
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ation :  in  the  multipara,  obliteration  is  often  complete  before 
labor  pains  set  in  or,  at  any  rate,  it  yields  readily  to  uterine  con- 
tractions. 

The  external  os  offers  marked  resistance  in  primiparae,  while 
in  multiparae,  it  is  generally  gaping  and  little  force  is  required 
to  effect  dilatation  after  canalization  of  the  cervix. 

For  the  above  reasons,  one  must  keep  clearly  in  mind  the  two 
steps  in  the  process  of  dilatation : 

1.  The  obliteration  of  the  cervical  canal. 

2.  The  dilatation  of  the  external  os. 

The  method  employed  to  complete  artificially  the  first  stage  of 
labor  must  be  selected  in  accordance  wdth  one  or  the  other  of  these 
conditions. 

As  a  rule,  manual  dilatation  and  multiple  cervical  incisions 
are  applicable  only  after  obliteration  of  the  canal;  while  instru- 
mental dilatation  and  vaginal  Cesarean  section  are  required 
when  the  cervix  is  intact. 

We  will  discuss  these  methods  separately. 

I.  Manual  Dilatation. — For  reasons  already  stated,  manual 
dilatation  is  more  successfully  employed  in  multiparas  than  in 
primiparae.  Obliteration  of  the  cervical  canal,  leaving  only  the 
resistance  of  the  external  os  to  be  overcome,  is  the  ideal  condition 
indicating  the  employment  of  this  method.  The  most  frequent 
error  committed  in  connection  with  this  whole  subject  is  the 
persistent  attempts  that  are  daily  being  made  to  terminate  the 
first  stage  of  labor  by  manual  dilatation  before  the  cervical  canal 
is  obliterated.  Manual  dilatation  is  popular  because  it  is  con- 
servative, and  any  general  practitioner  undertaking  obstetric 
work  feels  himself  equal  to  the  task  of  practicing  that  method. 
But,  when  prompt  delivery  is  required  and  the  cervix  is  intact, 
the  time  for  conservative  action  has  passed,  and  if  the  physician 
himself  be  not  able  to  meet  the  requirements  of  the  case,  he 
should  call  in  the  obstetric  surgeon.  In  the  daily  work  of  our 
professional  art,  the  practice  of  obstetrics  fails  to  come  up  to  the 
standard  of  its  sister  sciences.  The  reason  is  obvious.  The 
family  practitioner,  as  a  rule,  takes  care  of  his  obstetric  patients, 
and  attempts  to  handle  all  cases,  simple  and  complicated. 
Serious  complications  occurring  in  any  other  branch  of  his  family 
practice  leads  him  to  seek  the  aid  of  a  specialist,  but  when  called 
to  perform  accouchement  ford  upon  a  woman  whose  cervix  is  not 
prepared  for  dilatation,  he  will  attempt  forcibly  to  terminate 
the  first  stage  of  labor  by  manual  efforts.  If  he  has  not  had 
surgical  training  and  does  not  feel  himself  competent  to  employ 
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surgical  means  to  that  end,  let  him  obtain  the  assistance  of  one 
who  is  capable  of  meeting  the  requirements.  One  need  not  go 
so  far  as  to  indulge  in  the  millennial  idea  that  obstetrics  will  be 
an  art  practised  only  by  specialists;  every  community  should 
have  one  or  more  men  who  devote  themselves  to  this  line  of 
work;  men  whose  superiority  in  obstetric  practice  and  surgery 
is  recognized  and  to  whom  the  general  practitioner  will  refer 
complicated  cases. 

The  responsibility  for  the  abuse  of  manual  dilatation  is  due,  to 
some  extent,  to  the  failure  of  obstetric  teachers  to  clearly  define 
its  contraindications.  Webster,  Jewett,  Edgar,  Williams  and 
Peterson,  in  their  respective  text-books  of  obstetrics,  describe 
the  canalization  of  the  cervix,  and  recognize  its  importance  as  a 
guide  to  the  indications  for  performing  manual  dilatation. 
Webster  and  Jewett  are  not  as  clear  as  one  would  wish.  The 
former  recognizes  a  soft  cervix  and  partial  obliteration  as  con- 
ditions making  manual  dilatation  permissible,  but  goes  too  far  in 
advising  that  method  when  it  may  require  as  much  as  sixty 
minutes  to  complete  the  first  stage  of  labor  and  when  the  use 
of  steel  graduated  dilators  is  necessary  in  order  to  introduce  the 
finger.  Jewett  sets  aside  the  indications  and  says,  "Before 
dilatation  is  well  advanced,  however,  from  forty  minutes  to  an 
hour  and  a  half  is  necessary  to  safely  carry  it  out,  and  certain 
conditions  of  the  cervix,  even  in  this  time,  refuse  to  yield  to 
manual  dilatation  or  result  in  lacerations  into  the  lower  uterine 
segment"  (569). 

Wright  recommends  rapid  manual  dilatation  of  the  cervix  in 
accouchement  force  without  any  regard  to  the  condition  of  the 
canal,  although  he  describes  the  physiology  of  dilatation  of  the 
cervix  under  the  caption  of  cervical  incisions,  and  says,  "Cervical 
incisions  should  never  be  made  until  effacement  of  the  cervix 
is  completed"  (529). 

The  author  of  one  of  the  best  obstetric  text-books  published, 
the  fifth  edition  of  which  appeared  in  1906,  recognizes  the 
physiologic  changes  which  occur  in  the  cervix  and  lower  segment 
of  the  uterus  during  the  process  of  dilatation,  but  overlooks 
the  two  stages^obliteration  of  the  canal  and  dilatation  of  the 
external  os.  Under  artificial  dilatation  of  the  cervical  canal,  he 
discusses  hydrostatic  dilatation,  the  manual  method,  instrumental 
dilatation,  incisions,  and  vaginal  Cesarean  section.  He  ignores, 
however,  the  physiologic  and  anatomic  conditions  of  the  cervix 
in  the  application  of  the  method  employed  to  dilate  it.     The 
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manual  method  is  recommended  "in  case  of  greatest  haste,  in 
which  it  is  only  desired  to  secure  enough  dilatation  to  make  the 
forcible  extraction  of  the  child  possible."  He  says,  "If  the  os 
is  already  about  the  size  of  a  dollar,  and  it  becomes  necessary 
to  deliver  the  child  rapidly,  forceps  may  be  applied  to  the  head 
and  strong  traction  made.  The  cervix  will  either  stretch  or 
tear,  and  it  is  then  possible  to  extract  a  child  in  a  very  few  minutes 
when  there  is  urgent  need  for  rapidly  delivering." 

The  treatment  advised  by  this  author  is  very  much  in  the  line 
of  the  old  accouchement  force,  which  has  been  abandoned,  much 
to  the  benefit  of  suffering  womankind. 

Exceptionally,  it  is  admitted  that  manual  dilatation  can  be 
employed  successfully  before  the  cer^dcal  canal  is  obliterated, 
but  the  selection  of  such  cases  requires  careful  consideration. 
No  iron-clad  rule  can  be  made  by  which  all  cases  with  an  intact 
cervix  must  be  classed  inappropriate  for  manual  dilatation. 
Softening  and  dilatability  of  the  tissues,  with  a  cervical  canal 
patulous  enough  to  admit  one  finger,  are  conditions  that  en- 
courage one  to  employ  this  procedure.  Such  border-line  cases 
may  be  submitted  to  manual  efforts,  provided  there  be  good 
reason  to  believe  that  complete  dilatation  can  be  accomplished 
in  half  an  hour  without  serious  danger  of  causing  lacerations. 
The  experienced  obstetrician  can  form  a  fairly  accurate  opinion 
by  the  amount  of  force  required  and  by  the  result  obtained, 
whether  or  not  the  dilatation  can  be  completed  safely  in  that 
time. 

Cases  that  require  instrumental  dilatation  to  start  with,  in 
order  to  insert  the  finger,  or  in  which  the  tissues  yield  so  slowly 
that  much  force  is  demanded  and  one  hour  or  longer  is  necessary 
to  accomplish  dilatation  are  better  treated  by  surgical  means. 
Not  onlv  are  the  tissues  so  unprepared  by  nature  for  artificial 
dilatation  liable  to  serious  laceration,  but  the  indication  for 
prompt  delivery  is  defeated.  The  loss  of  valuable  time  and  the 
vigorous  manipulation  necessary  to  complete  dilatation  ma>- 
add  shock  to  the  complication  demanding  prompt  evacuation  of 
the  uterus. 

2.  Deep  and  Multiple  Incisionx  of  the  Cervix. — These  incisions 
are  intended  to  overcome  the  resistance  of  the  external  os,  there- 
fore effacement  of  the  cervical  canal  is  a  prerequisite  to  its  em- 
ployment. Careful  manual  dilatation  is  afterward  employed. 
The  danger  of  extension  of  the  incisions  by  laceration  must  be 
kept    in    mind,    and    forcible   or   rapid    dilatation    subsequently 
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avoided.  The  indications  for  the  use  of  cervical  incisions  are 
recognized  more  clearly  by  obstetric  authors  than  are  those  for 
manual  dilatation. 

Webster,  Williams,  Jewett,  Peterson  and  Wright  recommend 
the  operation  only  after  effacement  of  the  cervix;  Jewett,  however, 
contradicts  himself  by  advocating  cervical  incisions  in  the  treat- 
ment of  accidental  hemorrhage,  "when,  with  cervix  undilated, 
immediate  delivery  is  demanded." 

Hirst  recommends  the  incisions  when  there  is  need  for  the 
utmost  rapidity  in  the  extraction  of  the  child,  but  he  gives  no 
heed  to  the  condition  of  the  cervix,  either  for  or  against  the 
advisability  of  employing  the  method. 

Among  obstetric  authors  consulted,  E.  P.  Davis  stands  alone 
in  his  recommendation  to  make  deep  cervical  incisions  when 
the  cervix  is  intact.  He  claims  there  will  be  no  tear  of  the 
womb  and  no  considerable  bleeding  if  the  incisions  are  carried 
entirely  through  the  cervix,  and  delivery  can  be  accomplished 
in  ten  or  fifteen  minutes  after  the  procedure  has  actually  begun. 
Davis  published  this  advice  in  1896,  before  the  value  of  vaginal 
Cesarean  section  was  recognized  as  a  method  for  promptly 
terminating  the  first  stage  of  labor  in  this  difficult  class  of  cases. 
Several  authorities  advise  treating  these  cases  by  first  dilating  the 
internal  os  instrumentally  or  manually,  and  then  bv  making 
cervical  incisions.  The  use  of  anesthesia,  chloral  and  veratrum 
viride,  is  also  advised  to  assist  dilatation.  One  of  the  greatest 
advances  of  modern  obstetric  practice  is  to  submit  this  class  of 
cases  to  vaginal  Cesarean  section. 

3.  Vaginal  Cesarean  Section. — This  is  a  surgical  procedure 
that  overcomes  the  complication  by  correct  surgical  principles. 
A  powerful  sphincter  muscle  that  is  unprepared  by  nature  for 
dilatation  is  cut,  and  the  obstruction  overcome  with  little  danger 
of  subsequent  laceration.  Instead  of  leaving  lacerated  tissue  to 
heal,  a  clean  surgical  wound  is  sutured. 

The  first  stage  of  labor  can  be  terminated  promptly  by  this 
method  and  ordinarily  the  uterus  evacuated  in  from  six  to  ten 
minutes;  the  wound  can  be  coaptated  by  sutures  and  the  patient 
ready  for  bed  in  twenty  or  thirty  minutes.  It  is  an  ideal  method 
for  overcoming  the  complication  in  these  otherwise  difficult 
cases,  and  the  operation  should  receive  the  emphatic  endorse- 
ment of  obstetricians. 

What  is  the  position  of  vaginal  Cesarean  section  to-day  in  the 
field  of  American  obstetric  surgery?     The  merits  of  the  operation 
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have  not  received  proper  recognition  and  the  position  assigned 
to  it  in  the  most  recent  text-books  published  is,  at  best,  an  un- 
certain one. 

Webster  says:  "It  has  not  yet  been  sufficiently  tested  to 
warrant  the  expression  of  a  definite  opinion  as  to  its  merits,  but 
it  certainly  deserves  a  fair  trial." 

Edgar:  "This  operation  is  still  in  its  experimental  stage, 
because  we  have  yet  to  learn  of  the  danger  of  extension  of  the 
incision  into  the  lower  uterine  segment,  in  the  extraction  of  the 
fetus,  and  injury  to  the  bladder  resulting  from  the  operation." 

Peterson:  "This  operation  is  not  yet  fully  established, 
although  it  has  been  performed  for  a  number  of  years." 

Edgar  gives  preference  to  abdominal  Cesarean  section  or  to 
combined  instrumental  and  manual  dilatation  of  the  cervix. 
The  complications  of  the  operation  mentioned  are  the  result 
largely  of  inexperience  and  have  occurred  in  the  earlier  cases  of 
individual  operators. 

Wright  describes  the  operation  in  a  one-third  page  paragraph, 
but  does  not  say  anything  in  favor  of  its  employment. 

Hirst  mentions  vaginal  as  one  of  the  varieties  of  Cesarean 
section,  and  its  use  is  described  in  connection  with  cancer  of  the 
cervix  and  extirpation  of  the  uterus.  No  more  positive  indica- 
tions exist  for  prompt  delivery  than  in  the  treatment  of  eclampsia 
and  accidental  hemorrhage,  and  vaginal  Cesarean  section  is  the 
method  par  excellence  for  accomplishing  it  in  the  most  serious 
cases,  when  the  cervix  is  intact  and  especially  when  the  patient 
is  a  primipara.  It  is  under  these  conditions  in  the  manage- 
ment of  accidental  hemorrhage  that  Jewett  says,  "  Recourse  may 
be  had  to  multiple  incisions  of  the  cervix  or,  in  extreme  cases, 
to  Cesarean  section."  "  As  a  rule,  "  he  adds,  "this  is  best  done 
by  the  vaginal  route  after  the  method  of  Duhrssen."  Discussing 
vaginal  Cesarean  section,  he  grants  that'  '  very  rarely  in  certain 
emergencies,  it  may  replace  the  abdominal  operation."  An  idea 
may  be  formed  of  how  rarely  he  would  recommend  it  by  reading 
his  directions  for  the  treatment  of  eclampsia.  He  advises  that 
the  first  stage  be  rapidly  completed  by  the  manual  method,  and 
"while  waiting  for  measures  preparatory  to  a  rapid  dilatation 
in  emptying  the  uterus  to  administer  veratrum  viride  in  order 
to  give  a  yielding  and  relaxed  cervical  canal." 

Hirst  likewise  fails  to  avail  himself  of  the  advantages  of 
vaginal  Cesarean  section  under  the  same  circumstances.  His 
advcie   is   to   treat   the  convulsions  first  and  to  delav  obstetric 
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interference  until  the  os  is  dilated  beyond  the  size  of  a  dollar. 
Delivery  is  effected  by  the  forceps  or  by  version  and  extraction 
by  the  feet.  The  same  criticism  can  be  applied  to  Hirst's 
method  of  treatment  in  accidental  hemorrhage.  The  best  pro- 
cedure is,  he  says,  "To  dilate  the  cervix  with  rubber  bags  or  with 
the  fingers,  to  perforate  the  membranes,  and  then  to  extract  the 
child  by  the  quickest  plan  available."  A  Porro-Cesarean  section 
is  suggested  in  the  gravest  cases  by  both  Hirst  and  Borland,  but 
nothing  is  said  about  the  vaginal  operation. 

Borland  recognizes  the  importance  of  quick  delivery  in  the 
successful  management  of  accidental  hemorrhage  and  says, 
"Ten  minutes  are  all  that  can  be  allowed  to  secure  evacuation 
of  the  uterine  contents."  It  is  only  by  vaginal  Cesarean  section 
that  this  can  be  accomplished  ordinarily  when  the  cervix  is 
intact,  but  he  advises  rapid  dilatation  by  means  of  the  fingers, 
in  spite  of  the  fact  that  the  advocates  of  manual  dilatation  have 
admitted  that  it  will  often  require  from  forty  minutes  to  an  hour 
and  a  half  to  accomplish  the  result. 

In  the  treatment  of  eclampsia  before  the  onset  of  labor,  Bor- 
land says  nothing  must  be  attempted  obstetrically  unless  the 
patient's  life  be  threatened.  Certainly  a  woman  cannot  be 
suffering  from  antepartum  eclampsia  without  having  her  life 
seriously  threatened.  The  maternal  mortality  is  about  30  per 
cent,  by  any  method  of  treatment  except  prompt  evacuation 
of  the  uterus;  and  in  antepartum  eclampsia  that  is  best  accom- 
plished, as  a  rule,  by  vaginal  Cesarean  section. 

At  the  last  meeting  of  the  American  Medical  Association  I 
presented  a  paper  to  the  Obstetrical  Section,  entitled  "A  Plea 
for  the  Prompt  Evacuation  of  the  Uterus  in  the  Treatment  of 
Eclampsia."  Fifteen  cases  were  reported  with  one  maternal 
death.  These  fifteen  cases  occurred  in  my  private  practice  and 
in  Columbia  Hospital  from  November,  1904,  until  the  time  of 
the  reading  of  the  paper,  and  were  not  selected  cases.  Prompt 
evacuation  of  the  uterus  was  not  secured  in  all  the  cases.  The 
fatal  case  had  been  neglected  and  was  almost  moribund  when 
admitted  to  the  hospital.  Thirteen  of  the  cases  were  primiparae 
and  in  ten  the  eclampsia  was  antepartum.  The  methods  em- 
ployed to  effect  prompt  delivery  were :  vaginal  Cesarean  section 
in  twelve  cases;  manual  dilatation  and  forceps  in  one;  multiple 
incisions,  manual  dilatation  and  forceps  in  one;  symphysi- 
otomy and  forceps  in  one. 

Concluding,  I  submitted  this  statement:     "According  to  the 
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Bureau  of  Statistics  in  the  Census  Department,  about  2,606,860 
babies  are  born  annually  in  the  United  States.  Making  due 
allowance  for  the  usual  proportion  of  plural  births,  this  would 
represent  2,592,378  labors.  Estimating  one  case  of  eclampsia  to 
each  400  labors  would  give  6,480  cases  of  eclampsia  every  year. 
Under  the  expectant  plan  oft  reatment,  the  mortality  is  placed 
at  25  per  cent.,  and  under  prompt  evacuation  of  the  uterus,  10 
per  cent.,  a  saving  of  15  per  cent.  This  means  that  by  radical 
treatment,  instead  of  the  expectant,  the  lives  of  972  mothers 
will  be  saved  each  year  in  the  United  States." 

The  views  of  obstetric  teachers  have  been  introduced  to 
support  the  claim  that  the  merits  of  vaginal  Cesarean  section 
are  not  recognized  when  the  indications  exist  for  prompt  evacu- 
ation of  the  uterus  with  an  intact  cervix.  The  operation  has 
been  sufficiently  tested  by  a  large  number  of  American  operators, 
and  the  results  warrant  our  confidence.  Obstetric  text-books, 
therefore,  should  indorse  the  employment  of  the  operation  to 
meet  well-defined  indications,  which  indications  are  met  by  it 
in  such  manner  that  no  other  method  can  be  safely  substituted. 

In  conclusion,  I  offer  the  following  deductions: 

1.  Any  method  employed  to  terminate  artificially,  the  first 
stage  of  labor  should  be  selected  according  to  the  condition 
of  the  parts  to  be  dilated. 

2.  Such  conditions  pertain  to  the  physiologic  softening  of  the 
tissues  and  to  the  stages  of  dilatation,  viz. :  opening  of  the 
internal  os,  canalization  of  the  cervix  and  dilatation  of  the 
external  os. 

3.  Broadly  speaking,  the  indications  for  the  employment  of 
manual  dilatation  and  cervical  incisions  should  be  restricted  to 
those  cases  in  which  the  cervix  is  effaced,  and  the  resistance  of 
the  external  os  only  remains  to  be  overcome. 

4.  The  manual  method  will  meet  the  requirements  of  a  large 
percentage  of  the  cases;  cervical  incisions  are  rarely  demanded 
unless  there  be  some  pathologic  lesion  of  the  tissues. 

5.  The  Bossi  dilator  is  an  unnecessary  instrument  in  the 
armamentarium  of  the  obstetrician.  The  principle  of  using  asteel 
dilator  in  gynecology  is  correct,  but  the  practice  cannot  safely 
be  employed  in  obstetric  work.  The  full  dilatation  of  an  intact 
cervix  by  forcible  instrumental  stretching  is  bad  practice.  Such 
conditions  are  best  overcome  by  vaginal  Cesarean  section. 

Connecticut  Avenue  and  Q  Street. 
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Assistant  Adjunct  Gynecologist,  Mt.  Sinai  Hospital, 
New  York  City. 

This  paper  is  based  upon  the  records  of  eighty  unselected, 
consecutive  cases  of  ectopic  gestation  admitted  to  the  first 
gynecological  division  of  Mt.  Sinai  Hospital  from  December, 
1902,  to  September,  1908.  The  first  thirty  of  these  cases  have 
been  previously  reported  by  Brickner  in  1905,  who  limited  his 
discussion  to  the  symptomatology  and  diagnosis.  These  cases 
have  again  been  incorporated  here.  The  prime  object  of  this 
review  is  to  add  to  the  active  discussion,  still  going  on,  as  to 
whether  immediate  versus  deferred  operation  is  preferable, 
basing  the  conclusions  upon  this  series  of  unselected  cases. 

No  hard-and-fast  rules  as  to  treatment  have  been  formulated 
by  Dr.  Brettauer,  the  chief  of  the  service,  each  case  being  judged 
individually  by  the  attending  who  saw  it  strictly  according  to  its 
individual  merits.  Partly  in  order  to  continue  Brickner's 
statistics,  partly  because  the  history  and  symptoms  enter  so 
largely  in  forming  a  definite  conclusion  as  to  when  and  how  to 
operate,  a  short  discussion  of  the  frequency  and  reliabihty  of  the 
facts  precedes  the  operative  data. 

Age. — Only  one  patient  was  below  the  age  of  twenty  years. 
Divided  into  three  periods  of  five  years  each,  covering  the  ages 
from  twenty  to  thirty-five,  which  correspond  to  the  most  active 
time  of  child-bearing,  each  of  these  five  years  shows  an  equal 
number  of  patients. 

Ages.  Cases.  Ages.  Cases. 

IS  to  20,                  1  35  to  40,  13 

20  to  25,                20  40,  2 

25  to  30.               20  Not  elicited.  3 
30  to  35,                21 

Martial  History. — ^All  the  patients  but  one  were  married.     In 

the  entire  series  only  twelve  had  never  been  previously  pregnant, 

and  of  these  six  had  been  married  less  than  one  year.     Even 

if  the  short  and  insufficient  period  of  one  year  is  regarded  as  an 

arbitrary  criterion  of  steriHty,  only  7.5  per  cent,  fall  into  this 

class.     Of  the  other  women  ten  had  had  no  pregnancy  for  more 

than  four  years  preceding  their  present  illness  (12.5  per  cent.), 

while  six  (7.5  per  cent.)  acquired  their  ectopic  gestation  during 

the  first  six  months  of  marriage. 

*Read  in  part  before  the  Section  on  Obstetrics,  New  York  Academy  of 
Medicine  November  27,  1908. 
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In  one  case  the  tubal  pregnancy  followed  three  months  after 
normal  labor,  in  two  cases  within  four  months  of  early  abortion. 
One  case  of  the  series  was  simultaneously  pregnant  in  the  tube 
and  in  the  uterus. 

From  the  foregoing  it  will  be  seen  that  sterility  plays  but  a 
subsidiary  part  in  ectopic  gestation. 

Menstrual  history  by  most  observers  is  regarded  as  one  of 
the  most  certain  symptoms  by  which  tubal  pregnancy  can  be 
recognized.  Of  the  eighty  cases,  just  one-half  were  overdue. 
In  the  majority  of  the  remainder  the  menstrual  period  had  not 
been  skipped. 

MENSTRUATION. 

Overdue,  40  (50  per  cent.) 
Not  overdue,  34     1 

Not^e^idted  i      M'^  4°  (5°  per  cent.)  menstrual  history  of  no  aid. 

Lactation  amenorrhea,  i     J 

Spotting,  58  (72.5  per  cent.) 

Profuse  flow,  17     1    22  (27.5  per  cent.)  in  vfhich  flow  or  absence  resembled  abor- 

No  bleeding,      5     /       tion  or  gravidity. 

Spotting  or  profuse  bleeding  alternating,  8. 

Profuye  flow  alone,  9. 

Spotting,  however,  occurred  at  some  time  during  the  course  of 
the  illness  in  a  large  majority  (72.5  per  cent.),  while  profuse 
bleeding  or  bleeding  alternating  with  spotting  was  noticed  in 
27.5  per  cent.  The  menstrual  symptoms  of  this  latter  class 
closely  resemble  those  seen  in  ordinary  uterine  abortion. 

Pain,  which  always  is  the  symptom  least  likely  to  escape  a 
patient's  notice,  was  complained  of  in  almost  every  case.  In  over 
60  per  cent,  of  the  cases  the  pain  was  definitely  localized  in  either 
the  right  or  left  iliac  fossae,  in  the  others  it  was  felt  over  the  entire 
abdomen.  In  only  six  cases  was  the  seat  of  the  pain  on  the  side 
opposite  to  that  of  the  tubal  pregnancy.  As  a  rule,  the  character 
of  the  pain  was  described  as  "cramp-like,"  "knife-like,"  or  "cut- 
ting," although  many  dull  patients  were  unable  to  express  their 
sensations  intelligibly. 

PAIN. 

Pain  on  same  side  as  ectopic,        43  (53.7  per  cent.) 

Pain  general,  27  (33.8  per  cent.) 

Pain  on  opposite  side  to  ectopic,    6  (   7.5  per  cent.) 

No  pain,  2  (   2.5  per  cent.) 

Not  elicited,  2  (  2.5  per  cent.) 

Temperature. — As  previously  emphasized  by  Brickner,  moder- 
ate elevations  of  temperature  are  rather  the  rule  than  the  excep- 
tion. On  admission  forty-six  of  the  patients  had  a  temperature 
between  98.6°  to  100°  by  rectum.  In  the  rest,  temperatures 
above  100°  were  noted.  No  striking  differences  between  the 
variety  of  ectopic  encountered   (rupture,  abortion,  hematocele) 
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are  shown,  if  we  except  infected  hematoceles  which  regularly 
show  a  high  degree  of  fever.  A  few  actively  bleeding  patients, 
in  collapse,  had  sUghtly  subnormal  temperatures,  but  not  of  a 
sufficient  degree  to  be  of  value  in  making  a  diagnosis. 


Temperature  98.6°  to  ioo°i 
Temperature  100°  to  101° 
Temperature  101°  to  102° 
Temperature  102°    to  104° 


Hematocele       Unrupt. 
Jictopic. 


Pulse.—The  pulse-rate  of  hospital  patients  immediately  after 
admission   is   usually   accelerated    by   the    transportation,    the 
strange  surroundings  and  the  excitement  incident  to  questioning 
and  examination.     If  these  factors  are  taken  into  account  and  a 
short  period  of  rest  is  allowed,  a  great  source  of  error  can  be 
eUminated.     The  quahty  and  regularity  of  the  beat  are,  however, 
less  Hkely  to  mislead,  especially  if  due  attention  is  paid  to  the 
gene  al  appearance  of  the  patient,  the  degree  of  pallor  ,  the  con- 
dition of  the  circulation  in  the  extremities,  and  the  amount  of  air- 
hunger,  if  present.     The  appended  table  will  show  the  pulse- 
rate  in  the  cases.     A  continuance  of  a  rate  between  120  to  130, 
particularly  if  characterized  by  variations  in  rapidity  and  quality 
is  always  of  importance.     In  several  instances  the   pulse-beat 
was  barely  perceptible,  in  others  it  reached  140  to  170  a  minu.te 
these  cases  always  showing  signs  of  collapse.     One  patient  with 
a  pulse  of  96  had  her  hemoglobin  reduced  to  35  per  cent.,  and 
upon  operation  showed  much  free  blood  in  the  abdomen.     Here 
evidently  some  unusual  and  unrecognized   derangement  of  the 
cardiac  control  was  at  fault. 


Pulse  below  95. 
Pulse  below  no. 
Pulse  below  130. 
Pulse  above  130. 


Immediate 
operation 


5 
10 


Deferred 
operation 


23 

17 

5 


Vaginal 
section 


Local  Signs. —The  uterus,  with  but  few  exceptions,  was  some- 
what increased  in  size  and  appeared  softened  in  consistence. 
The  most  striking  exceptions  were  seen  in  one  case  in  which 
lactation  amenorrhea  was  present,  and  in  another  in  which  a 
second  ectopic  pregnancy  occurred  in  a  patient  who  had  chronic 
diseased  adnexa.     In  both  of  these  patients  the  uterus  was  very 
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small.  In  86  per  cent,  of  the  patients  a  mass  was  palpable  in  one 
of  the  fornices  or  in  Douglas'  culdesac.  The  mass  was  usually 
described  as  "boggy,  "  and  was  regularly  tender  to  pressure.  As 
a  rule,  vascular  pulsation  over  or  in  the  neighborhood  of  the 
mass  was  exaggerated.  In  two  instances  the  local  examination 
was  doubtful. 

The  eight  cases  in  which  no  mass  could  be  felt  included  two 
in  collapse,  with  much  free  blood,  and  one  early  unruptured  ecto- 
pic. The  discovery  of  a  mass  in  connection  with  a  history  sus- 
picious of  ectopic  in  almost  every  instance  was  sufficient  to  assure 
the  correct  diagnosis.  Very  rarely  a  small  ovarian  cyst  or  dis- 
eased adnexa  were  found  at  operation,  but  not  in  cases  which 
showed  urgent  symptoms  (as,  for  instance,  a  small  ovarian  cyst 
with  twisted  pedicle).  These  latter  cases  are,  of  course,  not 
included  in  this  series. 

Abdominal  palpation  was  often  negative :  in  many  cases  local- 
ized or  general  rigidity  was  noted.  Free  fluid  or  movable  dullness 
was  found  in  only  six  cases. 

No  physical,  7 

Mass  present,       63  (86.3  per  cent.) 
Mass  absent,  8  (10.9  per  cent.) 

Mass  doubtful,       2  (  2.8  per  cent.) 

Morning  vomiting,  increase  in  size  of  the  breast  or  the  pres- 
ence of  colostrum  was  repeatedly  noted  in  the  histories. 

Fainting. — ^Thirty-two  per  cent,  of  all  the  patients  had  fainted 
one  or  more  times  during  the  course  of  their  illness.  If  this  point 
can  be  elicited,  it  is  a  valuable  confirmator    symptom. 

In  all,  six  patients  (7.5  per  cent.)  were  admitted  in  profoundest 
collapse. 

Hemoglobin. — In  only  twenty-five  cases  was  the  hemoglobin 
index  noted.  The  lowest  hemoglobin  was  20  per  cent.,  the 
highest  73  per  cent.  No  great  importance  was  attached  to  the 
blood  examination,  which  rarely  proved  of  value.* 

White  Blood-cells. — ^The  leucocyte  count  (twenty-two  cases) 
proved  of  even  less  value  in  diagnosis  or  in  making  a  prognosis. 

*Robb  attaches  great  importance  to  the  hemoglobin  index,  claiming  that  he  can 
recognize  the  cessation  of  hemorrhage  by  the  fact  that  the  hemoglobin  percentage 
ceases  to  become  lower.  Crile,  however,  says  that  the  hemoylobin  does  not  begin 
to  fall  until  the  hemorrhage  has  continued  for  some  time  and  that  the  fall  may 
go  on  for  as  long  as  twelve  hours  after  the  bleeding  has  stopped.  In  a  few  experi- 
ments performed  by  Dr.  Baehr  and  myself  the  hemoylobin  index,  in  rapid  fatal 
hemorrhage,  was  but  slightly  influenced  (5  to  10  per  cent.).  A  low  hemoglobin 
per  cent,  in  cases  of  ectopic  gestation  probably  signifies  that  there  have  been  jrr- 
qucjit  repeated  hemorrhages  at  varying  intervals. 
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Hemoglobin  taken  in  twenty-five  cases.     Lowest  hemoglobin 
20  per  cent.,  highest  73  per  cent. 

Hemoglobin,  20  per  cent.  i  case 

Hemoglobin,  30  to  40  per  cent.,  6  cases 
Hemoglobin,  40  to  50  per  cent.,  7  cases 
Hemoglobin,  50  to  60  per  cent.,  9  cases 
Hemoglobin,  above  60  per  cent.,  2  cases 
White  Blood-cells  taken  in  twenty-two  cases: 
Normal,  5  cases 

11,000  to  13,000,  7  cases 
13,000  to  15,000,  4  cases 
i5,oQo  to  20,000,  4  cases 
Above  20,000,        2  cases 
Resume. — In  the  order  of  significance  of  the  symptoms,  we 
would  place  among  the  subjective:  a  history  of  spotting;  cramp- 
hke  pains,  especially  if  locaHzed,  and  fainting.     Among  the  ob- 
jective: accelerated  pulse-rate,  pallor,  enlargement  of  the  uterus 
and  a  mass  in  its  vicinity.     Preceding  steriHty,  regular  or  irreg- 
ular menstrual  function,  etc.,  are  of  but  secondary  importance. 
Operations.— Oi  the  eighty  cases  reported,  all  but  three  were 
subjected  to  operation.     These  three  were  typical  hematoceles. 
Further  reference  to  them  will  be  made  later. 
Anatomical  Findings. — In  our  series  there  were: 
*  Ruptures,  42  (right  21,  left  21). 
Abortions,  20  (right  12,  left  8). 
Hematoceles,  11. 
Unruptured,  4. 
Intraligamentous  rupture,  i. 
Abdominal,  i. 

Ectopic  with  intrauterine,  i. 
One  case   had   reached   the   fourth   month  in  spite  of  tubal 
rupture.     Most  of  the  cases  were  operated  during  the  sixth  to 
eighth  week  of  gestation.     There  were  no  marked  difference  as 
to  the  side  most  often  affected. 
Time  of  Operation: 

Seventy-seven  cases  were  operated  upon.     Of  these: 
Immediate  operation  was  performed  in  twenty-four  (31.2  per 
cent.). 

*Tbis  series  shows  an  unusually  high  percentage  of  ruptures.  Most  statistics 
have  shown  that  tubal  abortions  make  up  from  50  to  75  per  cent,  of  cases.  Such 
differences  emphasize  the  fact  that  in  different  localities  or  hospitals  the  material 
may  vary  greatly,  which  increases  the  difficulty  of  formulating  any  general  rules 
not  based  upon  individualization  of  cases. 
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Deferred  operation  was  performed  in  fifty-three  (69.8  per 
cent.). 

Some  of  the  latter  class  were  observed  as  long  as  ten  to  eighteen 
days.  As  a  rule,  in  not  urgent  cases,  in  which  the  diagnosis 
was  clear,  the  patient  was  prepared  for  the  next  regular  operating 
day  (Monday  or  Friday). 

The  following  table  will  show  the  operative  findings : 

21  ruptures  were  operated  at  once  (50  per  cent.) 
2  abortions  were  operated  at  once  (10  per  cent.) 
I  hematocele  operated  at  once  (9  per  cent.) 

21  ruptures  observed  before  operation  (50  per  cent.) 

18  abortions  observed  before  operation  (90  per  cent.) 

10  hematoceles  were  observed  before  operation  (91  per  cent.) 

From  this  it  will  be  seen  that  the  great  majority  of  cases, 
demanding  immediate  operation,  according  to  the  indications 
laid  down  on  our  service,  were  ruptures  of  the  tube.  The  one 
hematocele,  opened  at  once  after  admission,  was  very  large,  and 
caused  obstructive  symptoms  and  great  pain. 

Of  the  twenty-four  immediate  operations  no  free  blood  was 
found  in  four,  a  small  amount  of  free  blood  in  two.  It  will  be 
seen  from  the  appended  table  that  some  free  blood  was  noted  in 
nearly  half  of  our  eighty  cases  (37),  and  that  active  hemorrhage 
persisted  in  thirty-one  of  them. 

Much  fresh  abdominal  blood  (active  bleeding),  19. 

Of  these  operation,  immediate,  17 

Of  these  operation,  deferred,     2 

Moderate  amount  of  fresh  abdominal  blood  (active  bleeding),  12 

Of  these  operation,  immediate,  2 

Of  these  operation,  deferred,  10 

Old  free  abdominal  blood  (clots)  (no  active  bleeding,  but  no 
encapsulation),  6 

Of  these  operation,  immediate,  i 

Of  these  operation,  deferred,  5 

If  we,  for  the  present,  should  regard  bleeding  without  a  proper 
tendency  to  encapsulation  as  an  indication  for  immediate  oper- 
ation, it  would  seem  that  in  thirty-seven  cases  the  operation 
should  have  been  performed  at  once.  Actually,  but  twenty- 
four  cases  were  subjected  to  operation  immediately  after  admis- 
sion, and  of  these  four  showed  no  free  blood.  Therefore,  this 
anatomical  criterion,  which  of  course  can  be  set  up  only  after 
operation,  is  not  a  sufficient  guide  if  taken  alone,  even  in  purely 
academic  discussion. 
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Immediate  Operation.- — ^The  next  table  shows  the  chief  facts 
bearing  upon  the  cases  operated  upon  at  once: 


d 

Variety 

Pulse-rate 

Collapse 

Free  blood 

' 

I 

Rupture 

140 

Marked 

Much 

2 

Rupture 

140 

Marked 

Much 

5 

Rupture 

96.  rose  after 
examination 

Marked 

0 

Shock  of  rupture. 

13 

Rupture 

132 

Marked 

Much 

Movable  dullness;  40  per 
cent,  hemoglobin. 

I? 

Rupture 

170 

Marked 

\'erv  much 

Movable  dullness. 

20 

Rupture 

144 

^luch 

23 

Rupture 

120 

Much 

24 

Abortion 

102 

Much 

26 

Rupture 

104 

Much 

Movable  dullness. 

27 

Rupture 

96 

Much 

28 

Rupture 

86 

0 

29 

Rupture 

132 

Some 

32 

Rupture 

130 

Much 

Hemoglobin,  38  per  cent. 
Fainted  five  times. 

38 

Rupture 

130 

Much 

39 

Rupture 

160 

Marked 

Very  much 

44 

Rupture 

118 

Much 

Hemoglobin,  40  per  cent. 

48 

Rupture 

120 

Some 

Movab'e  dullness. 

49 

Rupture 

116 

Very  much 

5^ 

Abortion 

100 

0 

Hemoglobin  so  per  cent. 

54 

Rupture 

130 

Much 

56 

Rupture 

148 

Very  much 

Movable  dullness;  hemoglo- 
bin, 38  per  cent. 

72 

Hematocele 

108 

0 

Hemoglobin,  30  per  cent, 
obstruction  symptoms. 

75 

Rupture 

100 

A^er>-  little 

Hemoglobin  45  per  cent, 
movable  dullness. 

79 

Rupture 

128 

Much 

Movable  dullness. 

Of  the  four  cases  which  showed  no  free  blood,  although 
operated  upon  immediately  after  admission,  one  arrived  on  the 
regular  operating  day  (No.  28)  and  was  prepared  as  a  matter  of 
convenience.  No.  5  went  into  collapse  (shock?)  after  exami- 
nation, although  no  active  hemorrhage  was  discovered  when  the 
abdomen  was  opened.  No.  72,  which  was  a  hematocele  reaching 
to  the  umbilicus,  caused  severe  symptoms  and  was,  therefore, 
opened  per  vaginam  without  delay,  and  only  in  one  case  (No.  51) 
were  the  indications  greatly  misjudged.  Although  little  free 
blood  was  found  in  Case  75,  signs  of  movable  dullness  in  the 
flanks  w^ere  elicited. 

Deferred  Operation. — ^The  following  table  shows  those  cases  in 
which  operation  was  deferred  and  free  blood  found. 
4 
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6 

Variety 

Pulse- 
rate 

Free  blood 

Operation 
deferred 

o 

6 

Rupture 

120 

Some 

16   d. 

Movable  dullness  on  admission. 

lO 

Abortion 

80 

Some 

I    d. 

15 

Rupture 

120 

Some 

I    d. 

Hemoglobin,  30  per  cent. 

19 

Abortion 

92 

Some 

4   d. 

22 

Rupture 

100 

Some 

2   d. 

25 

Abortion 

92 

Very  little 

3   d. 

35 

Abdominal 

96 

Some 

I    d. 

36 

Abortion 

86 

Very  little 

I   d. 

37 

Rupture 

100 

Much 

I   d. 

Hemoglobin,  45  per  cent. 

45 

Rupture 

80 

Very  little 

6   d. 

Curetted  6  d.  before. 

55 

Abortion 

96 

Much 

I    d. 

Hemoglobin,  35  per  cent. 

60 

Abortion 

96 

Some 

8   d. 

Curetted  8  d.  before. 

73 

Abortion 

88 

Very  little 

I    d. 

74 

Rupture 

80 

Some 

5   d. 

78 

Abortion 

92 

Very  little 

I   d. 

Hemoglobin,  55  per  cent. 

80 

Rupture 

108 

Some 

5    d. 

Hemoglobin,  55  per  cent. 

Thus  seventeen  cases  with  unencapsulated  blood  were  kept  in 
the  ward  for  a  period  varying  from  one  to  sixteen  days,  while 
twenty-four  cases  were  opened  without  delay.  This  is  an  almost 
equal  showing  for  immediate  versus  deferred  operation,  and  should 
exonerate  us  from  the  suspicion  of  taking  an  irreconcilable  stand 
for  either  principle. 

Method  of  Operation. — -Before  turning  to  the  question  of  results, 
a  short  reference  to  the  method  of  operation  may  not  be  out  of 
place. 

Operated  by  the  abdominal  route,  sixty-three  (81.5  per  cent.) 
Operated  by  the  vaginal  route  (radical),  two  (2.5  per  cent.) 
Operated  by  the  vaginal  incision  for  hematocele,  nine    (12.5 
per  cent.) 

Operated  by  the  combined  vaginal  and  abdominal,  three  (3.5 
per  cent.) 

The  abdominal  method  was  preferred  in  nearly  all  cases.* 
Only  five  o])erations,    not   performed    for   well   encapsulated 
hematoceles,  were  started  per  vaginam,  and  of  these,  three  re- 
quired immediate  abdominal  incision  for  hemorrhage,  which  could 
not  be  controlled  from  below.      Ivven  small  hematoceles,  unless 


*  If  the  patient  was  in  poor  condition  the  adne.xa  on  the  affected  side  were 
rapidly  tied  off  with  two  silk  ligatures  and  a  running  suture  of  catgut  placed  along 
the  rent  in  the  broad  ligament  to  further  assure  hemostasis.  Only  the  large  blood- 
clots  in  the  pelvis  were  then  scooped  out  and  the  abdomen  at  once  closed.  If  the 
patient's  condition  was  good  the  ovary,  whenever  feasible  was  left  behind.  In  a 
few  instances  the  tube  was  merely  partially  lemoved  and  a  new  ostium  established. 
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bulging  downward  into  the  vagina,  are  as  safely  treated  by  su- 
prapubic incision,  and,  on  the  whole,  the  hospital  stav  is  shorter 
after  a  smooth  laparotomy  than  after  vaginal  section,  which 
IS  so  often  followed  by  infection  of  the  hematocele  cavity  and 
a  prolonged  febrile  convalescence.  Of  course,  if  the  patient 
with  hematocele  showed  signs  of  infection  on  admission,  the 
selection  of  the  vaginal  route  is  no  longer  a  matter  of  choice,  but 
of  necessity. 

No  Operatw7i.~Three  hematoceles  were  treated  without 
operation.  These  cases  showed  firm  encapsulation  when  first 
seen,  were  all  of  moderate  size  and  caused  few  symptoms  111 
three  patients  eventually  regained  their  normal  health,  but  the 
period  durmg  which  they  were  bedridden  was  much  longer  than 
li  they  had  been  operated  upon.  Unless  seen  in  a  late  sta-e 
when. the  cramp-hke  pains  have  definitely  ceased  and  coagulation 
IS  well  advanced,  I  should  in  future  decide  in  favor  of  operative 
interference.* 

Mortality.-There  were  three  deaths  in  eighty  cases,  a  mortal- 
ity of  3.75  per  cent. 

Case  No.  7  —Hematocele,  aspirated  per  vaginam.  The  as- 
piration was  followed  by  a  rise  of  temperature  and  signs  of  peri- 
tonitis. Laparotomy  five  days  after  admission,  panhvsterec- 
tomy  with  vaginal  drainage.     Death  after  twenty-four  hours. 

Case  No.  32.— Admitted  to  hospital  with  historv  pointing  to 
ectopic  gestation.  Observed  one  day.  Examined  under  anes- 
thesia and  considered  an  incomplete  abortion.  Curetted  One 
hour  later  extreme  collapse.  Immediate  laparotomy,  abdomen 
flooded  with  blood  from  an  actively  bleeding  tubal  rupture 
Death  four  hours  later. 

Case  No.  39-— Admitted  in  profound  collapse,  immediate 
laparotomy,  abdomen  flooded  with  blood  from  an  actively  bleed- 
ing rupture.     Died  in  collapse. 

The_  first  death  must  be  ascribed  to  causes  not  entering  into 
this  discussion.  The  operation  was  performed  for  acute  peri- 
tonitis. In  the  second  case  a  mistake  in  the  diagnosis  brought 
on   the  catastrophy.     Possibly,  earlier  recognition   of  the  rup- 

pital  five  months  ago  and  then  presTmefaLn;''^!^^         "'  ?™  °^,^side  the  hos- 
touched      The  Datfpnt  dnWnt  .f  •       ^  ^'"^P'^^^  hematocele  which  was  left  un- 

whichlnal^  neS    tated'TpiSLr'^A  ZT''  ^^%-^:f-d  ^^^  -tense  pain 
of  a  fist  was  removed  with  XfJ  ,  T"^"  encapsulated  hematocele  of  the  size 

much    more  "^1?  Thin  SoeratTon'       'f"  ^^Tu.''"^'-     ^^'  °P^^^^i°"  P^°^'^d 
dense  and  firm.  operations  performed  before  adhesions  have  become 
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ture,  following  the  curettage,  might  have  saved  the  patient,  but 
the  bleeding  was  so  rapid,  and  the  condition  so  thoroughly 
masked  during  awakening  from  the  anesthetic,  that  the  col- 
lapse had  reached  a  very  marked  degree  before  operation  was 
performed.  In  the  last  case  the  patient  was  in  extremis  when 
admitted  and  yet  at  operation  the  bleeding  was  still  active. 

The  actual  number  of  deaths  following  operation  for  ectopic 
gestation  in  our  series  is,  therefore,  two,  a  mortality  in  2.6  per  cent. 
The  last  forty  cases  were  without  a  fatality. 

These  two  deaths  occurred  in  very  acute  cases,  where  advocates 
of  the  defarred  operation  will  claim  that  the  loss  of  blood,  plus 
'  the  shock  of  the  interference,  combined  to  bring  about  a  fatal 
result.  In  both  of  these  cases,  however,  very  active  bleeding  was 
still  going  on,  although  the  collapse  was  profound  and  the  radial 
pulse  not  perceptible. 

If  these  cases,  upon  opening  the  abdomen,  had  shown  the  peri- 
toneal cavity  full  of  blood,  but  no  active  hemorrhage  from  the  tube, 
I  would  be  more  willing  to  accede  to  the  reasonableness  of  waiting 
until  the  time  of  the  shock  had  passed. 

Our  series  very  closely  resemble  an  equal  number  of  cases 
reported  by  Vineberg,  his  material  being  largely  drawn  from 
the  second  gynecological  service  of  the  Mt.  Sinai  Hospital.  He 
places  about  5  per  cent,  of  his  number  in  the  "cataclysmic" 
class,  as  he  designates  foudroyant  onset  with  collapse.  We  found 
7.5  per  cent,  of  such  cases — no  great  discrepnancy  in  numbers. 
In  none  of  the  cases,  opened  up  without  delay,  had  we  any  reason 
to  regret  immediate  operation.  A  few  of  them,  as  stated  above, 
might,  by  more  rigid  selection,  have  been  deferred.  These  all 
made  a  smooth  recovery.  The  others,  with  the  exception  of 
the  two  that  died  (vide  antea)  after  one  or  two  days  of  serious  ill- 
ness, acted  fully  as  well,  if  not  better,  than  patients  observed 
and  operated  upon  after  the  customary  preparation.  Intra- 
venous infusion,  saline  enemata,  or  Murphy's  rectal  infusion 
tided  over  the  period  of  acute  depletion  and  anemia.  At  the 
present  day,  transfusion  of  blood  may  prove  of  value  in  such  cases, 
in  which  intravenous  saline  infusion  succeeds  in  overcoming  the 
sudden  withdrawal  of  blood,  but  in  which  the  blood  left  in  the 
body,  is  insufficient  to  carry  on  the  function  of  oxydising  the  tis- 
sues. These  patients  fail  to  awaken  completely  from  their  anes- 
thetic sleep,  continue  in  collapse,  manifest  great  "air-hunger," 
and  do  not  respond  to  repeated  replacement  of  the  body  fluids  by 
salt  solution,  or  more  often  react  promptly  in  response  to  the  saline 
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infusion  but  after  a  few  hours  their  circulation  again  begins  to 
flag. 

As  previously  emphasized,  each  case  must  be  judged  according 
to  its  individual  merits.  A  patient  admitted  with  a  history- 
suspicious  of  ectopic,  in  collapse,  with  a  running,  rapid  pulse, 
and  great  pallor,  is  at  once  transferred  to  the  operating-room,  and 
median  laparotomy  is  performed  Simultaneously  the  arm  is 
prepared,  and  as  soon  as  the  bleeding  tube  is  secured,  the  infusion 
of  .9  per  cent,  salt  solution  is  begun.  Previous  to  operation 
neither  infusion  nor  much  stimulation  is  indicated,  as  the  in- 
crease in  vascular  tension  can  only  serve  to  increase  the  hemor- 
rhage. The  operation  in  these  desperate  cases  rarely  exceeds  ten 
minutes  in  length,  and,  at  least  in  one  instance,  occupied  less 
than  five  minutes.  Before  operation,  or  even  better,  before  the 
transportation  to  the  hospital  is  undertaken,  the  administra- 
tion of  one-fourth  grain  of  morphin  is  of  value,  in  order  to  render 
the  patient  less  susceptible  to  outside  impressions. 

More  numerous  than  the  six  cases  in  collapse  were  those  in 
which  the  history  of  ectopic  was  clear,  shock  moderate,  the  pulse 
rapid  and  small,  but  the  general  condition  not  desperate.  In 
some  of  these  movable  dullness  could  be  demonstrated.  Doubt- 
less, many  of  these  cases  would  have  borne  delay,  particularly 
while  under  hospital  supervision,  but  in  a  large  and  active 
hospital  service,  such  patients  must  be  entrusted  for  hours  at  a 
time  solely  to  pupil  nurses,  whose  time  is  fully  occupied  and 
who  vary  greatly  in  efficiency  and  experience.  This  objection 
applies  even  more  strongly  where  patients  are  kept  under 
observation  at  their  homes.  Furthermore,  almost  without 
exception,  cases  kept  under  observation  sooner  or  later  required 
operation.  Only  in  the  fewest  instances  was  it  deemed  wise 
to  wait  for  hematocele  formation  and  subsequent  vaginal  incision; 
through  this  procedure  the  hospital  stay  was  greatly  and 
perhaps  unnecessarily  prolonged. 

Several  patients,  for  extraneous  reasons,  were  kept  under 
observation  outside  the  hospital,  grave  suspicion  of  the  existence 
of  an  ectopic  gestation  being  entertained.  The  majority 
required  hasty  transportation  to  the  hospital  because  of  renewed 
hemorrhage.  Two  cases,  while  under  observation  in  the  ward, 
developed  hematoceles,  one  of  which  was  so  acute  in  its  onset 
as  to  endanger  the  patient's  life. 

It  is  necessary  to  mention  mistakes  in  diagnosis  before  con- 
cluding.    In   at  least  one  instance   the  patient   (Case   No.   32) 


222  frank:  analysis  of  ectopic  gestation. 

lost  her  life  because  of  such  an  error.  A  small  ruptured  tube 
was  more  widely  torn  during  curettage  performed  in  the  hospital, 
and  the  patient,  though  laparotomized  within  one  hour,  died. 

Of  the  eighty  cases  at  least  eight  were  curetted,  ectopic 
gestation  not  having  been  recognized.  Of  these  five  were 
curetted  by  outside  physicians  before  admission.  Of  the  remain- 
ing three,  curetted  during  their  hospital  stay,  two  later  developed 
hematoceles  after  an  interval  of  several  days,  the  third,  as 
previously  mentioned,  dying. 

Complications  encountered  at  operation  were  surprisingly- 
few.  Only  in  nine  instances  were  old  inflammatory  conditions 
met  with,  and  not  one  of  them  showed  dense  adhesions.*  Our 
cases  prove  that  we  need  rarely  expect  to  have  to  deal  with 
serious  complications  in  the  earlier  months  and  that  the  opera- 
tion ought  to  consume  but  little  time. 

GENERAL  discussion. 

The  opponents  of  immediate  operation  base  their  claims 
partly  upon  animal  experimentation  (Robb),  partly  upon  a 
series  of  cases  in  which  the  so-called  "hibernation"  treatment 
(Robb,  Stillwagen,  Simpson)  proved  successful.  In  addition 
they  point  to  the  fatal  cases  in  which  operation  was  performed 
during  shock.  To  permit  of  comparison  there  must  be  some 
similarity  in  the  premises.  Animal  experiments  cannot  be 
transferred  to  human  beings  without  close  criticism,  nor  is 
bleeding  from  a  ruptured  pregnant  tube  comparable  to  hemor- 
rhage from  single  vessels  cut  across.  While  the  "hibernated" 
cases  are  an  interesting  series,  analysis  of  Robb's,  Stillwagen's 
and  Simpson's  cases  does  not  convince  me  that  the  majority  fall 
into  the  class  of  severe  acute  ones,  that  either  Vineberg  or  I 
report.  Pulses  of  loo  to  no,  do  not  permit  such  classification. 
Robb,  Simpson  and  others  also  appear  to  forget  that  expectant 
treatment  was  given  full  and  critical  trial  at  the  time  when 
operation  for  ectopic  gestation  was  first  introduced,  and  even 
then,  before  the  present  perfection  of  operative  technic  had  been 
reached,  was  found  wanting.  These  authors  seem  but  half 
convinced  that  death  from  hemorrhage  can  occur  unless  oper- 
ative interference  is  added  to  the  shock  of  the  hemorrhage. 
That  this  is  no  exaggerated  statement  of  Robb's  views  can  be 

*Stil!vvagen.  however,  says  that  '  it  is  generally  conceded  that  salpingitis  is  the 
most  important  factor  in  the  etiology  of  ectopic  gestation,"  and  that  the  risk  of 
infection  from  the  tube  itself  must  be  seriously  considered.  The  inflammatory 
etiology  of  ectopic  gestation  is  by  no  means  proven,  and  acute  inflammation  of 
the  tube,  sufliciently  early^to  supply  bacterial  infection,  is,  I  believe,  unknown. 
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shown  by  his  own  words.  "I  am  not  prepared  to  state  dog- 
matically that  women  never  bleed  to  death  from  hemorrhage 
following  tubal  pregnancies,  and  I  dare  say  a  goodly  number 
of  supposedly  genuine  instances  could  be  put  on  record.  In  some 
of  these,  however,  the  deduction  would  not  be  substantiated 
by  a  more  careful  examination,  .  .  ."  Robb's  experience  is  lim- 
ited to  "Some  fifty  cases  in  all."  Simpson  has  come  "in  profes- 
sional contact  with  approximately  loo  cases  as  operator  or 
assistant."     Stilhvagen  has  "about  twenty  cases  of  his  own."* 

Let  me,  before  concluding,  give  to  you  a  summary  of  Schauta's 
statistics,  which  cover  241  cases,  and  prove  beyond  the  shadow 
of  doubt  that  death  from  hemorrhage  without  operation  did  occur 
in  many  fully  verified  cases.  Of  the  241  cases  not  operated 
upon,  68.8  per  cent.  died.  In  132  of  these  cases  the  gestation 
terminated  before  the  first  half  of  pregnancy  had  been  reached, 
with  a  mortality  of  78  per  cent.  Veit,  furthermore,  says  that 
even  when  the  hematocele  stage  has  been  reached,  from  25  to 
28  per  cent,  of  unoperated  cases  die. 

Were  we  all  able  to  judge  the  exact  merits  and  the  urgency  of 
the  condition  which  confronts  us,  we  doubtless,  would  less 
frequently  operate  in  haste;  but,  what  all  gynecologists  must  aim 
to  attain,  is  a  safe  guide  for  themselves,  and — more  necessary — a 
safe  guide  for  the  general  practitioner,  who  first  sees  the  case. 
In  hospital  practice,  and  this  will  include  the  procedure  to  be 
employed  in  any  city  where  hospitals  exist,  the  following  appears 
a  safe  method  to  pursue: 

conclusions. 

1.  Before  all  else,  the  diagnosis  must  be  assured.  Patients 
who  give  a  history  suspicious  of  ectopic  pregnancy — spotting, 
cramp-like  pains,  fainting,  collapse,  with  or  without  some  of  the 
less  certain  signs,  such  as  amenorrhea,  the  accessory  symptoms 
of  pregnancy  (morning  vomiting,  increase  in  size  of  the  breasts, 
etc.) — and  in  whom  the  uterus  does  not  show  the  shape  and 
size  corresponding  to  their  supposed  period  of  gravidity,  or  who 
have  a  mass  near  the  uterus,  should  be  consigned  to  a  hospital, 
or  should  be  kept  under  the  closest  observation  at  their  homes. 

2.  Such  patiems  should  never  be  subjected  to  forcible  exami- 

*In  further  support  of  keeping  cases  under  observation  without  operation  the 
statistics  of  Thorn,  Scanzoni.  Fehling  and  others  are  frequently  quoted.  These 
reports  do  not  specify  by  what  method  of  selection  cases  wer<;  chosen  for  non- 
operative  treatment,  though  the  impression  I  gathered  from  reading  their  articles 
was  that  chieflv  hematoceles  were  thus  treated. 
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nations,   nor   should    they   be   curetted   until   every   possibility 
of  ectopic  has  been  definitely  excluded. 

3.  If  after  two  or  three  days  of  observation  the  condition  has 
not  definitely  improved,  and  no  marked  tendency  to  hematocele 
formation  has  developed,  laparotomy  is  indicated.  Should 
severe  attacks  of  pain,  fainting  or  collapse  ensue  during  this 
period  of  waiting,  operate  at  once.  Where  a  hematocele  is  still 
small  or  ill-defined,  laparotomy  will  shorten  the  period  of  con- 
valescence. In  well-defined  hematoceles,  vaginal  section  for 
evacuation  and  drainage  suffices. 

4.  If  a  patient,  when  first  seen  is  in  precarious  condition, 
it  is  safer  to  err  on  the  side  of  early  operation  than  to  wait. 

5.  When  a  patient  is  seen  in  extreme  collapse,  immediate 
rapid  laparotomy  with  subsequent  measures  to  combat  both  the 
hemorrhage  and  the  shock  is  indicated.  That  inexperienced 
diagnosticians  are  deceived  and  fail  to  distinguish  between 
transitory  primary  shock  and  really  grave  hemorrhage  is  doubt- 
lessly true,  but  I  would  prefer  to  have  them  interfere  unneces- 
sarily early  rather  than  too  late. 

Whether  in  the  future,  advance  in  the  differential  diagnosis 
between  hemorrhage  and  shock  will  enable  the  surgeon  to 
recognize  the  anatomical  conditions  before  operation  is  a  matter 
of  pure  speculation  At  present  the  earmarks,  which  constitute 
the  small  class  of  extreme  cases  still  remain  an  open  question, 
and  indications  will  accordingly  vary  with  the  experience  of  each 
individual  gynecologist. 
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So    rapid    has    been    the  progress  of    surgery  in  technic;    so 
great  the  inventive  skill  employed  to  devise  new  methods  of 
overcommg   diseased   conditions;   so   engrossing   has    been   the 
material    advance,  that  we    have  almost  forgotten  the  primal 
reason  for  the  existence  of  surgery.     The  belief  that  it  is  the 
tendency  of  nature  to  cure  every  condition,  after  the  anatomical 
cause  of  its   developement  have   been  removed,  has  been  the 
means  of  burdening  many  an  individual  with  a  life  scarcely 
worth  the  price  of  living.     A  study  of  the  physical  and  psvchical 
disability  which  may  follow  operation  has  awakened  us^  to  an 
appreciation  of  new  responsibility  to  our  patients,  and  we  now 
must  acknowledge  our  operations  imperfect  until  all  the  symp- 
toms of  disease  have  been  removed. 

What  constitutes  a  complete  surgical  cure? 
There  are  three  great  factors  to  be  considered  in  the  correction 
of  a  surgical  affection-the  psychical,  the  physiological,  and  the 
anatomical-anyone  of  which  will,  if  neglected,  mean  a  measure 
ot  failure  for  the  operation. 

So  it  becomes  necessary  for  us  to  stop  from  time  to  time  in 
our  eager  search  for  original  methods  of  operating-  forget  the 
material  aspects  of  our  science  and  reflect  on  the  questions  which 
concern  the^  destinies  of  our  patients  in  an  economic,  domestic 
and  political  way. 

What  is,  then,  our  highest  duty  to  our  patients;  or,  in  other 
words,  m  seeking  relief,  what  concerns  them  most? 

The  most  important  part  of  a  being  is  his  individuality  For 
It  is  upon  Its  expression  he  must  draw  for  his  success  in  life  and 
the  sum  of  the  joy  of  living  that  is  to  be  his  lot.  Functional 
nerve  disorders  interfere  with  the  expression  of  a  man's  individ- 
uality, every  such  abnormal  condition  involves  his  thou-ht 
becomes  an  obsession,  confuses  his  intellection;  therefore,\he 
*Read  before  the  Georgia  Medical  Society,  Savannah.  Ga.,  Dec.  17,  igos'. 
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paramount  reason  of  his  search  for  reHef  is  to  be  freed  from  a 
process  that  hampers  his  highest  activities.  He  cares  little 
for  nice  dissections  or  the  consummate  art  of  surgery,  and  meas- 
ures the  value  of  the  service  rendered  by  the  degree  of  the  joy 
of  living  restored  to  him.  Therefore  it  is  a  fallacy  capable  of 
greatest  consequences  for  a  surgeon  to  believe  that  his  work  and 
duty  to  his  patient  is  done  as  soon  as  the  wounds  have  healed. 

To  help  us  to  a  better  understanding  as  to  what  the  psychic 
symptoms  concomitant  with  and  consequent  upon  a  surgical 
disease  are,  I  cannot  do  better  than  to  quote  Dr.  James  G 
Mumford,  of  Boston.  In  a  very  able  article  entitled,  "Post- 
operative End-results,"  published  in  the  Annals  of  Surgery 
last  June,  he  says,  "Psychical  results  are  related  to  the  sub- 
jective mind.  Their  bearing  upon  the  cure  concerns  the  patient 
not  in  the  proportion  to  anatomical  perfection  or  to  potential 
and  intellectual  capacity;  and  just  so  far  as  his  subjective  intelli- 
gence is  feeble  or  has  become  enfeebled,  just  so  far  is  he  fated  on 
the  one  hand  to  remain  a  wreck,  or  on  the  other  hand  to  refit  his 
shattered  being.  It  is  to  the  ultimate  prognosis  we  must  look. 
It  is  not  what  we  are,  it  is  what  we  think  ourselves  to  be.  That 
is  the  sum  total  of  the  whole  argument." 

There  is  a  psychical  factor  in  surgical  conditions  that  influences 
the  intellectual  faculties  of  the  brain  in  as  real  and  effective  a 
manner  as  do  pain  and  loss  of  function.  Worry,  insomnia, 
headache,  neurasthenia,  psychasthenia,  hypochondriasis,  when 
coincident  with  a  surgical  disease,  are  as  much  a  factor  in  the 
consideration  of  means  to  cure  that  condition  as  pain,  bleeding 
or  any  of  the  other  material  symptoms. 

Dr.  Howard  Kelly  sa5^s:  "Mistakes  are  perhaps  more 
frequently  made  in  connection  with  the  diagnosis  of  the  func- 
tional neuroses  than  in  any  other  part  of  medicine.  In  thousands 
of  women  the  true  diagnosis  is  entirely  overlooked,  and  these 
patients  are  transferred  from  specialist  to  specialist,  who  treat 
their  reflexes  and  sometimes  do  more  harm  than  good  by  con- 
centrating the  attention  of  the  patient  upon  her  symptoms  by 
making  local  applications.  On  the  other  hand,  those  who  are 
impressed  with  the  psychic  elements  of  the  case,  unless  they 
are  very  careful  in  the  exclusion  of  organic  disease,  may  through 
their  efforts  to  treat  the  general  condition,  overlook  important 
local  causes  which  have  been  responsible  for  the  origin  of  the 
nervous  symptoms,  which  will  persist  until  they  are  removed." 

The   surgeon   is   the   one   pre-eminently   suited   to   treat   the 
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psychic  features  of  his  cases.  Before  and  after  operation  he  has 
perfect  control  and  can  direct  the  nerve  treatment  without  draw- 
ing the  patient's  attention  to  her  nervous  condition  in  the  least. 
He  can  isolate  her,  put  her  under  perfect  rest  control,  keep  all 
sympathetic  friends  and  relatives  from  her  by  simply  assuring 
her  that  it  is  part  of  the  general  preparatory  and  postoperative 
treatment.  Then  again,  he  is  the  one  above  all  others  in  whom 
the  patient  has  the  most  perfect  confidence,  for  her  attitude  in 
taking  the  anesthetic,  submitting  while  unconsious  to  a  pro- 
cedure of  which  she  has  but  the  faintest  conception,  represents 
the  most  passive  state  of  mind  imaginable.  And  it  is  this 
state  of  mind  which  is  essential  to  success  in  the  eradication  of 
abnormal  impressions  and  psychic  disorders. 

In  operations  on  the  generative  organs  of  women  we  are  con- 
fronted with  the  gravest  problems  of  this  subject.  For  these 
involve  the  ideality  of  the  domestic  relationships  of  wife,  mother 
and  husband.  There  are  few  things  in  life  more  disturbing  to  the 
feminine  mind  than  the  consciousness  of  disease  of  her  gener 
ative  system.  It  involves  her  views  of  life  in  general.  Her 
emotional  nature  being  most  intimately  connected  with  her 
sexual  activity,  her  most  sacred  sentiments  of  motherhood  and 
wifehood  are  involved.  She  is  possessed  of  a  sense  of  a  clean, 
healthful,  feminine  vigor  of  which  is  born  a  confirmation,  innate 
or  educational,  that  disease  of  her  generative  system  entails  the 
loss  of  her  distinctive  traits  of  femininity.  This  evil  clouds  her 
future  with  direst  portent;  then  worry  drags  in  melancholia, 
insomnia,  neurasthenia,  psychasthenia;  she  is  weighted  with 
mental  fatigue,  she  lacks  intellectual  and  muscular  endurance, 
and  she  is  tired  all  the  time.  There  is  a  darker  picture  yet  if 
her  power  of  procreation  is  not  dead  or  allowed  to  be  passive, 
for  she  marks  with  neurotic  stigmata  her  offspring.  Certain 
French  writers  have  recorded  a  number  of  instances  where 
several  generations  have  suffered  from  the  contamination  of 
neurotic  stigmata  engendered  by  a  parent  undergoing  merely  a 
temporory  attack  of  a  curable  nerve  affection. 

Here  as  in  every  other  department  of  surgery  and  medicine  it 
is  necessary  to  make  at  least  a  partial  diagnosis  before  the  dis- 
ease can  be  treated  intelligently. 

Hysteria,  hypochondriasis  and  neurasthenia  are  well-known 
affections  which  will  not  be  considered  here,  but  there  is  another 
of  equal  importance  which  you  may  find  of  interest. 

In  1903  Dr.  Janet,  of  Paris,  published  a  book  on  "The  Obses- 
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sions  of  Psychasthenia,"  in  which  he  describes  a  group  of  symp- 
toms closely  related  to  those  found  in  cases  of  hysteria  and 
hypochondriasis.  The  psychasthenic  will  always  describe  her 
own  symptoms;  she  makes  her  own  diagnosis.  She  has  obses- 
sions which  she  realizes  are  groundless,  but  which  she  cannot  rid 
herself  of.  She  will  explain  most  graphically  the  extreme  effort 
of  will  she  must  always  exert  to  overcome  hysterical  tendencies. 
She  is  continually  at  war  with  her  thoughts,  she  will  have  an 
idea  that  some  of  her  organs  are  out  of  order,  yet  she  will  acknowl- 
edge that  she  is  well  aware  that  it  is  only  a  notion,  that  the 
organ  is  healthy,  but  she  cannot  help  thinking  that  it  is  not. 
The  bladder  is  the  most  common  sufferer  from  this  symptom,  and 
if  the  surgeon  overlooks  his  patient's  psychasthenic  tendency  he 
will  agravate  her  case  by  treating  the  bladder  and  concentrating 
her  attention  on  it.  She  differs  from  the  hysteric  in  controlling 
her  emotional  tendencies  and  from  the  hypochondriac  in  being 
certain  that  her  organs  are  not  diseased,  in  knowing  that  her 
thought  is  not  based  on  fact.  The  psychasthenic  will  show  a 
gradually  increasing  dislike  for  exertion  and  exercise,  she  does 
not  like  her  surroundings,  and  she  feels  that  it  is  the  atmosphere 
of  her  home  that  is  making  her  dissatisfied.  She  tires  on  the  least 
exertion,  avoids  company,  is  readily  bored,  and  develops  a 
habit  of  day-dreaming.  She  may  lose  all  love  interest  in  life, 
and  whereas  she  was  formall}^  very  affectionate  she  becomes 
distant  and  cold  toward  her  dearest  relations.  She  may  become 
arrogant  and  overbearing  and  show  a  decided  desire  to  control 
the  destiny  of  others,  developing  into  a  veritable  "Hedda 
Gabler."  It  is  these  women  who  readily  become  engrossed  in 
the  literature  of  mysticism,  they  revel  in  the  plays  of  Maeter- 
linck, Sudermann,  Hauptman  and  Ibsen.  They  crave  the 
strongest  emotional  excitation. 

These  cases  suffer  all  manner  of  phobias;  they  fear  cancer,  all 
forms  of  disasters,  they  even  fear  that  they  might  become 
criminal  and  commit  all  manner  of  crimes  themselves. 

A  careful  study  of  the  family  history  of  the  psychasthenic 
will  disclose  heredity  as  a  strong  etiological  factor.  A  neurotic 
mother  or  a  father  addicted  to  drink  occurs  so  often  as  to  im- 
press one  with  the  deep  and  far-reaching  effect  of  nervous  affec- 
tions and  prove  to  us  the  great  harm  that  can  come  of  a  physician 
failing  to  warn  his  patients  of  the  sorrow  and  disaster  that  can 
come  to  a  family  and  its  progeny  by  neglecting  the  hereditary 
effects  of  nervous  disorders. 
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Here,  as   elsewhere,  the    best  work    in    connection  with    the 
treatment  of  these  cases  is  in  their  avoidance,  and  that  is  the 
real  meaning  of  conservative  gynecology.     On  the  other  hand, 
the  failures  m  g3mecology  are  almost  entirely  psychic  failures.  ' 
In  a  series  of  ninety-one  cases,  all  of  which  had  been  dismissed 
from  the  hospital  as  cured.  Dr.  Mumford,  of  Boston,  found  33 
per  cent,  psychic  failures.     Dr.  Howard  Kelly,  in  a  study  of  a 
series    of    anatomical    successes,   found    37    per    cent,    psychic 
failures.    With  the  disastrous  results  following  the  destruction  of  a 
woman's  generative  system  in  view,  all  manner  of  methods  are 
bemg  devised  to  save  these  organs  and  preserve  their  functional 
integrity.     In  the  past  the  saving  of  life  seemed  to  be  surgery's 
highest  aim ;  the  greatest  surgeon  was  he  who  could,  with  rapidity 
and   skill,  dissect  among  vital   organs  and   delicate  structures 
carry  a  case  along  the  very  brink  of  eternity  and  avoid  death'  " 
The  individuality  of  his  patient  was  sunk  in  the  pathology  of  a  dis- 
ease, and  instead  of  being  a  creature  of  intellect  and  emotions 
was  a  case  of  this  or  that  disease,  the  woman  with  the  tumor' 
the  woman  with  a  tube.     It  is  no  wonder  surgeons  impressed 
the  world  with  the  idea  that  their  highest  purpose  was  to  cut 
.  skillfully  and  to  make  wonderful  advances  in  anatomical  and 
bio  ogical  science.     But  now  we  are  begining  to  advance  our 
biological  findings  to  the  higher  functions  of  the  human  economv 
we  are  beginning  to  realize  that  the  purpose  of  the  human  frame 
IS  to  house  a  "Great   Within."     In  saving  tubes  and  ovaries 
our  object  is  something  more  than  to  merelv  save  the  sexual 
delights  of  life  or  the  office  of  procreation;  in  saving  a  uterus  we 
are   attemptmg  something    more  than  the  preservation  of  the 
menstrual   function  or    the  prevention   of  a   premature  meno- 
pause.    We  are  saving  the  intellectual  life,  the  emotional  life 
and    are    regulating    the  sensory  nervous  system   so  that  the 
various  gland  functions  will  not  be  interfered  with      Think  for  a 
moment   of   that   little   twig   of   the   sympathetic    plexus   that 
breaks  itself  off  the  parent  stem  in  its  embrvologic  hour  and 
tucks  Itself  away  up  there  on  top  of  the  kidney— the  suprarenal 
gland.     This  small  body  secretes  a  substance  that  is  necessarv 
to  every  moment  of  our  lives.      When  it  is  removed  from  the 
body    of   an    animal,    the    animal    will    die    sooner   than   if  its 
kidneys   were   removed,    while    1/800   of   a   grain    of   its   active 
prmciple  will  make  a  strong  man  uncomfortable  bv  raising  his 
blood-pressure  by  contracting  the  minute  muscles  of  the  arteries 
and  arterioles.      By  the  preservation  of  the  tissues  of  the  gener- 
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ative  system  we  are  endeavoring  to  avoid  disturbances  of  the 
great  sympathetic  nervous  system  that  regulates  and  harmo- 
nizes the  glands  and  organs  of  the  body.  C.  Martin  is  quoted  by 
Dr.  Kelly  as  saying  that:  "  It  is  probable  that  the  ovaries,  like 
the  liver  and  thyroid  gland,  modify  the  blood  circulating  through 
them,  and  add  to  the  blood  some  peculiar  product  of  their  met- 
abolism. It  may  be  that  some  of  the  climacteric  symptoms  are 
due  to  the  loss  of  this  substance  from  the  system." 

We  observe  psychic  phenomena  in  all  chronic  inflammations 
of  the  uterus  and  adnexa:  salpingitis,  endocervicitis,  endometri- 
tis, ovaritis,  cystic  degeneration  of  the  ovary,  ovarian  prolapse 
and  uterine  displacement.  "In  the  monistic  conception,"  says 
Paul  Debois,  "man  is  an  entity;  he  is  only  a  functioning  organ- 
ism, reacting  under  the  influence  of  innumerable  stimuli.  The 
body  is  entirely  composed  of  cells.  Therefore,  no  one  of  these 
microscopic  organisms  is  capable  of  spontaneous  activity.  The 
cell  does  not  act,  it  reacts;  the  total  abscence  of  stimuli  would 
mean  physiological  death."  "And  the  brain  itself,"  he  con- 
tinues, "this  king  of  our  organs,  which  imperiously  controls  the 
whole  army  of  muscles,  is  passive.  The  cerebral  cell  has  no 
more  spontaneity  than  the  muscular  cell,  but  it  is  more  sensitive 
and  delicate;  it  is  a  more  expert  workman  and  capable  of  per- 
forming a  more  varied  task.  It  acts  only  under  the  influence  of 
stimuli,  of  secret  impulsion  of  organic  sensations,  or  stimuli 
which  are  received  by  our  sense  organs,  those  fine  antennae  which 
bring  us  into  relation  with  the  outside  world.  Fading  impres- 
sions, the  results  of  former  stimuli,  continue  in  the  form  of 
dreams  in  sleep  which  seems  to  be  cerebral  death."  He  means 
here  that  stimuli  when  not  of  sufficient  strength  to  awaken  the 
conscious  mind  still  have  an  effect  on  the  subconscious. 

"Sensations  arise  in  the  organism  from  the  depth  of  our  being, 
incited  by  the  functioning  of  an  inferior  center,  which  is  itself 
always  reflex.  Here  is  the  source  from  which  arise  numerous 
obscure  motor  impulses  of  the  sensibility,  which  also  determine 
our  reactions  when  we  do  not  oppose  them  by  the  superior 
motives  of  reason." 

In  diseases  of  the  female  generative  organs  we  observe  all 
manner  of  erratic  sensory  and  emotional  actions  caused  by  the 
disarrangement  of  the  normal  stimuli  and  impulsions.  A 
uterine  displacement,  a  prolapsed  ovary,  means  a  constant 
trauma  to  the  nerves  and  vessels.  Many  women  suffer  post- 
operative nervous  troubles,  or  are  not  relieved  of  them,  because 
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proper  plastic  work  has  not  been  done  and  the  remaining 
organs  placed  and  stitched  in  their  proper  locations.  It  is  harm- 
ful surgery,  from  a  psychological  standpoint,  when  it  is  necessary 
to  remove  both  tubes  to  leave  the  uterus  without  support  and 
to  allow  it  to  sag  and  fall  about  the  pelvis  unhindered.  Such 
cases  complain  that  they  feel  that  there  insides  are  falling  out. 
In  view  of  what  Dr.  Debois  says,  it  is  plainly  evident  that  such 
conditions  will  be  the  cause  of  nervous  affections  that  can  origi- 
nate from  abnormal  stimuli  sent  to  the  brain. 

Therefore,  the  best  treatment  here  as  elsewhere  lies  in  pre- 
vention. A  torn  cervix,  a  lacerated  perineum  should  be  treated 
as  we  do  flesh  wounds  in  any  other  portion  of  the  body,  that  is, 
as  soon  as  inflicted.  Prolapse  of  the  ovary  and  uterine  dis- 
placements should  be  corrected  as  soon  as  discovered;  and  in 
all  cases  the  psychic  aspects  of  the  case  should  be  given  particular 
attention. 

That  this  is  part  of  a  renewed  interest  and  activity  in  the 
problems  of  psychology  is  plainly  evident  on  all  sides.  That 
it  is  one  of  the  greatest  subjects  of  the  hour  on  one  can  doubt; 
why  our  science  should  have  neglected  the  study  of  psychology 
as  part  of  the  regular  college  curriculum  is  not  a  mystery,  but 
is  one  of  the  harmful  effects  of  ultra-specialism  combined  with 
a  blind  worship  of  authority.  The  Emanual  Movement,  Chris- 
tian Science  and  other  quasi-sciences  have  plainly  shown  the 
disastrous  results  of  this  neglect  and  error,  and  our  profession  is 
at  last  awakening  to  its  grave  responsibility. 

The  University  of  Wisconsin  has  established  a  chair  in  Psy- 
chology; the  Phipps  fund  of  $500,000  will  shortly  be  available 
for  a  similar  course  in  the  University  of  Pennsylvania;  and  Dr. 
Weir  Mitchell  will  throw  the  weight  of  his  name  and  personality 
into  its  inception.  Dr.  G.  Stanley  Hall  offers  a  series  of  free 
lectures  on  the  same  subject  at  Clark  University  this  winter 
and  Dr.  Morton  Prince  has  started  a  course  in  psychology  at 
Tuffts. 

12  East  Liberty  Street. 
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THE  CAUSES  OF  DEATH  OF  THE  VIABLE  FETUS 
BEFORE  LABOR.* 

BY 

F.  A.  DORMAN,  M.  D., 

New  York  City. 

A  CONSIDERATION  of  this  subject,  in  order  to  bring  the  dis- 
cussion within  reasonable  bounds,  makes  it  advisable  to  consider 
that  class  of  cases  in  which  the  fetus,  having  attained  to  the  e'ghtli 
month  of  pregnancy,  for  reasons  often  apparent,  sometimes 
doubtful,  and  occasionally  absolutely  inexplicable,  dies  without 
any  of  the  contributing  trauma  of  parturition.  This  eliminates 
the  cases  in  which  the  partly  formed  ovum,  or  nonviable  fetus 
perishes  in  utero  from  the  results  of  unhealthy  endometrium, 
or  faulty  development,  and  brings  us  to  the  consideration  of  the 
fetus  which  has  become  viable. 

The  continued  health  of  the  child  in  utero  depends  on  the 
mother  through  the  amount  of  nourishment  furnished,  and 
poison  ehminated,  through  the  placenta  as  the  intermediary 
organ  of  a'imentation,  respiration,  and  elimination,  and  upon 
the  healthy  functionating  of  the  fetal  organs.  The  factors 
of  fetal  death,  therefore,  might  be  classified  as,  first,  maternal; 
second,  intermediate  conditions,  due  to  invo  vement  of  the 
placenta;  third,  conditions  intrinsically  fetal. 

But  of  most  of  these  classifications  it  will  be  at  once  recognized 
that  they  overlap,  that  is,  that  any  maternal  condition  may 
affect  placental  health ;  that  placental  damage  invariably  results, 
from  fetal  disturbances,  and  vice  versa.  So  delicate  is  the 
adjustment  between  the  two  living  organisms,  that  disturbance 
of  one  must  result  to  some  extent  in  disturbance  to  the  other. 
For  the  safety  of  the  child  nature  has  interposed  certain  well- 
recognized  means  of  protection  between  it  and  the  maternal 
organism — in  a  physiological  sense,  by  the  layer  of  syncytial 
cells  which  is  a  barrier  against  invading  parasites.  In  a  mechan- 
ical sense,  by  the  water-bag  inside  the  membranes,  and  by  the 
further  protection  of  a  staunch  wall  of  uterine  muscle. 

The  toxemia  of  pregnancy  is  a  factor  of  very  grave  importance. 
Be  its  origin  due  to  the  wandering  syncytial  cell  embolism  of 
Veit  or  to  the  new  fibrin  theory  of  Dietz,  or  whatever  it  may  be, 
*Read  before  the  New  York  Obstetrical  Society,  December  12,  1908. 
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its  danger  to  the  child  in  ufero  is  unquestionably  great.  If  the 
onset  of  the  poisoning  has  been  gradual,  the  explanation  is 
obvious  through  the  tremendous  destruction  of  the  placental 
tissue  by  infarcts,  evident  by  gross  inspection.  The  maternal 
toxemia  also  reacts  on  the  child's  vitality.  In  proof  of  this, 
postmortem  examination  of  fetuses  dying  of  eclampsia  shows 
visceral  lesions  similar  to  those  of  eclampsia.  There  is  also 
added  the  danger  from  carbonic-dioxid  poisoning  occurring 
during  the  time  of  convulsions.  The  cases  of  pure  toxemia, 
whether  eclampsia,  hyperemesis,  or  coma,  are  difficult  to  differ- 
entiate in  many  cases,  and  may  be  uncomplicated  by  nephritis, 
associated  with  acute  nephritis,  or  with  chronic  nephritis. 

As  a  general  rule  it  may  be  observed  that  with  acute  nephritis 
the  death  of  the  fetus  is  common,  and  with  chronic  nephritis, 
sti  1  more  common.  So  frequent  is  this  condition  that  it  often 
seems  as  if  the  death  of  the  ovum  was  one  of  nature's  conserva- 
t  ve  processes,  i  Davis  says  that  the  tendency  of  nephritis  is 
to  rescue  the  mother  at  the  expense  of  the  fetus  through  inter- 
stitial changes  in  the  blood-vessels  of  the  placenta. 

In  another  class  of  cases  true  uremia  seems  to  exist,  distinct 
from  the  toxemia  of  pregnancy.  To  determine  how  frequently 
the  death  of  the  fetus  before  labor  occurs,  a  series  of  lOO  eclamp- 
sia cases  at  the  Sloane  were  analyzed,  and  in  15  per  cent,  of 
these  the  fetus  was  found  to  have  evidently  died  some  time 
before  the  beginning  of  labor.  Of  these,  6  per  cent,  had  not 
reached  the  time  of  viability,  leaving  9  per  cent,  of  deaths  of 
viable  children,  before  labor,  in  cases  of  eclampsia.  Unfortu- 
nately it  was  impossible  to  determine  in  these  cases  the  degree  of 
relationship  of  the  eclampsia  to  kidney  disease,  nor  do  these 
statistics  show  the  effect  of  the  toxemia  of  pregnancy  on  intra- 
uterine life,  because  we  are  only  considering  cases  that  have 
progressed  to  real  eclampsia,  leaving  out  of  account  the  many 
cases  of  toxemia  which  do  not  culminate  in  convulsive  seizures 

To  get  at  this  more  accurately,  there  were  collected  all  the 
cases  of  fetal  deaths  antepartum  in  a  series  of  10,000  consecutive 
deliveries  at  the  Sloane  Maternity.  The  evidence  of  the  time 
of  these  deaths  was  clearly  set  forth  by  the  history  of  the  patient 
and  the  degree  of  maceration  of  the  infant.  A  series  of  229 
cases  was  secured.  Of  these  forty-seven  or  18  per  cent,  showed 
evidence  of  toxemia  or  renal  defect,  that  is,  nine  were  eclamptic, 
two  had  had  hyperemesis,  and  the  rest  showed  the  presence  of 
albuminuria. 
5 
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Sixteen  or  near  y  one-third  had  a  notable  degree  of  accidental 
hemorrhage.  So  frequently  is  a  mild  degree  of  albuminuria 
found  to  exist  with  death  of  the  fetus,  and  with  infarcted  placenta, 
that  the  question  arises  whether  the  so-called  physiological 
kidney  of  pregnancy  is  not  often  evidence  of  a  much  more  serious 
condition,  as  far  as  the  child's  life  is  concerned,  than  is  usually 
supposed.  The  presence  of  albumin  in  the  urine,  should,  in  my 
opinion,  always  be  regarded  with  suspicion.  Another  renal 
condition,  in  which  fetal  death  has  been  reported,  is  with  high 
temperature  associated  with  pyelitis.  Diabetes  in  pregnancy, 
possibly  developing  at  that  time,  while  a  rare  complication,  has 
a  most  deleterious  effect  on  fetal  life.  Most  of  the  fetuses  die 
in  utero  and  the  majority  of  these  before  the  period  of  viability. 

Endocarditis  is  a  maternal  condition,  if  advanced,  with  serious 
consequences  to  fetal  life.  The  placenta  in  these  cases  shows 
occasional  hemorrhage  due  to  circulatory  status.  The  fetal 
deaths  in  these  cases  are  from  malnutrition,  or  from  asphyxia, 
from  placental  interference  with  the  circulation,  or  from  carbonic- 
dioxid  poisoning  from  maternal  asphyxia.  There  is  also 
ncreased  likelihood  of  renal  insufficiency. 

Exophthalmic  goitre  has  been  noted  as  a  cause  of  fetal 
death,  usually  from  the  asphyxia  associated  with  mechanical 
pressure  of  the  growing  gland  against  the  trachea,  although  the 
interference  with  normal  metaboHsm  due  to  faulty  thyroid 
secretion  may  be  a  factor.  It  seems  possible  that  the  parathy- 
roid secretion  may  be  one  of  the  essential  factors  in  the  neutral- 
ization of  the  toxines  of  eclampsia. 

Of  disturbances  of  the  blood  structure,  pernicious,  anemia, 
although  rare,  has  been  found  to  be  peculiarly  fatal  to  the  child. 
Findlay,  in  a  recent  review  of  the  literature  of  these  cases, 
reports  that  in  a  majority  of  instances  the  child  dies  in  utero 
shortly  before  birth 

Chorea  is  a  maternal  condition,  probably  partly  due  to  nervous 
susceptibiHty,  partly  to  toxemia.  While  comparatively  rare, 
in  its  severer  forms,  it  exacts  an  intrauterine  mortality  in  one 
third  of  the  cases. 

Of  acute  maternal  infections,  pneumonia  is  a  frequent  cause 
of  fetal  death.  Asphyxia  may  be  the  immediate  factor  but  there 
is  also  the  possibility  of  hyperpyrexia.  It  is  well  known  that 
high  temperature,  even  for  a  short  time,  is  poorly  borne  by  the 
fetus  in  utero.  Rarely  the  pneumococcus  may  invade  the  fetal 
circulation  through  the  syncytial  membrane. 
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Typhoid,  and  recently  paratyphoid,  have  been  proven  to  be 
transmissible  to  the  fetus,  though  probably  rarely,  and  so  may 
destroy  fetal  life.  Colive,  of  Johns  Hopkins,  has  recently  reported 
a  still-birth,  in  which  the  bacillus  typhosus  was  obtained  in 
pure  culture  from  the  amniotic  fluid  and  heart-blood,  spleen  and 
umbilical  vessels. 

Malaria  is  dangerous  to  the  fetus  because  of  the  fatal  effect 
of  sudden  hyperpyrexia,  and  of  the  cachexia  sometimes  occurring. 
The  transmission  of  the  Plasmodium  to  the  fetus  is  a  matter  of 
extreme  improbabihty,  as  lesions  of  the  placenta  are  not  caused 
by  the  infecting  organism. 

Severe  attacks  of  influenza  have  been  noted  to  have  a  tendency 
to  cause  premature  labor,  and  of  these  labors  the  majority  termi- 
nate in  still-births.  Cholera  acts  virulently  on  the  fetus,  prob- 
ably from  direct  infection. 

The  acute  exanthemata  are  of  especial  interest  because  of 
the  common  transference  of  the  specific  organism  through 
lesions  of  the  placenta.  In  addition  to  this  factor  are  the  effects 
of  high  temperature  and  asphyxia.  In  measles  a  maternal 
pulmonary  lesion  may  be  the  cause  of  fatal  ending  for  the  fetus. 
In  scarlatina  a  renal  lesion  may  be  the  actual  cause  of  fetal 
death.  One  of  the  cases  in  my  series  gave  birth  to  a  still-born 
macerated  fetus,  at  the  sixth  month,  showing  the  partly  healed 
skin  lesions  of  variola.  The  mortality  of  the  fetus  in  variola  is 
placed  by  Queriel  as  50  per  cent.  Lesions  of  the  placenta  are 
unusual,  but  in  hemorrhagic  cases  the  placental  attachments  are 
injured. 

Syphilis  is  the  infection  most  commonly  existing  in  cases  of  the 
death  of  the  child  in  utero,  and  yet  these  cases  of  the  death  of  the 
viable  fetus  are  only  a  small  part  of  the  total  number  of  cases  of 
syphilitic  fetal  mortahty,  that  is,  when  compared  with  the 
number  of  syphiHtic  abortions  and  fetal  deaths  postpartum. 
Of  the  total  of  229  deaths  in  this  series,  forty-eight  were  syphi- 
litic. There  were  sixty-two  cases  in  which  the  cause  of  the 
death  could -not  be  determined  from  the  facts  on  hand.  Un- 
doubtedly some  of  these  were  of  sepecific  origin.  It  will  be 
interesting  to  learn  positive  y  in  view  of  our  knowledge  of  the 
spirocheta,  and  of  the  rehabiHty  of  Wasserman's  serum  test, 
how  many  more  cases  of  fetal  death  are  due  to  this  infection. 
Probably  the  percentage  will  be  much  larger  than  here  shown. 

So  far  the  following   facts  have    been  demonstrated    clearly. 
The  presence  of  the  spirochetae  in  the  placenta,  the  maternal  part 


236     dorman:  death  of  the  viable  fetus  before  labor. 

as  well  as  the  fetal  portions,  and  more  commonly  in  the  blood  of 
the  fetus,  and  in  lesions  of  the  liver  and  of  the  lungs.  Further, 
the  practically  constant  positive  reaction  of  the  mother's  serum 
to  the  Wasserman  test  in  cases  of  fetal  syphilis,  seems  to  point 
the  way  to  the  discrediting  of  Colle's  law.  Pauli,  in  the  November 
number  of  the  Johns  Hopkins  Bulletin,  believes  that  the  spiro- 
cheta  is  rarely  found  in  the  syphilitic  placenta,  and  that  the 
anatomical  changes  in  the  placenta  are  the  result  of  toxins  pro- 
duced by  the  spirochetae  in  the  fetal  organs. 

The  immediate  cause  of  fetal  death  is  usually  the  placental 
condition.  The  constant  lesion  has  been  described  as  "profuse 
productive  chorionitis."  This  shows  on  gross  inspection  a 
thickened  and  heavy  placenta,  often  twice  the  normal  weight, 
lighter  in  color,  ranging  to  a  hght  fatty  appearance.  The  micro- 
scopic examination  shows  an  hypertrophy,  malformation,  and 
friability  of  the  vilh,  with  thickening  of  the  intima  of  the  chori- 
onic vessels,  and  with  much  infiltration  and  increase  of  the  inter- 
stitial tissues.  The  vessels  of  the  cord  also  show  great  thickening. 
There  is  more  or  less  mottling  of  the  placenta  from  infarcts. 
The  fetus  is  subjected  by  these  conditions  to  a  gradual  process 
of  starvation  and  asphyxia.  A  thickened  amnion  is  a  frequent 
cause  of  hydramnios. 

There  is  also  the  fairly  constant  factor  of  fetal  infection, 
acting  upon  the  child's  vitality,  and  shown  by  the  interstitial 
and  occas  onally  gummatous  changes  in  the  liver  and  lungs. 
The  blood-vessels  show  an  obliterating  endarteritis  and  peri- 
arteritis. There  may  be  such  obstruction  of  the  ductus  arteri- 
osus as  to  cause  death. 

As  to  the  effect  of  the  time  of  the  infection,  the  following  points 
are  well  established:  First,  that  recent  infections  are  the  more 
virulent;  and  conversely,  that  time  shows  in  many  cases  a 
tendency  toward  lessened  fetal  involvment;  second,  that 
infection  acquired  in  the  last  third  of  pregnancy  may  not  be 
conveyed  to  the  fetus;  third,  the  marked  efifect  of  antisyphi  itic 
treatment  in  preserving  fetal  life. 

The  other  common  chronic  maternal  infection,  tuberculosis, 
infrequently  acts  as  a  cause  of  still-birth.  True  fetal  infection  by 
tuberculosis  is  quite  rare.  Warthin  and  Cowie  in  1900,  reported 
the  careful  examination  of  a  still-birth  from  a  fatal  case  of  acute 
miliary  tuberculosis.  They  reported  agglutination  thrombi  in 
the  maternal  sinuses,  enlarged  caseous  areas  throughout  the 
decidua.     Tubercle  bacilli  were  found  in  numbers  in  the  thrombi 
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and  in  the  blood  of  the  sinuses.  In  the  fetal  portion,  aggluti- 
nation thrombi  were  found  in  the  intervillous  blood  spaces.  In 
the  fetal  c  rculation  numerous  virulent  tuberc  e  bacilli  were 
demonstrated,  but  no  tuberculous  lesions.  It  is  considered 
undecided  but  unlikely  that  the  bacilli  pass  through  undamaged 
syncytial  tissue.  In  fetal  death  associated  with  tuberculosis, 
it  is  more  apt  to  be  the  maternal  condition,  with  its  fever  and 
asphyxia  that  causes  death. 

Maternal  conditions  against  which  the  fetus  has  no  protection 
are  poisonings  from  dialyzable  substances.  Two,  particularly, 
are  fatal  to  the  fetus,  even  though  the  mother  recovers,  namely, 
poisoning  from  coal  gas  and  from  phosphorus.  Chronic  plumb- 
ism  produces  an  effect  on  the  fetus  analogous  to  syphilis. 
Other  common  chronic  poisons,  such  as  alcohol,  morphin  and 
nicotin,  while  injurious  to  the  fetus  have  not  been  proven  lethal. 

The  cachexia  associated  with  advanced  cancerous  lesions  has 
been  noted  as  being  fatal  to  the  fetus.  One  of  the  cases  in  this 
series  was  of  this  sort.  Grimoud  reports  50  per  cent,  of  still- 
births in  cancer  of  the  cervix. 

When  we  come  to  local  conditions  affecting  the  placenta  as  a 
cause  of  fetal  death,  an  unhealthy  endometrium  must  be  con- 
sidered as  a  factor.  While  endometritis  usually  prevents  con- 
ception, it  may  permit  of  gestation.  If  this  occurs,  the  decidua 
develops  as  diseased  tissue,  and  abortion  is  the  usual  result.  It 
is  probable  that  endometritis  as  the  original  cause  of  placenta 
previa,  is  most  significant  in  the  causation  of  fetal  death.  Faulty 
nutrition  due  to  the  abnormally  developed  placenta  and  the 
atrophic  eflfect  on  the  villi  of  pressure  of  the  fetal  head,  affect  the 
child's  vitality.  Further,  there  is  the  early  separation  of  sections 
of  the  placenta.  Nine  cases  of  macerated  fetuses  were  found 
complicated  by  placenta  previa.  In  two  of  these  the  mem- 
branes were  ruptured  and  the  cord  prolapsed. 

Fibroids,  the  cause  of  the  associated  endometritis,  seem  occa- 
sionally to  be  a  cause  of  fetal  uterine  death.  There  were  four 
such  cases  in  this  series. 

Infarction  of  the  placenta  is  due  either  to  a  condition  of 
thrombosis  of  the  maternal  sinuses  extending  into  the  inter- 
villous spaces  and  thus  causing  necrosis  and  degeneration  of  the 
neighboring  villi,  or,  according  to  other  authorities,  is  the  result 
of  changes  in  the  chorionic  vessels,  and  is  therefore  essentially 
fetal.  The  point  is  undecided,  but  infarction  is  certainly  to  some 
extent  physiological,   when   occurring   moderately  in  the  later 
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months  of  pregnancy.  In  its  marked  degree,  the  condition 
seems  closely  associated  with  albuminuria  and  toxemia,  and  is  a 
cause  for  fetal  death. 

Accidental  hemorrhage,  or  partial  separation  of  the  normally 
situated  placenta,  shares  a  large  part  of  the  responsibility  for 
antepartum  fetal  death.  With  it  is  usually  an  exaggerated 
degree  of  placental  infarction.  Its  common  remote  cause  is 
toxemia  or  nephritis.  There  were  thirty  cases  with  this  com- 
plication in  my  series.  Sixteen  of  them  were  shown  to  be  com- 
plicated with  albuminuria,  two  with  syphilis.  In  some  of  them 
there  was  a  traumatic  element.  Rupture  of  the  uterus  from  its 
weakening  by  disease  or  postoperative  scars  may  be  mentioned 
as  rarely  causing  fetal  death. 

The  conditions  producing  still-birth,  largely  inherent  in  the 
fetus,  are,  first,  entanglements  or  knotting  of  the  cord.  The 
fetus  in  cases  of  excessive  li^quor  amnia,  or  unusually  long  cord, 
may  wind  the  cord  about  its  neck  or  extremities  to  the  point  of 
stricture.  The  cord  may  be  twisted  to  extreme  attenuation.  A 
case  has  been  reported  where  the  cord  became  strictured  through 
an  amniotic  band.  By  diving  through  a  loop  of  cord,  the  fetus 
may  so  knot  the  funis  that  circulation  is  cut  off.  By  a  prema- 
ture rupture  of  the  membranes,  with  delayed  onset  of  labor, 
pressure  on  the  cord  may  kill  the  fetus.  Twin  pregnancies 
impose  a  certain  danger  upon  one  of  the  fetuses,  because  of  the 
possibility  of  a  greater  determination  of  blood  to  one  of  the  twins. 
In  these  cases  there  is  also  a  greater  tendency  to  early  separation 
of  the  placenta  and  to  albuminuria. 

Diseased  conditions  of  fetal  organs  may  exist  to  such  an  extent 
that  death  occurs.  In  such  cases,  where  the  expulsion  of  the 
fetus  is  apt  to  occur  from  one  to  two  weeks  following  the  fetal 
death,  the  maceration  of  the  body  makes  careful  autopsy  work 
impossible.  Some  of  the  sixty-two  unexplained  still-births 
in  this  series  are  doubtless  due  to  fetal  diseased  conditions  that 
could  not  be  determined. 

Anasarca  from  disease  of  the  fetal  heart,  fetal  nephritis, 
leukemia,  cystic  degeneration  of  the  kidneys,  hemorrhage  into 
the  adrenals,  and  congenital  new-growths  are  conditions  which 
may  cause  fetal  death. 

The  analysis  of  my  series  of  still-births  shows  the  following: 

Total  series  of  cases  investigated lo  ooo 

Cases  of  fetal  death  occurring  after  the 

time  of  viability  and  before  labor ....        229 
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48 


Death  from  unexplained  conditions ....  62 

Syphilis,  evident 24  | 

Syphilis,  probable 24  j 

Albuminuria,  eclampsia,  toxemia    ....  47 
Accidental  hemorrhage :  total  30,  with- 
out albuminuria 14 

Cord  tight  about  neck   17 

4  times   I 

3  times    2 

2  times    3 

I  time II 

Placenta  previa,  twice  with  prolapsed 

cord       9 

]\Ialaria 6 

Fetal  acites 4 

Hydraminos .     4 

Fibroids 4 

Dry  labor 4 

Congenital  anomaly   5 

Triplets  i,  twins  3,  anencephalous  i   .  . 

Torsion  of  cord   2 

Gonorrhea 2 

Carcinoma,  stenosis  of  cord 

Ectopic  and  variola 

Fever  (causes  unknown),  each  one 5 

Under  two  classifications  and  so  count- 
ed twice 4 

The  prevention  of  antepartum  fetal  death  brings  us  first 
to  a  consideration  of  the  specific  treatment  of  syphilis.  In 
this  condition  heretofore  difficulties  have  arisen  in  cases  of 
uncertainty  of  diagnosis.  It  is  probable  that  rigorous  mercurial 
treatment  has  dangers  for  the  fetus  in  cases  not  syphilitic. 
Therefore  its  use  experimentally  has  been  reluctantly  employed. 
If  the  new  serum  test  proves  reliable,  mercury  can  be  more 
confidently  used. 

In  the  nephritic  and  toxemic  cases  much  can  be  done  by  early 
dieting  and  regimen.  As  acute  symptoms  develop  more  active 
eliminative  treatment  and  rest  in  bed  is  of  great  importance. 
Especially  is  rest  in  bed  necessary  in  cases  where  some  show  of 
blood,  fresh  or  black,  indicates  a  tendency  to  the  loosening  of 
placental  attachment.     In  these  cases  the  condition  of  the  fetal 
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heart  must  be  carefully  watched.  An  induction  of  premature 
labor  may  save  the  child's  life.  In  fact,  in  some  cases  of  this 
sort,  where  there  seems  to  be  a  habit  of  intrauterine  death,  this 
method  is  the  only  way  in  which  a  living  child  may  be  secured. 

The  induction  of  premature  labor  is  also  a  saving  process  to 
both  mother  and  child  in  some  cases  of  noncompensated  heart 
lesion. 

In  malarial  conditions,  quinin  may  be  freely  used.  In  all 
cases  where  there  is  a  condition  of  high  temperature,  the  fever 
should  be  actively  combated  in  the  interest  of  the  child. 

General  advice  to  the  pregnant  mother  should  include  warning 
against  exposure  to  contagious  diseases,  against  catching  cold, 
overeating,  neglect  of  daily  catharsis,  and  against  vjolent 
physical  exertion  of  any  sort. 

133  East  Fifty-seventh  Street. 


FETAL  MORTALITY  DURING  LABOR:   ITS  CAUSE  AND 

PREVENTION.* 

(NOT  INCULUDING  PELVIC  DEFORMITY.) 

BY 

SIMON  MARX,  M.  D. 

Our  strongest  means  of  lessening  fetal  mortality  during  labor 
is  created  by  enhancing  the  power  of  observation  of  the  attending 
physician.  This  can  only  be  accomplished  by  the  proper  train- 
ing and  practical  teaching  of  the  student  of  medicine.  "As  he 
is  taught  so  he  will  act."  It's  a  shame  to  witness  the  attempt  at 
delivery  by  the  average  man,  who,  while  he  ought  to  know  better, 
does  what  he  well  knows  in  his  sober  moments  to  be  al- 
most criminal.  It  is  painful  to  me  to  tell  of  cases  occurring 
Afithin  a  short  time  where  a  physician,  in  order  to  get  rid  of  an 
annoying  prolapsed  cord,  deliberately  cut  the  funis  of  a  living 
child  before  the  delivery  of  the  fetus.  Such  actions  demand 
the  severest  condemnation,  even  though  it  seem  a  waste  of 
time  and  energy  to  attempt  to  correct  them.  The  essentials 
of  the  whole  situation  can  be  summed  up  in  a  very  few  sentences  : 
I.  The  study  of  the  woman.  2.  The  positive  appreciation  of 
the  position  and  presentation  of  the  fetus  and  its  relation  to  the 
pelvis.  3.  The  control  of  the  fetal  heart  action  and  the  maternal 
condition.  4.  Interference  only  when  there  are  positive  indi- 
cations   which   warrant   such   interference.     One    of    the    most 

♦Read  before  the  New  York  Obstetrical  Society,  December  12,  1908. 
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important  factors  in  relation  to  the  birth  of  a  Hving  child  de- 
pends upon  knowing  the  woman's  general  condition  as  thoroughly 
as  one  ought  to  know  her  pelvis,  the  important  bearing  of  chronic 
vicious  complications  in  the  woman  must  ever  be  considered. 
Note  the  mortality  of  the  fetus  born  of  mothers  with  pulmonary 
tuberculosis  or  chronic  blood  impairment,  associated  or  not 
with  the  pregnant  state.  An  antecedent  or  complicating  hemo- 
philia or  a  luetic  infection,  latent  or  frank,  is  a  most  prolific 
source  for  fetal  asthenia — all  the  more  dangerous  because  it  is 
often  not  suspected.  It  is  to  be  hoped  that  the  new  Wasserman 
reaction  will  enable  us  to  early  recognize  and  treat  this  blighting 
disease. 

During  labor  the  crux  of  the  situation  resolves  itself  into 
"when  and  when  not  to  operate."  The  better  obstetrician 
is  he  who  knows  when  to  operate,  not  how.  The  best  accoucheur 
is  he  who  knows  both  ixhen  and  hmv  to  operate.  Generally 
speaking,  it  can  be  stated  as  an  unalterable  truism  that  no  labor 
should  be  interfered  with  except:  i.  There  be  present  symp- 
toms of  a  beginning  maternal  exhaustion  as  shewn  by  rise  in 
temperature  and  pulse  rate,  and  the  presence  of  a  contraction 
ring,  all  indicating  the  futility  of  the  labor.  2.  Fetal  exhaustion, 
as  evidenced  by  marked  excursions  of  the  fetal  heart's  action, 
the  persistence  and  continuance  of  an  umbilical  souffle  and  the 
discharge  of  meconium,  except  in  a  breech  presentation.  Should 
one  or  the  other  of  these  manifestations  present  themselves, 
the  labor  must  be  terminated  to  save  the  fetus. 

A  most  prolific  cause  for  fetal  still-birth  is  a  vicious  presen- 
tation. All  positions  and  presentations  must,  for  caution's  sake, 
be  looked  upon  as  abnormal  until  the  contrary  is  proved.  An 
absolute  necessity  for  the  scientific  guidance  of  a  parturient 
women  must  ever  rest  in  an  early  positive  diagnosis  of  position 
and  presentation.  While  most  cases  of  malposition  are  able 
to  correct  themselves  through  nature's  unaided  efiforts,  yet 
proper  and  timely  interference  will  give  material  aid.  Failure 
of  head  engagement,  early  rupture  of  the  membranes  and  the 
inability  to  reach  the  presenting  parts  must  be  viewed  with 
suspicion  and  such  suspicions  must  be  cleared  up  by  every  means, 
even  though  the  full  hand  be  introduced  for  exploration.  Failure 
of  the  head  to  engage  can  be  due  to  only  one  of  two  causes- 
malposition  of  the  presenting  part  or  inadequate  receptivity  of 
the  maternal  pelvis.  Malposition  must  always  be  corrected 
early  by  passive  or  active  means;  note  the  success  of  the  postural 
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treatment  in  postocciput  heads  with  or  without  attempts  at 
flexion.  The  early  unwarranted  attempt  to  deliver  these  cases 
can  only  result  disastrously.  The  longer  we  can  wait,  other 
things  being  equal,  the  greater  is  the  probability  of  proper  rota- 
tion and  normal  delivery.  If  the  necessity  for  terminating  the 
labor  be  present,  forceps  may  be  applied  to  the  engaged  head 
with  tentative  physical  efforts  at  rotation;  or  deliberate  version 
be  done  if  possible  when  the  head  is  not  engaged.  Where  ver- 
sion is  undertaken  less  traction  efforts  and  more  suprapubic 
pressure  to  ensure  pernlanent  head  flexion  will  give  the  best 
results.  The  application  of  the  forceps  can  be  said  to  carry 
the  greater  danger  the  higher  they  are  applied  in  the  pelvis; 
the  more  powerful  the  traction  efforts,  the  greater  the  pressure 
effects  a  most  prolific  cause  of  fetal  deaths.  Any  forceps  oper- 
ation which  necessitates  unusual  physical  exertion  on  the  part  of 
the  accoucheur,  such  as  simultaneous  traction  by  two  men  or 
bracing  of  the  feet  with  herculean  efforts,  or  mechanical  means, 
such  as  winch-like  contrivances  are  clearly  not  scientific 
measures  and  can  only  terminate  most  disastrously.  The  con- 
dition necessitating  such  excessive  traction  can  only  be  due  to 
an  undiscovered  malposition  or  presentations  or  an  abnormally 
large  head. 

The  subject  of  pelvic  contraction  per  se  is  excluded  from  dis- 
cussion, the  sole  topic  for  discussion  is  a  head  too  large  for  the 
pelvis;  in  short,  a  relative  pelvic  contraction,  by  which  I  mean 
a  pelvis  presumably  normal  for  a  normal  head,  but  too  small 
for  an  oversized  one.  This  topic  is  most  difficult  to  discuss 
because  a  finality  has  not  yet  been  reached.  Pelvic  contraction 
pure  and  simple  must  not  enter  into  discussion;  yet  this  from  a 
personal  standpoint  is  relatively  a  simple  subject,  for  a  pelvis 
whose  diameters  are  estimated  as  undersized  or  irregular  keeps 
us  all  on  the  lookout  for  difficult  labors,  for  we  always  have  in 
mind  the  possibility  of  a  dystocia  due  to  this  cause.  All  observers 
are  agreed  that  an  overwhelming  majority  of  these  so-called 
pelvic  contractions  give  no  trouble;  about  So  per  cent,  of  the 
labors  terminate  normally.  But  the  cases  under  discussion 
furnish  us  with  some  of  the  most  difficult  of  all  labors,  with 
results  that  are  pitiable.  What  is  to  be  done  in  these  labors 
where,  in  spite  of  supposed  regular  diameters,  we  have  a  head 
that  cannot  pass  the  brim  and  version  is  out  of  the  question 
because  of  a  tetanized  uterus  or  even  a  threatened  rupture? 
Prophylaxis  is  here  our  main  stay.      Early  version,  anticipating 
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rupture  of  the  membranes  in  these  cases  is  our  operation  of 
election  where  suprapubic  pressure  fails  to  cause  the  head  to 
engage.  Later  we  have  in  the  "Walcher"  position,  a  very 
efficient  means  of  temporarily  enlarging  the  pelvic  inlet.  While 
very  trying  to  the  patient,  yet  our  successes  have  been  surprisingly 
good.  If  the  results  are  unfavorable  we  have  various  means 
at  our  command — destructive  and  nondestructive  operations. 
There  is  no  question  that  in  private  practice  under  these  con- 
ditions those  whose  interests  are  nearest  at  heart  will  choose 
the  deliberate  perforation  of  the  fetus  and  I  think  correctly,  for 
the  reason  that  in  many  cases  the  child  is  in  such  condition  that 
any  life-saving  measure  is  out  of  the  question.  But  for  purposes 
of  argument  or  in  a  hospital  case  where  do  we  stand  on  this 
subject?  Should  we  employ  symphysiotomy,  or  hebosteotomy, 
or  Cesarean  section?  There  is  no  question  as  to  the  greater 
safety  and  ease  of  hebosteotomy  over  symphysiotomy.  But 
have  our  results  justified  the  further  continuance  of  either  of 
them?  From  a  personal  small  experience?  no;  from  my 
general  knowledge  of  literature?  no;  from  private  information  of 
cases  operated  on  but  not  published?  decidedly  no.  Neither  one 
nor  the  other,  as  a  child  life-saving  operation  can  be  called  a  suc- 
cess where  the  immediate  fetal  mortality  is  from  6  to  12  per  cent. 
Of  the  remote  mortality  nothing  is  heard,  nor  of  the  fetal  mor- 
tality rate.  We  speak  not  here  of  the  damage  to  the  mothers, 
the  deaths,  the  accidents,  the  damage  to  the  pelvis  and  to  the 
herniae.  Nor  do  we  speak  of  what  the  late  Dr.  Schmitt  said 
in  reporting  the  first  hebosteotomy  performed  in  this  country 
that  "the  convalescence  of  his  patient  was  eventful,"  the  diffi- 
culty in  the  care  of  these  patients  let  alone  the  zig-zag  course  of 
the  temperature  curve.  But  why  go  on,  when  from  a  personal 
experience  we  have  in  Cesarean  section  an  operation  which 
carries  less  risk  to  the  mother  and  to  the  child.  In  a  study  of  a 
large  number  of  these  cases  the  mortality  rate  was  lessened, 
the  operation  was  simpler  and  the  convalesence  certainly  less 
eventful. 

A  further  convenient  classification  in  the  study  of  this  subject 
would  be  dystocia  from  prolonged  first  stage  caused  by  anoma- 
lous uterine  contractions.  Excluding  mechanical  obstruction 
and  irregular  presentation,  we  must  find  the  complication  due 
mainly  to  local  causes,  dependent  on  tardy  dilatation  of  the 
cervix.  Early  or  late  primiparity  is  frequently  the  sole  cause. 
Spastic  states  in  neurotic  patients,  chronic  inflammatory  disease 
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of  the  cervix  and  malignancy  are  further  etiologic  factors. 
Reflex  factors  are  from  a  personal  experience  decidedly  frequent, 
as  overdistended  bladder  and  rectum,  and  finally  a  mechanical 
one  must  be  considered,  an  overdistention  of  the  uterus  from 
h3'dramnios  or  multiple  pregnancy.  Early  discharge  of  waters 
has  already  been  discussed  and  belongs  in  the  same  category 
with  oligohydramnios.  A  study  of  the  causation  and  its  correc- 
tion will  be  an  important  measure  in  insuring  safe  delivery. 

Where  all  physical  causes  can  be  excluded,  there  is  no  better 
oxy toxic,  safe  to  mother  and  fetus  to  regulate  pains  and  increase 
their  efficiency,  than  one  to  two  grams  of  quinin  by  mouth  or 
rectum.  Where  examination  shows  a  neurotic  or  spastic  con- 
dition of  the  OS  with  sharp  edges — an  os  that  tightly  hugs  the 
head — there  is  no  better  means  at  our  command  than  chloral 
in  divided  doses  up  to  3  grams.  Opium,  or  more  especially 
morphin,  is  of  good  service  early  in  the  first  stage  where  the 
danger  from  nagging  pains  and  exhaustion  soon  becomes  evident. 
It  is  surprising  what  a  profound  sleep  will  do  to  revive  the 
woman  and  stimulate  her  flagging  pains.  Irregular  pains  due 
to  overdistention  of  the  uterus  from  hydramnios  can  be  readily 
diagnosed  by  abdominal  palpation  and  local  examination.  The 
very  distended  amniotic  sac  and  the  toughness  of  the  membranes 
give  the  clue  in  these  cases.  In  spite  of  severe  and  painful  con- 
tractions there  is  no  progress  from  hour  to  hour  in  the  size  of  the 
OS.  The  evident  treatment  is  early  rupture  of  the  membranes. 
This  in  the  indicated  case  yields  surprising  results.  Yet  this 
measure  cannot  be  called  absolutely  safe  unless  the  membranes 
be  punctured  high  up.  This  is  frequently  impossible.  The 
danger  to  the  mother  is  collapse  from  suddenly  emptying  the 
overdistended  uterus  of  a  large  amount  of  fluid  and  to  the 
fetus  prolapse  of  the  cord.  Consequently  every  case  must  be 
carefully  examined  and  this  persisted  in  until  the  presenting 
part  has  so  completely  engaged  that  prolapse  of  the  funis  is 
impossible;  should  the  cord  be  found  in  the  vagina  the  replace- 
ment of  the  cord  by  various  means  has  not  been  attended  by 
favorable  results,  for  no  matter  how  high  it  is  guided  into  the 
uterus  a  knuckle  may  slip  down  and  fatal  pressure  occur.  This 
happened  in  two  personally  conducted  cases.  Lead  by  this 
experience  a  deliberate  version  substituting  a  breech  for  the 
head  has  always  been  done  since  and  no  fetal  deaths  have 
resulted. 

The  question  of  absolute  or  relatively  short  cord  is  important. 
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While  the  diagnosis  may  be  made  by  exclusion  because  of  the 
failure  of  the  head  to  engage,  or  its  recession,  a  characteristic 
sign  is  early  irregularity  of  the  fetal  heart's  action  and  an  early 
and  persistent  umbilical  souffle — treatment  resolves  itself  into 
emptying  the  uterus.  We  have  only  one  method  of  lengthening 
the  cord  and  that  is  by  shortening  the  uterovaginal  canal. 
I  have  overcome  this  in  several  cases  by  prolapsing  the  uterus 
by  firm  abdominal  pressure  until  the  uterus  plus  the  fetus  has 
been  pushed  down  as  low  as  possible  while  making  traction  on 
the  presenting  part.  Where  simpler  measures  fail  and  there  be 
indications  to  hasten  matters,  mechanical  efforts  to  dilate  the 
OS  are  in  order — whether  this  be  the  hand,  my  own  choice  of 
selection,  or  the  rubber  bags  which  have  been  so  well  thought  of 
by  others.  Where  emergencies  which  demand  immediate 
delivery  arise,  our  plan  of  action  depends  upon  whether  or  not 
the  cervix  has  already  been  drawn  up  into  the  lower  uterine 
zone.  I  do  not  classify  in  this  category  ordinar}'  emergencies, 
which  plainly  justify  the  use  of  the  hand  or  rubber  bags  for  the 
termination  of  labor,  but  exigencies  that  entail  grave  risks  to 
the  fetus  and  to  the  mother — severe  eclampsia,  accidental  hemor- 
rhage, concealed  or  evident,  and  placenta  previa.  Unless 
timely  assistance  is  rendered,  the  fetus  is  inevitably  lost.  Our 
success  depends  upon  immediate  delivery.  In  abnormal  pla- 
cental implantations  half-hearted  measures,  such  as  nonterminated 
versions,  which  tend  solely  to  control  hemorrhage,  will  certainly 
save  the  mother,  but  the  loss  of  fetal  life  is  almost  certain. 
Placing  the  life  of  the  mother  and  child  on  one  plane  and  where 
a  noncutting  operation  cannot  be  done,  a  Duhrssen-'s  operation 
by  splitting  the  lower  uterine  zone  or  a  vaginal  Cesarean  section 
in  the  cases  where  the  cervix  has  not  yet  merged  would  be 
measures  at  our  command.  To  attempt  to  deliver  the  fetus 
rapidly,  no  matter  what  the  indication,  through  a  genital  canal 
not  prepared  for  such  delivery  simply  defeats  our  own  ends, 
and  to  this  adds  risk  to  the  mother.  To  successfully  cope 
with  such  an  emergency  as  a  sudden  irregularity  of  the  fetal 
pulse  and  the  discharge  of  meconium  in  a  woman  whose  os  is 
hardly  distended,  are  we  justified  in  subjecting  a  woman  to  the 
risk  of  a  serious  operation  in  order  to  attempt  to  deliver  her  of  a 
living  fetus?  Can  we  operate  quickly  enough  or  deliver  suffi- 
ciently rapidly  to  succeed  without  producing  dangerous  lesions. 
From  a  personal  standpoint  I  think  not;  personal  sentiment 
out  of  the  question,  it  would  place,  to  say  the  least,  the  operator 
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in  a  most  uncomfortable  position  to  deliver  a  dead  or  dying 
fetus  under  these  conditions  after  subjecting  the  woman  to  all 
the  risks  of  operation  plus  the  usual  lack  of  preparation.  Where 
the  canal  can  be  easily  dilated  for  rapid  work  it  ought  to  be  done. 
Under  all  other  conditions  I  speak  strenuously  in  favor  of  a  wait- 
ing policy.  This  may  be  indirectly  a  plea  for  the  use  of  the 
basiotribe  or  cranioclast.  Be  it  as  it  may,  I  feel  that  the  furor 
for  operating  during  labors  has  swung  the  pendulum  too  far. 
Where  a  child  is  profoundly  suffering  or  is  already  dead,  we  have, 
where  the  indications  are  offered  for  the  delivery  of  the  fetus, 
a  useful  and  yet  conservative  field  for  the  destructive  operations 
on  the  fetus.  Even  though  the  child  be  born  alive  the  chances 
are  against  its  existence.  Should  it,  nevertheless,  live,  we  will 
in  all  likelihood,  increase  the  idiot  colony  in  this  world. 

Finally  to  be  considered  are  pelvic  tumors,  as  fibromata  and 
ovarian  cystomata.  Prophylaxis  is  here  the  key-note — all  cys- 
tomata  should  be  removed  during  pregnancy,  whether  or  not 
they  might  interfere  with  the  labor.  Otherwise  is  the  stand 
taken  in  uterine  fibroids — no  matter  what  their  size,  they  are  to 
be  left  alone  so  long  as  they  do  not  obstruct  or  tend  to  obstruct 
the  passage  of  the  living  fetus.  Should  they  not  be  discovered 
until  the  advent  of  labor  and  the  obstruction  be  one  not  to  be 
overcome  by  reduction  it  would  appear  safer  to  elect  any  early 
Cesarean  section  as  the  safest  and  readiest  means  to  anticipate 
dangerous  complications. 

947  Madison  Avenue,  New  York  City. 


vSOME  UNUSUAL  RESULTS  FOLLOWING  CHOLE- 
CYvSTOTOMY.^ 

BY 

E.  W.  HEDGES,  M.  D., 

Plainfield,  N.  J. 

On  March  4  of  the  present  year  I  was  called  to  see  Mrs.  M.,  aged 
fifty-one,  married,  mother  of  four  children,  the  youngest  thirteen 
years.  Her  father  had  been  an  inveterate  sufferer  from  asthma 
which  did  not  develop,  however,  till  after  her  birth.  He  died  of 
cirrhosis  of  the  liver.  Her  mother  died  of  cancer  beginning  in 
the  breast  and  showing  later  in  the  orbit. 

At  the  age  of  ten  years,  Mrs.  M.  began  to  suffer  from  asthma, 
the  attacks  following  any  exertion,  especially  running.     Several 

'  Read  at  the  twenty-first  annual  meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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years  ago  she  had  a  severe  attack  of  epigastric  pain  lasting 
for  twenty-four  hours  followed  by  tenderness  for  a  week  and  great 
exhaustion.  There  were  two  more  attacks  less  severe  than  the 
first  during  the  next  four  years.  Three  years  ago  she  had  a  very 
hard  seizure  and  has  been  tender  over  the  epigastrium  ever  since. 

Indigestion  began  to  annoy  her  after  her  first  attack  of  pain 
seven  years  ago.  This  condition  has  grown  steadily  worse.  She 
has  been  more  and  more  annoyed  by  flatulence,  no  sharp  pains 
resulting,  but  general  discomfort.  The  most  restricted  diet 
made  no  difference  and  all  medication  was  ineffectual.  Food  was 
frequently  noticed  in  the  stools  entirely  undigested.  Her  weight 
fell  from  185  pounds  five  years  ago  to  ninety-five  pounds,  most 
of  the  loss  occurring  in  the  last  two  or  three  years.  She  suffered 
mostly,  however,  from  her  asthma.  Everything  she  ate  fermented 
and  this  fulness  caused  shortness  of  breath  and  asthmatic  breath- 
ing that  kept  her  from  all  exertion  in  the  day  time  and  pre- 
cluded sleep  at  night  save  in  short  naps.  She  coughed  a  good  deal 
and  raised  enormous  amounts  of  sputum,  but  the  microscope 
failed  to  show  any  tubercle  bacilli.  There  was  no  fever  at  any 
time.  For  the  past  two  years  she  had  been  unable  to  smell  or 
taste. 

When  I  first  saw  her,  she  was  confined  to  her  bed  by  weakness ; 
she  was  horribly  emaciated;  was  suffering  from  constant  bron- 
chial asthma  and  raising  large  amounts  of  sputum.  She  nearly 
starved  herself  because  food  aggravated  her  symptoms.  She  had 
pain  in  the  epigastrium  and  the  abdomen  was  greatly  distended 
with  gas.  The  pain  ran  across  the  abdomen  and  did  not  radiate 
up  or  down.  Her  pulse  was  feeble  and  ran  115  to  120;  examina- 
tion of  urine  showed  faint  trace  of  albumin  and  several  hyaline 
casts.  There  w^as  marked  tenderness  over  the  gall-bladder  and 
rigidity  of  right  rectus;  no  discoverable  enlargement  of  gall-blad- 
der; slight  nausea  but  no  vomiting. 

On  March  24,  I  opened  over  the  gall-bladder  and  found  a 
slightly  distended  organ  with  gray,  thickened  w^alls.  About  an 
ounce  of  pus  was  drawn  out  with  the  aspirator.  Upon  opening 
the  bladder  over  two  hundred  gall-stones  were  removed,  ranging 
in  size  from  a  hazel  nut  to  a  bird  shot.  The  gall-bladder  was 
drained  in  the  usual  manner  without  stitching  it  to  the  abdominal 
wall.  No  bile  flowed  through  the  tube  for  three  days;  then  it 
came  freely,  and  the  sinus  closed  in  a  little  over  three  weeks 

The  shock  of  the  operation  was  considerable  owing  to  the 
patient's    weakened    condition.     The    temperature    by    rectum 
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reached  103  and  the  pulse  was  150  two  days  after  the  operation. 
Twenty-four  hours  after  ether  there  was  four  per  cent,  albumin 
by  centrifuge  and  an  abundance  of  hyaline,  epithelial,  blood,  and 
granular  casts.  Next  day  the  albumin  fell  to  one-half  per  cent., 
and  soon  only  a  faint  trace  remained.  There  was  delirium  for 
a  week  and  the  patient  had  no  recollection  of  what  she  said  or 
did  in  that  time.  After  this,  improvement  was  rapid,  however. 
Patient  began  to  eat  and  without  any  distress;  natural  sleep  came 
to  her;  the  pain  of  breathing  was  gone;  her  smell  and  taste  came 
back;  life  that  had  seemed  hopeless  and  miserable  looked  bright 
again;  and,  to  use  her  own  enthusiastic  expression,  she  felt  as 
though  she  were  "born  again." 

At  the  present  writing,  six  weeks  after  the  operation,  she  can 
eat  anything  and  everything;  can  walk  a  mile  without  fatigue; 
her  pulse  has  fallen  to  seventy-six,  she  has  almost  no  asthma,  a 
diminishing  amount  all  the  time;  sleeps  through  the  night  without 
waking  once,  whereas  before  the  operation,  her  naps  seldom  ex- 
ceeded fifteen  minutes;  and  is  gaining  rapidly  in  flesh  and  strength. 

In  my  judgement  the  case  is  worthy  of  note  because  of  three 
rather  unusual  effects  of  gall-stones — namely,  loss  of  smell,  loss 
of  taste  and  persistent  asthma;  and  the  disappearance  of  these 
symptoms  following  the  removal  of  the  stones. 

703  Watchung  Avenue. 


ABDOMINAL  SURGERY  IN  THE  AGED.^ 

BY 
J.  GARLAND  SHERRILL,  A.  M.,  M.  D., 

Louisville,  Ky. 

The  most  important  advance  in  abdominal  surgery  within 
recent  years  is  the  recognition  of  the  fact  that  operations  should 
be  performed  without  needless  waste  of  time,  with  a  minimum 
amount  of  traumatism  and  careful  preservation  of  the  patient's 
resistance.  These  facts  have  been  presented  very  clearly  to  the 
profession  by  John  B.  Murphy  and  Robert  T.  Morris,  members 
of  this  Association.  Careful  attention  to  these  details  diminishes 
the  mortality  of  surgery  markedly,  and  is  of  the  highest  impor- 
tance in  the  surgical  treatment  of  patients  suffering  from  intra- 
abdominal lesions.  In  aged  patients  especially  is  it  important 
for  the  surgeon  to  conserve  all  the  recuperative  powers  of  his 
patient  to  the  highest  degree.  One  of  the  chief  risks  in  oper- 
ations upon  this  class  of  patients  lies  in  the  anesthetic.     The 
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recent  advances  in  the  use  of  local  anesthesia  have  proven  beyond 
a  doubt  that  many  conditions  which  were  formerly  subjected 
to  operation  under  a  general  anesthetic  can  be  very  successfully 
handled  by  means  of  local  anesthesia.  It  is  to  call  especial 
attention  to  this  one  point  that  we  have  been  led  to  report  the 
following  cases: 

Case  I. — -Mrs.  A.  N.;  white,  aged  sixty-six.  Has  been  treated 
by  her  attendant,  Dr.  Solomon,  for  some  months  for  cardiac 
insufficiency,  arteriocapillary  fibrosis  and  Bright's  disease,  with 
an  intermittent  albuminuria;  she  also  has  frequent  attacks  of 
asthma.  Under  his  treatment  she  has  shown  some  improve- 
ment, but  now  has  a  very  severe  cough,  which  on  last  evening 
caused  a  knuckle  of  intestine  to  protrude  into  the  sac  of  an  old 
irreducible  omental  umbilical  hernia.  This  hernia  I  found  to  be 
strangulated,  and  the  patient's  condition  being  such  that  a  general 
anesthetic  could  not  be  safely  administered,  we  decided  to  attempt 
herniotomy  under  local  cocainization.  A  medium,  strength 
Schleich  solution  was  infiltrated  into  the  skin  over  the  tumor, 
which  was  the  size  of  a  man's  fist.  The  skin  was  incised  pain- 
lessly and  the  extravasated  serum  escaped  with  some  force  the 
moment  the  peritoneum  was  opened.  The  serum  was  quite 
bloody  and  readily  accounted  for  the  sense  of  fluctuation  which 
had  been  detected  before  operation.  A  knuckle  of  intestine  six 
inches  long  was  strangulated  and  quite  black.  The  color 
returned  after  about  thirty  minutes'  treatment  with  hot  com- 
presses. That  portion  of  the  omentum  which  was  strangulated 
was  removed,  the  ring  enlarged  below  and  the  intestine  and 
remaining  omentum  replaced  in  the  peritoneal  cavity.  The 
abdominal  wall  was  sutured,  the  entire  operation  being  con- 
cluded without  the  patient  complaining  at  all  of  pain;  even  the 
manipulation  of  intestine  and  omentum  caused  no  suffering 
whatever.  She  made  a  very  nice  recovery,  which  we  believe 
would  not  have  resulted  had  the  operation  been  performed 
under  a  general  anesthetic. 

Case  II. — ^Irs.  E.  B.;  white,  aged  seventy-four.  Was  seen 
June  28,  1908.  i  found  a  woman  in  not  very  robust  health 
presenting  the  following  history:  She  has  suffered  for  25 
years  with  a  right  femoral  hernia  which  has  been  reducible  in  part. 
Several  days  ago  she  had  a  slight  elevation  of  temperature,  some 
straining  and  a  pain  in  the  right  lower  abdomen.  Following 
this  she  noticed  that  i.^e  mass  in  her  groin  was  considerably 
increased  in  size,  and  she  now  complains  of  considerable  pain 
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and  discomfort  in  that  region.  She  has  not  had  a  movement 
of  the  intestines  for  at  least  two  days.  A  few  minutes  of  very 
gentle  taxis  showed  us  that  reduction  would  be  impossible 
without  surgical  interference.  We  believed  the  hernia  to  bean 
incarcerated  one  and  not  yet  strangulated.  For  this  reason 
we  deferred  operation.  On  the  following  morning  she  passed 
both  gas  and  feces  and  was  fairly  comfortable,  but  on  July  2d, 
she  again  failed  to  have  any  fecal  movements  and  began  to  vomit 
incessantly. 

Considering  her  general  condition  and  her  repugnance  to 
an  operation,  we  deemed  it  wisest  to  attempt  the  relief  of  the  con- 
dition under  local  anesthesia.  The  operation  was  completed 
without  incident  and  the  patient  suffered  very  little  from  pain. 
In  addition  to  the  other  contents  of  the  sac  an  inflamed  appendix, 
distended  with  pus,  was  found  and  removed.  The  changes  in 
this  organ  were  not  those  that  we  would  expect  to  find  from 
strangulation,  and  it  was  evident  that  the  appendicitis  was 
present  before  the  appendix  had  entered  the  sac,  the  latter 
occurring  probably  early  in  the  attack  when  she  was  suffering 
so  much  pain. 

We  could  cite  a  number  of  cases  illustrating  the  use  of  local 
anesthesia  in  grave  abdominal  conditions  in  old  people  and  in 
patients  very  much  depleted,  but  we  believe  these  two  cases 
will  serve  to  emphasize  this  valuable  aid  to  surgical  technic. 

The  Atherton. 
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x\.t  the  end  of  this  paper  is  given  a  table  including  two  hundred 

and  forty  reported  cases  of  a  foreign  body  lost  in  the  abdominal 

cavity.     The  table  includes  only  cases  in  which  the  abdominal 

cavitv  was  involved      A  number  of  cases  ffiven  in  other  collections 


CROSSEN:    GAUZE    SPONGES    IN   ABDOMINAL    SURGERY.  251 

of  foreign  bodies  left  after  operation  were  excluded  because  the 
operation  involved  the  breast,  neck,  hip,  etc.,  instead  of  the 
abdominal  cavity.  Other  cases  were  excluded  because  the 
sponge  or  forceps  was  found  before  the  abdomen  was  closed. 
Still  others  were  excluded  because  they  were  probably  or  possibly 
repeats.     About  thirty  cases  in  all  were  thus  excluded. 

No  particular  effort  was  made  to  secure  a  large  number  of  cases 
to  date,  by  a  prolonged  search  of  literature  nor  by  writing  to 
surgeons  for  a  list  of  personal  cases.  A  few  recorded  cases,  more 
or  less,  make  little  difference,  for  these  recorded  cases  represent 
only  a  small  proportion  of  the  total  number  of  such  accidents. 
My  object,  therefore,  is  not  so  much  to  present  a  long  list  or  a 
complete  list  as  to  present  a  quick  survey  of  authenticated  cases 
of  such  variety  and  number  that  the  careful  surgeon  will  be  led 
to  pause  and  think  on  this  matter. 

A  sponge  is  the  article  most  frequently  left  in  the  peritoneal 
cavity,  but  in  about  one-fourth  of  the  recorded  cases  the  article 
left  was  a  forceps  or  piece  of  an  instrument  or  other  small  object 
used  about  the  wound.  This  calls  attention  forcibly  to  the  fact 
that  small  instruments  should  not  be  allowed  about  an  open 
abdominal  wound.  Neugebauer  long  ago  called  attention  to  this 
danger  of  small  instruments,  and  urged  the  use  of  long  instru- 
ments exclusively  in  abdominal  work. 

INlany  surgeons  have  adopted  this  safety  measure,  but  there  are 
many  others  who  seem  to  give  no  thought  to  the  matter,  and  con- 
tinue to  use  numerous  small  instruments  in  this  dangerous 
locality.  It  may  not  be  possible  at  present  to  entirely  prevent 
the  accident  of  leaving  some  article  of  the  surgical  armamenta- 
rium in  the  abdomen,  but  it  is  possible  to  reduce  the  danger  to  a 
minimum  by  the  use  of  long  instruments  exclusively,  and  it 
seems  to  me  that  all  those  who  are  engaged  in  abdominal  surgery 
should  be  led  by  common  prudence  to  adopt  this  simple  expedi- 
ent. The  details,  as  carried  out  in  my  own  work,  were  men- 
tioned in  a  previous  article  as  follows:  "Every  instrument  used 
about  the  wound  is  long — so  long  that  a  portion  of  it  is  practi- 
cally always  outside  the  abdominal  cavity.  Again,  if  by  ac- 
cident such  an  instrument  should  slip  entirely  into  the  cavity,  its 
length  is  such  that  it  would  almost  certainly  be  felt  when  the 
hand  is  carried  into  the  cavity  for  the  final  palpation  before 
closing.  All  the  artery-forceps,  dissecting-forceps,  tenaculum- 
forceps,  pedicle  needles,  scissors  and  other  instruments  for  in- 
ternal work  are  from  six   and  a  half   to  eight  inches  long,  the 
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shortest  being  the  large  dissecting  scissors  (six  and  one-half 
inches).  The  shortest  instrument  used  anywhere  about  the 
wound  is  the  scalpel  (six  inches),  which  is  laid  aside  as  soon  as  the 
peritoneal  cavity  is  open.  The  needles  and  Murphy  buttons 
are  not  brought  near  the  wound,  except  when  held  with  a  for- 
ceps or  with  a  suture  attached.  No  Michel  clamps  (for  holding 
rubber  tissue  or  gauze  along  the  wound  margin)  or  other  small 
unattached  objects  are  allowed  near  the  wound  as  long  as  the 
peritoneal  cavity  is  open." 

LEGAL   COMPLICATIONS. 

Lawsuit.  Small  gauze  strip  extracted  from  abdominal  sinus.— 
In  a  case  of  retroflexion,  Wiggin  (i8)  did  a  vaginal  fixation  and 
also  removed  the  left  ovary.  Suppuration  followed,  presumably 
from  the  stump.  Later,  laparotomy  was  performed  for  the 
removal  of  the  ligatures.  This  was  followed  by  an  abscess  in  the 
abdominal  wall  and  a  persistent  sinus.  The  patient  then  went  to 
another  institution,  and  later  a  small  gauze  strip  was  taken  from 
the  sinus.     Suit  was  entered  for  $10,000. 

Dr.  Wiggin  contended  that  the  gauze  was  not  the  kind  he  used 
in  sponging,  and  that  the  small  strip  had  probably  been  left  in  the 
sinus  while  the  patient  was  being  dressed  at  the  other  institution. 
Verdict  for  the  defendant. 

Lawsuit.  Fragtnents  of  sea  sponge  discharged  from  abdominal 
sinus. — Patient  was  subjected  to  laparotomy  by  Roesger (2 1 ) .  The 
wound  healed  and  the  patient  was  discharged  in  eighteen  days. 
Four  weeks  later  a  sinus  developed  in  the  scar.  A  silk  thread  was 
extracted  from  this,  and  it  healed.  Later,  a  second  sinus  de- 
veloped near  the  location  of  the  first.  The  patient  was  hysterical 
and  impatient,  and  placed  herself  under  the  care  of  another 
practitioner.  Five  months  afterward,  the  latter  showed  Roesger 
several  particles  of  sponge  which  had  come  out  of  the  second 
fistula.     Suit  was  entered  for   15,000  marks. 

The  decision  rested  entirely  upon  the  question  as  to  whether  or 
not  the  retention  of  sponge  fragments  could  have  been  avoided. 
Much  expert  testimony  was  introduced.  The  verdict  was  for  the 
defendant,  it  being  held  that  when  a  physician  had  taken  all  the 
precautions  possible,  the  outcome  was  not  in  his  hands  and  he 
could  not  be  held  accountable. 

Criminal  trial.  Forceps  found  in  abdominal  cavity  at  autopsy. — 
A  patient  with  a  large  fibroid  was  operated  on  by  Lassallette  (64). 
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Death  occurred  a  few  hours  after  the  operation.     Autopsy  dis- 
closed a  forceps  in  the  peritoneal  cavity. 

At  the  trial  the  operator  was  condemned  to  two  months  in 
prison,  for  homicide  through  negligence.  The  sentenced  was 
served. 

After  serving  the  sentence,  Lassallette  put  in  a  plea  that  the 
patient's  death  had  not  been  caused  by  the  retention  of  the  in- 
strument, but  by  nux  vomica.  The  death  occurred  too  soon  to 
have  been  due  to  the  presence  of  the  instrument.  It  was  proven 
that  a  midwife  of  bad  reputation  had  a  bottle  of  nux  vomica  in 
her  hand  at  the  house  on  the  day  of  the  death.  This  was  an 
entirely  new  phase.  The  body  was  exhumed.  Lassallette  was 
acquitted. 

Lawsuit.  Small  gauze  sponge  removed  by  secondary  operation . — • 
The  patient  was  operated  on  for  appendicitis  at  the  Toledo 
Hospital,  November  i,  1897,  by  Gillette  (46).  After  the  ab- 
domen was  open  it  was  found  that  the  trouble  was  tubal  preg- 
nancy. The  appendix  incision  was  closed  and  a  median  incision 
made  and  through  that  the  operation  was  completed.  About 
four  days  after  the  operation,  the  appendix  incision  began  to  dis- 
charge pus.  Gillette  treated  this  sinus  persistently  under  the 
impression  that  it  was  kept  up  by  unabsorbed  kangaroo  tendon, 
which  might  at  any  time  be  wholly  absorbed  and  thus  permit 
healing.  After  twelve  months  of  this  treatment,  the  patient 
went  to  another  physician  who,  eighteen  months  after  first 
operation,  did  a  secondary  operation  and  found  a  small  gauze 
sponge,  after  which  the  patient  recovered.  Suit  was  entered  for 
$5000. 

In  the  trial  court,  the  verdict  was  for  the  defendant,  on  the 
ground  that  the  cause  of  action,  if  any  arose,  was  barred  by  the 
statute  of  limitation.  The  Circuit  Court  held  that  the  trial 
court  was  in  error  and  reversed  the  decision.  Supreme  Court 
was  divided  equally  on  the  subject,  hence  the  decision  of  the 
Circuit  Court  was  allowed  to  stand — verdict  for  the  plaintiff. 

Criminal  trial.  Two  artery  forceps  found  in  abdomen  at  second- 
ary operation. — The  patient  was  operated  on  for  ovarian  cyst, 
Dec.  22,  1897,  by  Prof.  Kosinski  (23)  and  Dr.  Solman,  in  the  lat- 
ter's  private  hospital.  After  a  few  days  there  appeared  fever  and  a 
mass,  which  continued.  In  the  meantime  two  artery  forceps  had 
been  missed,  and  it  was  thought  they  might  be  in  the  abdomen. 
The  disturbance  persisted  and,  six  weeks  after  the  operation,  the 
abdomen  was  reopened  and  the  mass  of  exudate  investigated,  but 
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neither  forceps  nor  pus  was  found.  The  patient  was  better  after- 
ward and  went  home,  but  did  not  get  well.  Later  a  hard  mass 
developed  near  the  umbilicus.  Kosinski  still  thought  the  forceps 
might  be  in  the  abdomen  and  insisted  on  another  operation  and 
offered  to  perform  it  gratis.  But  the  sons  would  not  hear  to  this, 
and  the  patient  was  taken  to  several  other  physicians,  one  after 
another,  hoping  to  be  cured  without  operation.  Finally,  six 
months  after  the  primary  operation,  the  symptoms  became  acute 
and  threatening  and  the  physician  who  w^as  called  in,  insisted 
that  the  patient  be  taken  to  Kosinski  at  once  that  he  might  per- 
form the  operation  which  had  then  become  imperative.  This  the 
family  refused  to  do  and  called  in  another  physician,  who  oper- 
ated. On  opening  into  the  mass  at  the  pelvic  brim,  he  found  a 
cavity  in  which  lay  the  two  artery  forceps.  Both  forceps  had 
forced  an  entrance  into  the  external  iliac  artery.  The  removal 
of  the  forceps  was  attended  with  a  furious  hemorrhage,  from 
which  the  patient  died  on  the  table. 

Legal  action  was  entered  against  Kosinski  and  there  was  an 
extensive  trial,  with  an  imposing  array  of  legal  and  medical 
talent.  Six  experts  were  appointed  to  testify  in  the  case — 
Przewoski  and  Troichij  to  consider  the  pathologico-anatomical 
features,  Krajewski  to  describe  a  modern  laparotomy,  Maksimow 
to  criticise  the  operation  as  performed  in  this  case,  Pawlow  to 
consider  the  various  complications  and  mistakes  that  may  occur 
in  a  laparotomy,  and  Neugebauer  to  supply  the  statistics  which 
might  be  required  in  the  trial.  It  was  for  use  in  this  trial  that 
Neugebauer  compiled  the  list  of  cases  that  he  published  the 
following  year  (1900),  which  publication  has  done  so  much  to 
enlighten  the  profession  on  this  subject. 

The  trial  resulted  in  the  acquittal  of  the  accused  as  far  as  caus- 
ing the  death  of  the  patient  was  concerned — it  having  been  shown 
that  he  strongly  insisted  on  a  line  of  treatment  which  would 
probably  have  prevented  the  patient's  death,  had  the  treatment 
not  been  peremptorily  rejected  by  the  family. 

A  curious  clinical  feature  of  this  case  was  that,  during  the 
patient's  illness,  a  number  of  radiographs  of  the  suspicious  area 
were  made,  but  not  one  of  them  showed  the  forceps — the  failure 
being  due  doubtless  to  defective  technic. 

Laivsuit.  Sponge  left  in  abdomen. — Baldwin  (37)  was  made  de- 
fendant in  a  suit,  and  a  question  that  assumed  much  importance 
in  the  case  was  as  to  whether  the  responsibility  for  the  count  of 
the  sponges  lay  with  the  surgeon  or  with  the  nurse. 
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The  suit  against  the  surgeon  was  finally  withdrawn,  and  legal 
action  was  begun  against  the  hospital  where  the  operation  oc- 
curred. 

Lawsuit.  Gauze  compress  left  in  abdominal  cavity. — Patient 
was  operated  on  for  pyosalpinx  by  Everke  (35).  The  disease  was 
chronic  and  severe  and  the  operation  was  long  and  difficult.  A 
gauze  compress  was  left  in  the  abdominal  cavity.  Later  this  was 
recovered  without  any  lasting  injury  to  the  patient.  She  was 
relieved  of  the  suffering  w^hich  she  had  endured  for  years  before 
the  operation  and  her  health  was  completely  restored.  But 
from  mercenary  motives,  suit  was  instituted  against  Everke. 
Later  the  suit  was  withdrawn. 

Lawsuit.  Sponge  left  in  the  cavity. — "Prof.  Krasowski  was 
legally  proceeded  against  for  having  left  a  sponge  in  the  abdominal 
cavity.     The  suit  resulted  in  an  acquittal"  (23). 

Lawsuit.  Sponge  left  in  the  abdominal  cavity. — In  a  personal 
communication  to  Neugebauer,  Prof.  Ahfeld  (43)  reported  that  he 
had  been  made  defendant  in  suit  on  account  of  leaving  a  sponge 
in  the  abdomen.     Termination  of  case  not  given. 

Lawsuit.  Artery  forceps  extracted  from  a  sinus.  The  patient 
was  subjected  to  operation  for  a  sarcomatous  growth  in  the  ab- 
dominal wall,  by  Bollinger  (53).  The  patient  was  three  months 
pregnant  at  the  time  of  the  operation.  She  recovered  from  the 
operation  and  was  delivered  at  term  without  any  special  dis- 
turbance. She  became  pregnant  again.  Her  health  was  ex- 
cellent and  she  was  able  to  do  all  her  housework.  In  the  latter 
part  of  the  pregnancy  there  appeared  in  the  operative  scar  a 
swelling,  which  opened  and  discharged  much  offensive  pus.  The 
abscess  was  still  further  opened  by  the  family  physician.  Within 
a  few  days  she  was  delivered.  A  few  days  after  the  delivery,  an 
artery  forceps  was  discovered  in  the  abscess  w^all.  The  patient 
was  sent  to  the  hospital  and  the  forceps  removed  by  operation. 
The  patient  died  two  days  later. 

The  husband  of  the  patient  demanded  money  of  Dollinger, 
which  demand  was  refused.  He  then  went  to  the  public  prosecu- 
tor and  endeavored  to  have  a  criminal  prosecution  brought 
against  the  surgeon.  The  prosecutor  asked  Dollinger  for  a 
written  statement  of  the  case,  which  was  given.  The  prosecutor 
saw  no  evidence  to  warrant  criminal  proceedings,  and  dropped 
the  matter. 

The  husband  then  brought  civil  suit  and  for  thirteen  months 
Dollinger  spent  all  his  time  defending  himself.     Sensational  re- 
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ports  appeared  in  the  public  press  and  it  is  said  that  the  comic 
papers  made  capital  of  it  and  pamphlets  on  the  subject  were  sold' 
at  the  cigar  stands.  Though  acquitted,  Bollinger  suffered  ir- 
reparable damage  from  the  sensational  newspaper  reports  and 
the  consequent  notoriety.  He  urges  strongly  that  some  means 
should  be  provided  by  which  reputable  physicians  may  protect 
themselves  from  this  species  of  blackmail  and  newspaper  perse- 
cution. 

Criminal  trial.  Piece  of  an  instrument  left  in  abdomen. — A 
Paris  surgeon  lost  part  of  a  broken  instrument  in  the  abdominal 
cavity.  The  patient  died.  The  surgeon  was  put  on  trial  for 
manslaughter  due  to  negligence.     Result  of  trial  not  stated. 

Lawsuit.  Pair  of  spectacles  found  in  abdominal  cavity. — The 
patient  had  three  operations — the  first  in  America,  the  second  in 
Germany  and  the  third  in  France.  The  French  surgeon  found  a 
pair  of  spectacles  in  the  abdomen.  The  patient  sought  redress 
in  the  courts. 

The  outcome  of  the  trial  is  not  given,  neither  is  it  stated  defi- 
nitely who  was  sued.  Neugebauer,  who  cites  the  case,  blames 
the  German  surgeon — noting  that  he  either  left  the  spectacles 
himself  or  missed  finding  them  if  left  by  the  previous  operator. 

Lawsuit.  Sponge  removed  at  secondary  operation. — The  patient 
was  operated  on  for  an  abdominal  tumor  by  Thorne  (53).  Several 
months  later  a  secondary  operation  was  performed  by  another 
surgeon  and  a  sponge  was  found  in  the  abdominal  cavity.  The 
patient  recovered.  Legal  proceedings  were  begun  against  the 
first  operator  (Miss  May  Thorne),  on  the  ground  that  she  was 
guilty  of  negligence  in  not  personally  counting  the  sponges  used 
in  the  course  of  the  operation,  before  the  wound  was  closed. 

The  defendant  denied  negligence  and  held  that  the  leaving  of  a 
sponge  was  an  accident  that  could  not  always  be  avoided.  She 
further  said  that,  like  a  large  number  of  other  operating  surgeons, 
she  left  the  counting  of  the  sponges  to  a  responsible  nurse — con- 
sidering that  it  was  the  duty  of  the  surgeon  to  keep  his  or  her  eyes 
continually  upon  the  patient  until  the  wound  had  been  closed. 

The  judge,  in  summing  up  the  case,  said  there  was  no  doubt 
that  the  defendant  was  a  skillful  surgeon,  but  the  question  in  this 
case  was  not  as  to  her  skill,  but  whether  she  had  been  guilty  of 
want  of  reasonable  care.  The  points  for  the  jury  were:  (i) 
whether  the  defendant  was  guilty  of  want  of  reasonable  care  in 
counting  or  superintending  the  counting  of  the  sponges;  (2) 
whether  the  nurse  was  employed  by  the  defendant  and  under  her 
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control  during  the  operation ;  (3)  whether  the  nurse  was  guilty  of 
negligence  in  counting  the  sponges ;  and  (4)  whether  the  counting  of 
the  sponges  was  a  vital  part  of  the  operation  which  the  defend- 
ant undertook  to  see  properly  performed. 

After  lengthy  consideration,  the  jury  returned  a  verdict  for  the 
plaintijBF. 

Criminal  trial.  Sponge  fotmd  at  autopsy. — The  patient  was 
subjected  to  exploratory  laparotomy  by  d'Antona  (53).  A 
carcinoma  of  the  liver  was  found,  and  an  unfavorable  prognosis 
given.  The  patient  recovered  from  the  immediate  effects  of  the 
operation,  but  died  after  a  month.  At  the  autopsy,  a  gauze  pad, 
70  b)^  40  cm.  was  found  and  also  two  liters  of  pus.  The  physicians 
who  made  the  postmortem  examination  gave  out  a  statement 
to  the  effect  that  the  death  was  due  to  the  presence  of  the  sponge 
and  the  peritonitis  and  secondary  pleuritis  resulting  therefrom. 
The  public  prosecutor  then  had  d'Antona  indicted  and  placed  on 
trial  for  criminal  negligence. 

The  verdict  was  that  the  patient  would  have  died  from  the 
other  causes  present.  The  prosecutor  then  claimed  that  the 
hospital  records  had  been  falsified,  hence  a  new  trial  was  granted. 
In  the  second  trial  ten  experts  w^ere  called  and  they  all  testified 
that  there  was  sufficient  cause  for  death  outside  of  any  influence 
w'hich  the  sponge  within  the  abdomen  might  have  had.  The 
trial  was  then  discontinued,  because  of  the  absence  of  prosecuting 
evidence. 

This  case  was  reported  by  Prof.  Pio  Foa,  who  stated  that  if  the 
autopsy  had  been  conducted  by  competent  pathologists,  such  an 
erroneous  report  would  not  have  been  made,  and  the  unfortunate 
trials  w^ould  not  have  occurred. 

Lawsuit.  Sponge  left  in  abdomen. — The  patient  was  subjected 
to  abdominal  section  by  Schooler  (56).  Later  developments 
indicated  that  a  sponge,  sixteen  inches  square,  had  been  left  in  the 
abdomen.     Suit  was  entered  for  $1500.     Verdict  for  the  plaintiff. 

Lawsuit.  Sponge  left  in  abdomen. — The  husband  of  the  plain- 
tiff was  operated  on  for  appendicitis  by  Hageboeck  (56).  It  was 
charged  that  a  surgeon's  sponge  had  been  left  in  the  abdomen  and 
that  this  caused  an  abscess  which  resulted  in  death.  Suit  was 
entered  for  $50,000. 

In  two  trials,  the  jury  disagreed.  It  w-as  reported  that  in  each 
trial  the  jurors  stood  11  to  i  in  favor  of  the  plaintiff.  The  case 
was  to  come  up  for  a  third  trial  the  latter  part  of  the  year  (1908). 

Lawsuit  threatened.     Gauze  strip  discharged  per  vaginam. — The 
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patient  was  subjected  to  vaginal  section,  for  pelvic  suppuration, 
by  MacLaren(5i).  It  was  avery  severe  case.  There  was  persistent 
bleeding  requiring  packing,  and  there  were  two  secondary  hemor- 
rhages requiring  repeated  packing.  The  patient  recovered. 
Two  months  afterward  a  very  offensive  discharge  appeared  and 
the  patient  extracted  a  twelve-inch  strip  of  iodoform  gauze  from 
the  vagina. 

Suit  was  threatened  and,  on  the  advice  of  his  attorney,  Mac- 
Laren  paid  the  patient  a  considerable  sum  to  avoid  further  pro- 
ceedings. 

Lawsuit  threatened.  Gauze  compress  discharged  per  rectum. — 
The  patient  had  uterine  fibroids  which  Borysovvicz  (23)  removed 
by  abdominal  operation.  Three  weeks  later,  a  gauze  compress 
was  passed  per  rectum.  Evidently  the  compress  had  been  left  in 
the  peritoneal  cavity  at  the  time  of  the  operation.  The  patient 
recovered  and  thanked  the  operator  most  gratefully  for  his  ser- 
vices and  left  him  her  photograph.  Six  years  later  he  received 
a  number  of  letters  from  the  patient's  husband,  threatening 
prosecution  for  malpractice  if  he  did  not  at  once  pay  a  certain 
sum.  The  husband  had  no  doubt  heard  of  a  lawsuit  (Kosinski's?) 
then  on  at  Warsaw,  and  thought  it  an  easy  way  to  obtain  some 
money  from  Borysowicz.     Apparently  nothing  came  of  the  effort. 

Lawsuit  threatened.  Forceps  alleged  to  have  been  passed  per 
rectum. — The  patient  was  operated  on  lor  a  suppurating  ovarian 
cyst  by  Tuholske  (14).  It  was  an  extremely  severe  case,  but  the 
patient  recovered  and  regained  her  health  rapidly.  Twenty 
months  later  she  wrote  that  she  had  given  birth  to  a  fine  baby 
and  felt  well.  Labor  had  been  uncomplicated.  The  account 
continues:  "Some  five  or  six  months  after  that  (more  than  two 
years  after  the  operation)  the  husband  called  on  me  and  stated 
that  for  two  or  three  months  his  wife  had  had  some  rectal  trouble, 
sujiposed  to  be  piles,  and  that  a  week  ago,  under  considerable 
suffering,  she  had  passed  a  forceps  at  stool.  He  brought  it  to  me ; 
it  was  a  forceps  such  as  is  usually  carried  as  dressing  forceps  in  a 
pocket-case,  not  hemostat.  I  did  not  claim  ownership.  At  any 
rate,  if  that  forcep  had  been  in  the  pelvis  for  two  and  a  half 
years,  during  pregnancy  and  labor,  without  giving  rise  to  a 
symptom  or  modifying  labor,  it  was  a  remarkable  occurrence. 
Three  months  after  this  episode  the  patient  was  reported  well." 
In  a  later  reference  to  the  case,  Tuholske  stated  that  several 
demands  w^ere  made  for  money,  accompanied  by  threats  of  a  suit. 
No  attention  was  paid  to  the  demands  and  finally  they  ceased. 
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He  expressed  the  opinion  that  it  was  an  attempt  to  obtain  monev 
by  blackmail. 

The  Question  of  Deception,  Intentional  or  Otherwise.—The  re- 
peated occurrence  of  this  accident  in  the  past  and  the  pos- 
sibility of  its  occurrence  at  any  time  gives  an  opportunity  for 
designing  persons  to  obtain  money  under  false  pretenses.  Neu^e- 
bauer  calls  attention  to  this  fact,  and  remarks  that,  followino-  tlie 
newspaper  publicity  given  the  Kosinski  trial,  a  number  of  damage 
suits,  alleging  the  accident,  were  filed,  and  that  in  most  in- 
stances they  were  cases  of  blackmail  or  extortion. 

A  case  has  been  reported  of  a  patient  who,  following  convales- 
cence from  an  abdominal  operation,  expelled  pieces  of  gauze  or 
other  cloth  from  the  mouth.      The  patient  claimed  that  the  ex- 
pelled pieces  were  vomited  sponges  which  had  worked  their  way 
into  the  stomach  from  the  peritoneal  cavit v.    Suit  was  threatened 
The  matter  was  dropped,  however,  when  the  practical  impossi- 
bility of  the  occurrence,  as  detailed,  was  explained  to  the  patient 
When  discussing  the  subject  of  foreign  bodies  left  in  the  ab- 
dominal cavity,  a  physician  related  to  me  some  of  the  details  of  a 
case  in  which  he  had  been  involved.      He  performed  an  abdomi- 
nal operation  and,  some  time  following  the  convalescence,  the 
patient  came  to  him  and  exhibited  a  surgical  needle  and  stated 
that  the  needle  had  been  passed  per  rectum.     The    patient's 
statement  was  confirmed  by  a  phvsician  who  claimed  to  have 
treated  him  at  the  time  the  needle  was  passed.     Suit  was  threat- 
ened.    On  examination  of  the  needle,  the  operator  found  it  was 
not  the  kind  he  used  at  the  operation,  and  he  became  convinced 
that  the  alleged  occurrence  was  an  attempt  at  blackmail. 

The  matter  dragged  along  for  some  time.  The  operator  ac- 
cumulated all  the  information  he  could  concerning  the  subject 
and  concerning  the  parties  involved,  and  finally  confronted  them 
m  such  a  way  that  they  were  forced  to  make  a  written  statement 
acknowledging  that  the  needle  had  not  been  passed  per  rectum 
as  alleged.  The  needle  exhibited  had  been  obtained  elsewhere 
for  the  purpose  of  threatening  suit  and  extorting  money. 

Porter  (74)  gives  an  account  of  a  peculiar  case  bearing  on  this 
subject.  The  operation  was  for  a  parovarian  cvst  and  hydrosal- 
pmx  and  chronic  appendicitis.  The  convalescence  was  normal 
and  the  patient  left  the  hospital  twentv-two  days  after  the 
operation,  feeling  well.  Eight  davs  later,  Porter  received  a 
telephone  message  from  the  patient's  familv  phvsician,  stating 
that  he  had  removed  several  pieces  of  gauze  from  her  vagina 
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Quoting  from  the  report,  "On  inquiry  from  him,  I  learned 
that  the  pieces  did  not  tear  off,  but  came  away,  or  rather  were 
removed  with  forceps,  in  the  shape  of  rolls  about  the  length  and 
size  of  a  lead-pencil,  and  after  all  presenting  were  removed 
others  would  present  in  a  few  hours,  requiring  that  he  visit  her 
two  or  three  times  a  day  to  take  them  away.  The  doctor  thought 
that  the  pieces  came  from  the  pelvic  cavity  through  an  opening 
in  the  right  side  of  the  vagina  about  the  size  of  a  lead-pencil. 

"On  the  next  day  but  one  after  learning  of  the  matter,  I 
visited  the  patient  at  her  home  with  her  doctor,  and  found  the 
patient  on  a  cot  apparently  suffering  some  pain,  which  she  said 
was  due  to  more  pieces  'coming  down.'  She  did  not  look  sick. 
In  reply  to  my  question  she  said  she  felt  well  until  she  got  a  jolt 
on  the  car  on  her  way  home  and  that  since  then  she  had  been 
having  pain,  which  was  worse  at  times,  and  had  not  been  so 
severe  since  the  pieces  began  to  come  away.  The  first  knowl- 
edge the  doctor  had  of  the  nature  of  the  trouble  came  through 
the  patient's  husband,  who  told  him  that  there  was  a  piece  of 
gauze  protruding  from  the  vagina.  I  asked  to  see  what  had  been 
removed  and  was  shown  a  large  number  of  pieces  of  different 
texture,  whereupon  I  remarked  that  the  goods  were  not  such  as  I 
had  used  as  sponges,  that  there  were  more  pieces  than  had  been 
used  all  told  in  the  operation,  and  that  consequently  they  had  not 
been  left  in  the  woman's  belly  by  me.  It  was  averred  that  they 
could  get  into  her  belly  only  through  the  wound  made  by  me  and 
at  the  time  it  was  made,  because  it  had  been  closed,  healed  by 
first  intention,  and  was  still  closed.  The  patient  facetiously  re- 
marked that  she  'supposed  she  swallowed  'em.'  'No,'  I  replied, 
'had  you  swallowed  them  they  would  not  come  out  through  the 
vagina.' 

"  Dr.  F.  now  asked  the  patient  if  she  thought  more  'pieces  were 
down,'  being  answered  in  the  affirmative,  he  introduced  a  specu- 
lum and  found  that  she  was  right.  I  removed  the  speculum  and 
introducing  my  finger  came  upon  a  small  wad  of  something  which 
upon  removal  proved  to  be  a  piece  of  ordinary  white  muslin  about 
three  inches  wide  by  seven  inches  long,  twisted  into  a  rope, 
doubled  upon  itself  so  as  to  make  a  small  ball  or  wad.  It  was 
perfectly  clean  and  was  so  saturated  with  what  looked  and  smelled 
like  urine  that  on  squeezing  between  the  fingers  several  drops 
were  squeezed  out.  I  examined  the  vagina  with  my  finger, 
assuring  myself  that  there  were  no  more  'pieces'  there,  that  there 
was  no  hole  leading  into  the  pelvic  cavity  and  that,  in  fact,  it  was  a 
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perfectly  healthy  vagina  and  in  nowise  unusual  except  its  clean- 
liness, for  which,  of  course,  the  frequent  wipings  it  received  were 
accountable. 

"In  the  presence  of  the  patient,  her  mother-in-law  and  the 
doctor,  I  said,  pointing  my  finger  at  the  patient,  'Doctor,  I  don't 

know  where  those  rags  came  from,  but  that  woman  knows 

well,  and  could  tell  if  she  would.'  The  mother-in-law^  objected  to 
my  statement  rather  forcibly,  but  the  patient  said  nothing.  I  then 
took  the  doctor  outside,  told  him  that  the  woman  was  a  malin- 
gerer and  that  we  would  give  her  a  chance  to  put  some  more  rags 
in  for  removal.  We  received  one  more  piece  before  we  left. 
Before  leaving  I  insisted  upon  both  the  doctor  and  myself  making 
a  thorough  inspection  of  the  vagina  with  the  eye  and  the  finger 
as  well.  This  was  done,  but  no  abnormality  was  found.  It 
should  be  stated  that  some  of  the  'pieces'  were  tinged  with  blood, 
but  none  of  those  removed  during  my  visit  were  so  tinged." 

Dr.  Porter  exhibited  ten  pieces  of  different  size,  shape  and  tex- 
ture, then  continued:  "Eight  days  after  my  visit.  Dr.  Fisher  re- 
ported 'no  more  exhibits.'  So  far  as  I  know,  no  threat  was  made 
of  a  suit  for  damages  nor  did  the  patient  or  her  mother  seem  out 
of  humor  with  me.  The  husband  was  at  work  and  not  present 
during  my  visit,  although  he  presumably  knew  the  day  before 
that  I  was  to  be  there,  as  I  had  sent  word  that  I  was  coming." 

In  regard  to  the  possible  cause  for  the  deception.  Dr.  Porter 
mentioned:  i.  desire  for  money,  2.  desire  for  sympathy,  3.  desire 
to  avoid  work,  4.  sexual  perversity.  He  stated  that  during  the 
patient's  stay  in  the  hospital  nothing  pointing  to  a  neurotic 
condition  was  noted.  Indeed,  she  was  regarded  as  an  unusually 
nice  and  agreeable  patient. 

Schaefer  (43)  gives  the  details  of  a  case  which  emphasizes  the 
fact  that  when  a  piece  of  gauze  is  found  in  the  abdominal  cavity 
it  does  not  necessarily  follow  that  it  was  left  there  in  a  previous 
operation.  The  case  occurred  in  the  practice  of  Pryce  Jones. 
Jones  was  called  to  see  a  woman  with  an  abdominal  swelling. 
This  proved  to  be  an  abscess,  which  was  opened  and  discharged 
a  piece  of  cloth. 

There  had  been  no  previous  operation.  The  woman  was  in- 
sane and  had  been  in  the  habit  of  tearing  up  pieces  of  cloth  and 
swallowing  them.  The  sw^allowed  cloth  had  evidently  caused 
ulceration  of  the  stomach  wall  with  subsequent  perforation  into 
the  peritoneal  cavity. 

The   noted   intestinal   "hair-balls,"  requiring  operation,  con- 
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stitute  another  class  of  foreign  bodies  in  the  abdomen  which  were 
not  left  there  by  the  surgeon. 

Again,  the  professional  "knife  swallowers"  and  "glass  eaters" 
and  their  amateur  imitators  must  be  kept  in  mind.  Fortunately, 
the  menu  of  these  persons  is  limited,  as  a  rule,  to  household 
articles.  However,  some  such  "actor,"  who  has  been  relieved  of 
his  accumulated  load  by  surgical  art,  might,  from  the  intimate 
acc^uaintance,  acquire  a  taste  for  surgical  forceps  instead  of  the 
usual  nails  and  pocket-knives.  In  that  case  a  condition  might 
easily  develop  that  would  make  it  very  uncomfortable  for  the 
previous  operator,  though  wholly  without  fault  on  his  part. 

PREVENTATIVE    METHODS. 

Counting  the  Sponges. — Simple  counting  of  the  sponges  before 
and  after  operation,  combined  with  "watching  what  goes  into 
and  what  comes  out  of  the  cavity,"  was  probably  the  earliest 
method  employed  to  prevent  the  leaving  of  a  sponge  in  the  ab- 
domen. But  in  the  course  of  time  it  was  found  that  the  counting 
did  not  give  the  expected  security,  and  special  measures  were  em- 
ployed to  increase  the  accuracy  of  the  count,  such  as  separate 
counting  by  two  individuals  (double  counting),  putting  numbers 
on  the  sponges  or  having  racks  for  their  reception. 

As  early  as  1884,  "double  counting"  was  in  use  in  the  London 
hospitals.  The  continued  occurrence  of  the  accident  caused 
surgeons  to  seek  further  means  for  preventing  a  mistake  in  the 
counting.  Very  small  sponges  were  discarded,  except  for  use  in 
sponge-holders,  and  the  larger  sponges  were  limited  in  number  so 
as  to  lessen  the  chance  of  mistake.  Only  a  specified  number  of 
sponges  were  prepared  for  operation  and  these  were  put  up  in 
bundles,  each  containing  a  certain  number.  The  counting  before 
and  after  was  to  be  in  the  hands  of  only  thoroughly  responsible 
assistants  or  nurses. 

As  the  accident  still  continued  to  occur,  various  additional 
expedients  were  devised  for  increasing  the  accuracy  of  the  ac- 
counting. One  European  surgeon  of  note  used  a  special  stand 
with  separate  compartments,  each  compartment  to  contain  a 
certain  number  of  sponges.  On  the  other  side  of  the  operating 
table  was  a  similar  stand  with  compartments  to  receive  the  soiled 
sponges.  Still  another  surgeon  had  hooks  on  the  wall — "a  hook 
for  every  sponge" — and  at  the  close  of  the  operation  there  had  to 
be   "a   sponge   for  every   hook."      In   this  country    Kelly    (31) 
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devised,  some  years  ago,  a  special  rack  to  receive  the  soiled 
sponges  and  increase  the  accuracy  of  counting.  Kreutzmann  (53) 
marked  each  of  his  compresses  with  indelible  ink,  and  each 
bundle  of  twelve  was  marked  differently — for  example  in  one 
bundle  the  compresses  would  be  marked  i,  2,  3,  4,  etc.,  in 
another  bundle  I,  II,  III,  etc.,  in  another  bundle  a,  b,  c,  d,etc., 
and  in  still  another  bundle.  A,  B,  C,  etc.  Thus  no  two  sponges 
were  marked  alike.  At  the  close  of  the  operation  the  sponges 
were  spread  out  on  the  floor  and  the  operator  could  glance  at 
them  and  assure  himself  that  they  were  all  there. 

In  addition  to  these  special  expedients,  there  w^as  always  en- 
joined careful  general  watchfulness  on  the  part  of  the  surgeon  and 
also  close  attention  to  "what  goes  into  and  what  comes  out  of  the 
cavity."  In  order  to  increase  the  efficiency  of  this  watchfulness, 
it  was  suggested  that  the  surgeon  think  out  loud,  so  to  speak,  so 
that  the  sponges  put  in  and  taken  out  might  be  noted  or  checked. 
Neugebauer  mentions  particularly  the  precaution  to  state  defi- 
nitely, as  each  sponge  was  drawn  out  of  the  abdomen,  "One 
sponge  returned  from  cavity"  or  "Two  sponges  returned  from 
cavity,"  and  the  fact  to  be  recorded  by  an  assistant  or  nurse  who 
responds,   "Noted." 

In  all  the  methods  above  mentioned  the  sponges  are  allowed 
to  go  free  in  the  cavity,  and  their  recovery  depends  for  the 
certainty  of  its  completeness  upon  the  accuracy  of  the 
accounting. 

Attachinga  Tape  to  Each  Sponge. — The  danger  of  the  dependence 
on  counting  having  been  impressed  by  disastrous  experiences,  it 
was  hoped  to  find  security  by  attaching  a  tape  to  each  sponge, 
the  end  of  the  tape  to  remain  outside.  This  method  has  manv 
variations.  The  tapes  vary  in  length  from  nine  inches  to  six 
feet  and  more  ("two  meters,"  "several  meters").  Some  sur- 
geons leave  the  outer  end  of  the  tape  free,  others  fasten  it  to  the 
laparotomy  sheet  with  a  forceps,  and  still  others  attach  to  it  a 
heavy  object  which  is  to  remain  outside  the  operative  field.  A 
forceps  is  the  object  most  commonly  attached  to  the  tape.  A 
number  of  surgeons  use  the  colored  glass  beads  or  small  balls 
recommended  by  Mikulicz.  Bircher,  and  also  Russell,  attach  a 
lead  seal  to  the  end  of  each  tape.  Carson  has  for  several  vears 
used  harness  rings  for  this  purpose.  Fowler  designed  a  system  of 
duplicate  checks.  In  the  preparation  of  the  sponges,  two  checks 
are  attached  to  each  tape.  When  the  pad  is  passed  to  the 
operator  one  check  is  removed  and  placed  in  the  basin  from 
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which  the  pad  was  taken.     At  the  close  of  the  operation  the 
checks  must  balance  each  other. 

Wachsberg  devised  a  large  metal  box,  the  bottom  of  which  was 
perforated  with  a  hole  for  each  tape.  The  end  of  each  tape  was 
passed  through  its  appointed  hole  and  securely  knotted  on  the 
other  side,  so  that  there  was  no  possibilit}"  of  its  getting  away. 
The  desperation  engendered  by  experience  with  this  accident  and 
failure  of  ordinary  methods  of  prevention  is  shown  by  the 
practice  of  Caiman,  who  had  a  long  tape  attached  to  each  sponge 
and  whenever  a  sponge  was  passed  into  the  abdomen,  someone 
caught  the  other  end  of  the  tape  and  tied  it  around  the  leg  of  the 
table.  But  even  this  is  not  so  absolutely  safe  as  might  at  first 
appear.  To  be  sure,  there  is  no  probability  of  the  table  being 
drawn  into  the  abdomen  and  lost,  but  there  is  the  possibility  of 
the  tape  tearing  off  the  sponge,  which  accident  has  happened 
more  than  once  with  tapes  attached  to  sponges. 

The  method  of  attaching  tapes  to  sponges  and  artery  forceps  to 
the  tapes,  in  combination  with  the  counting  of  sponges,  has  long 
been  on  trial.  In  1897  Tuholske  (14)  mentions  its  routine  use  by 
himself,  and  records  a  case  in  which  in  spite  of  it,  a  sponge 
escaped  him.  This  is  the  method  probabh'  in  most  general  use 
to-day.      It  has  a  record  of  many  failures. 

Fisher  (75)  attaches  all  the  sponges  used  to  one  tape.  The  tape 
is  three  to  four  feet  long  and  armed  with  a  dull  needle.  As  each 
pad  is  put  into  the  abdomen,  one  end  is  threaded  on  the  tape,  and 
thus  they  are  all  fastened  together.  Wedershake  {jj)  adopted  a 
method  of  keeping  four  to  eight  sponges  fastened  together.  A 
large  piece  of  gauze  was  cut  at  four  to  eight  places,  the  cuts  ex- 
tending from  the  margin  toward  the  center,  but  not  quite  to  the 
center.  Thus  all  the  sponges  made  from  that  piece  were 
fastened  together  by  the  uncut  part  at  the  center. 

Realizing  the  insecurity  of  the  tape  method  in  common  use, 
many  surgeons  now  have  their  sponges  made  two  or  three  feet 
long,  instead  of  square,  with  the  idea  of  keeping  one  end  outside. 
This  reduces  the  danger,  but  does  not  eliminate  it.  It  is  very 
easy  for  these  ends  to  slip  in  unnoticed.  This  is  not  a  mere 
theoretical  danger.  Neither  is  the  occurrence  of  the  accident 
confined  to  emergency  operations  nor  to  inexperienced  operators. 
It  has  happened  to  some  of  the  best  operators  and  in  the  best 
hospitals.  Even  the  large  roll  of  gauze  for  holding  back  the  in- 
testines is  not  exempt.  In  a  hospital  which  has  the  deserved 
reputation  of  being  one  of  the  most  careful  and  systematic  in  the 
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world,  the  long  five-foot  roll,  for  packing  back  the  intestines,  was 
lost  in  the  cavity,  necessitating  a  secondary  operation  some  time 
later  for  its  removal. 

Elimination  of  Detached  Sponges. — This  is  accomplished  by  the 
use  of  ten-yard  and  five-yard  gauze  strips  in  the  practical 
manner  previously  explained  in  this  paper.  This  is  a  radical 
departure  in  preventative  methods,  in  that  it  strikes  at  the  root 
of  the  trouble  by  entire  elimination  of  the  dangerous  detached 
pads  and  sponges.  Furthermore,  it  is  automatic  in  action.  It 
does  not  require  special  attention  on  the  part  of  the  operator  or 
assistants  or  nurses.  Neither  does  it  require  cumbersome  appara- 
tus nor  special  materials.  The  strips  and  bags  may  be  prepared 
anywhere  by  anyone  from  common  materials.  They  are  com- 
pact, simple  and  inexpensive. 

When  familiar  with  the  use  of  this  method,  the  apparent  incon- 
venience largely  disappears.  However,  the  question  is  not  one  of 
perfect  convenience,  but  of  safety  for  the  patient  and  for  the  sur- 
geon. In  spite  of  the  natural  opposition  to  any  radical  change  in 
long-established  technic,  the  profession  will,  I  think,  neces- 
sarily adopt  some  such  safety  method  sooner  or  later — perhaps 
not  just  in  the  form  here  presented,  but  in  some  form  embodying 
these  principles  of  automatic  action,  simplicity  of  preparation  and 
materials,  inexpensiveness,  convenience  in  use,  universal  applica- 
bility and  absolute  security  under  the  varied  circumstances  of 
abdominal  work. 
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Meeting  of  November  lo,  1908. 
{Continued  jrom  page  iii.) 

Dr.  Abram  Brothers  presented  the  report  of  a  case  of 

ECTOPIC    GESTATION    IN    WHICH    TRANSPERITONEAL    MIGRATION 
OF    AN    OVUM    WAS    SUSPECTED. 

On  October  8,  1908,  I  operated  a  woman  at  the  Beth  Israel 
Hospital  who  gave  the  following  history:  She  was  thirty-seven 
years  old,  had  been  married  about  seventeen  years,  had  given 
birth  to  four  children — the  last  nine  years  previously — and  had 
had  one  miscarriage  six  years  ago.  As  a  result  of  an  inflamed 
incarcerated  left-sided  omental  inguinal  hernia  she  had  developed 
a  suppurative  process  which  required  operative  relief  eleven 
years  previously.  Her  menstrual  periods  were  always  regular 
and  otherwise  she  enjoyed  good  health. 

Her  last  menstrual  period  was  delayed  for  two  days,  but  she 
gave  this  very  little  thought  and  only  close  questioning  brought  it 
back  to  her  mind.  Her  menstrual  flow,  which  usually  is  com- 
pleted on  the  third  day  was  still  present  on  the  fifth  day  when 
she  entered  the  hospital.  The  bloody  discharge  is  dark  in  color 
and  stringy  in  consistency.  Several  days  ago  she  began  to  com- 
plain of  a  left-sided  pain  of  a  severe  character  which  gradually 
spread  over  the  entire  abdomen  (in  the  lower  portions  especially) 
and  which  was  not  associated  with  any  syncopal  attacks.  Her 
physician  made  a  diagnosis  of  incarcerated  hernia  because  of  the 
ancient  seat  of  operation  and  the  large  sac  which  he  discovered 
at  the  time.  She  was  sent  to  the  hospital  for  operation  for 
hernia,  but  the  house  surgeon  suspected  an  error  in  diagnosis  and 
asked  me  to  examine  the  patient. 

On  admission  there  was  no  rise  of  temperature  or  increase  in 
the  pulse-rate.  There  was  a  general  tenderness — not  very 
marked — over  the  lower  half  of  the  abdomen.  Pelvic  examina- 
tion showed  an  old  laceration  of  the  cervix.  The  uterus  was  en- 
larged and  behind  it  and  to  the  left  a  fixed  mass,  which  felt 
doughy  to  the  touch,  was  felt.  The  diagnosis  of  ectopic  gestation 
or  an  intraligamentary  cyst  was  made  with  the  chances  in  favor 
of  the  former  condition.  As  between  a  tubal  rupture  or  a  tubal 
abortion  the  diagnosis  was  made  to  favor  the  latter.  The  blood - 
examination  showed  a  leukocytosis  of  11,000  and  a  polynuclear 
count  of  79  per  cent. 

Through  a  Pfannenstiel  incision  the  abdomen  was  opened  and  a 
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fairly  large  quantity  of  black,  clotted  and  dark  liquid  blood  dis- 
covered. As  this  was  being  scooped  out  a  round  mass  the  size  of 
a  plum,  which  proved  to  be  the  tubal  mole,  was  picked  up.  The 
left  tube  and  ovary — which  were  both  swollen  and  the  latter 
markedly  cystic — were  removed.  The  right  adnexa  were  buried 
in  old  adhesions  and  it  was  thought  wise,  in  view  of  the  age  of  the 
patient,  to  remove  them,  too.  A  ventro-suspension  was  done  and 
the  peritoneum  muscle  and  fascia  were  closed  in  the  usual  manner. 
The  transverse  incision  through  the  skin  was  now  prolonged  to  the 


Fig.  I — A.   Norma!  right  tube  and  ovary.     R.   Left 
cystic  ovary,,  bisected. 


topic  tube.     C.   Left 


left  over  the  site  of  the  old  hernia.  The  sac  and  redundant  skin 
were  exsected  and  a  mass  of  omentum,  adherent  to  the  hernial 
ring,  was  loosened  up  from  old  adhesions  and  exsected.  The 
operation  was  completed  in  the  usual  manner  after  the  method  of 
Bassini.  The  entire  skin  wound — about  six  or  eight  inches 
long — was  sutured  and  the  usual  dressings  applied.  There  was 
no  disturbance  in  the  postoperative  course  of  the  case  and  the 
patient  left  the  hospital  in  about  three  weeks  cured  of  her 
ectopic  gestation  and  of  her  hernia. 
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The  specimens  were  examined  at  the  completion  of  the  opera- 
tion. The  left  tube  was  found  to  be  distended  and  enlarged  in 
the  outer  two-thirds,  the  inner  third  being  apparently  of  normal 
size.  The  fimbriated  end  was  plugged  with  a  black  clot  of  blood 
and,  m  the  absence  of  any  ruptures,  our  suspicion  of  a  tubal  abortion 
was  confirmed.  The  left  ovary  was  the  size  of  a  walnut  and 
consisted  of  a  conglomeration  of  cysts  of  various  sizes.  No 
normal  ovarian  tissue  was  visible  to  the  naked  eve  and  no  sign 
of  a  corpus  luteum  was  discovered  at  this  time.  'The  right  tube 
and  ovary  looked  fairly  normal  and  we  thought  we  recognized 
a  corpus  luteum  in  this  ovary.  From  these  findings  we  made  a 
probable  diagnosis  of  transperitonal  migration  of  the  ovum  from 
the  right  ovary  to  the  outer  portion  of  the  left  Fallopian  tube 
with  the  resulting  ectopic  pregnancy.  The  specimens  were 
turned  over  to  Dr.  Rabinomtich  and  Sheitles  for  careful  micro- 
scopical examination  with  the  result  that  our  conclusions  were  not 
sustained.  What  we  suspected  to  be  a  corpus  luteum  in  the 
right  ovary  proved  to  be  a  microcyst  and  a  small  corpus  luteum 
was  found  in  the  left  ovary. 

Dr.  Howard  C.  Taylor  read  the  report  of  a  case  of 

SARCOMA  OF  THE  UTERUS. 

This  patient  was  admitted  to  the  Roosevelt  Hospital  with  the 
following  history:  She  was  twenty-eight  vears  old,  has  had  no 
children  but  has  had  several  induced  miscarriages.  Her  men- 
struation has  been  normal,  that  is,  she  has  menstruated  every 
twenty-eight  days  for  six  days  and  onlv  moderatelv  in  amount. 
She  has  had  no  disturbance  with  either  the  bowels  or  bladder. 
Her  one  symptom  was  pain  in  the  right  iliac  region.  On  ex- 
amination the  uterus  was  found  to  be  normal  in  size  and  position 
and  nothing  could  be  detected  in  either  fornix.  On  the  anterior 
surface  of  the  uterus  about  an  inch  above  the  cervix  a  nodule 
about  the  size  of  a  pea  could  be  felt.  The  diagnosis  made  was 
between  a  chronic  appendicitis  and  a  right  salpingitis. 

At  the  operation  the  right  appendage  was  found  to  be  normal. 
The  appendix  was  removed.  A  nodule  the  size  of  a  pea  was 
removed  from  the  anterior  surface  of  the  uterus.  This  nodule 
was  directly  beneath  the  peritoneum,  was  freely  movable,  and 
was  supposed  to  be  a  fibroma.  The  microscopical  examination 
of  this  nodule  showed  it  to  be  a  typical  large  spindle  cell  sarcoma. 

I  have  had  three  other  cases  on  whom  I  have  done  a  myo- 
mectomy for  supposed  fibroma  uteri  and  which  proved  'on 
microscopical  examination  to  be  sarcoma.  The  uterus  was 
removed  in  each  of  these  cases  and  in  two  of  them  sarcomatous 
tissue  was  found  in  the  uterus  after  removal.  In  one  case,  no 
traces  of  the  malignant  disease  could  be  found.  The  two  cases 
in  which  the  sarcomatous  tissue  was  found  in  the  uterus,  after 
hysterectomy,  afterward  died  of  recurrence  of  the  disease  in 
the  abdomen.  The  third  case  is  still  aHve  and  apparently  free 
from  recurrence  about  one  year  after  the  operation. 


288  TRANSACTIONS    OF   THE 

Though  the  tumor  removed  in  the  case  just  reported  was  very- 
small  and  freely  movable,  I  think  that  hysterectomy  is  the  only 
proper  course  to  follow. 

(Since  reporting  the  above  case  I  have  removed  the  entire 
uterus  through  the  abdomen.  The  pathological  examination 
failed  to  find  any  traces  of  the  sarcoma  in  the  uterus.) 

Dr.  West. — Did  the  other  two  cases  die  of  sarcoma? 

Dr.  Taylor. — Yes,  even  after  the  uterus  was  removed. 

Dr.  Brothers. — Once  the  diagnosis  of  sarcoma  has  been 
positively  made,  it  should  not  take  very  long  to  make  up  our 
minds  to  sanction  an  operation. 

Dr.  Pinkham. — The  occurrence  of  carcinoma  in  conditions 
of  fibroid  where  the  uterus  has  been  amputated  above  the  cervix 
is  much  more  common  than  we  have  expected.  During  the 
last  year  I  had  two  cases  myself  and  one  case  for  Dr.  Emmett 
in  which  there  had  been  a  supravaginal  hysterectomy  for 
fibroids.  In  two  of  these  cases  there  was  carcinoma  and  in 
the  other  sarcoma.  I  was  unable  to  get  the  previous  history 
in  two  cases,  but  in  the  other  case  I  found  that  she  had  been 
operated  on  in  Mount  Sinai  Hospital  three  years  before  and  the 
diagnosis  made  of  simple  fibroma  of  the  uterus. 

I  had  another  case  less  than  a  year  ago  in  which  I  did  a 
hysterectomy  for  fibroids  in  which  there  was  also  carcinoma 
of  the  fundus.  It  is  debatable  whether  to  do  a  supravaginal 
hysterectomy  or  not,  but  my  experience  has  led  me  rather  to 
the  more  radical  operation. 
Dr.  N.  V.  Vineberg  presented  the  history  of  a  case  of 

large  imbedded  vesical  calculus  resulting  from  suturing 
the  cervix  uteri  into  the  bladder  to  cure  an  obstinate 

CERVICOVESICAL  fistula.  long  HISTORY  OF  SUFFERING 
FROM  VESICAL  IRRITATION.  SUPRAVAGINAL  HYSTERECTOMY 
TO  ARREST  THE  MENSTRUAL  FLOW  FAILED  TO  RELIEVE  THE 
SYMPTOMS.  FAILURE  TO  REMOVE  THE  CALCAREOUS  DEPOSIT 
THROUGH  SUPRAPUBIC  CYSTOTOMY.  FINALLY,  TRANSPERITO- 
NEAL SUPRAPUBIC  HYSTERECTOMY  ENABLED  THE  OPERATOR  TO 
REMOVE  THE   IMBEDDED   CALCULUS  AND  TO   CURE  THE  PATIENT. 

Mrs.  E.  L.  first  came  under  my  notice  during  the  summer  of 
1 90 1,  while  I  was  in  charge  of  the  gynecological  service  of 
Mount  Sinai  Hospital.  She  was  convalescing  from  an  operation 
for  strangulated  femoral  hernia.  1  obtained  from  her  the 
following  interesting  history:  She  was  then  of  thirty- three 
years  of  age.  In  her  twenty-sixth  year,  that  is,  in  1894,  she 
had  a  difficult  forceps  delivery  which  was  followed  by  a  cervico- 
vaginal  fistula.  For  this  she  was  operated  upon  once  or  twice 
by  the  late  Dr.  Paul  F.  Munde.  He  then  in  sheer  desperation 
sutured  the  cervix  uteri  into  the  bladder  thus  closing  the  fistula. 
The  menstrual  fluid  was  now  diverted  into  the  bladder  and  was 
discharged  with  the  urine  per  urethra.  Following  this,  in  a 
very  short  time  she  began  to  suffer  from  severe  dysmenorrhea 
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and  from  painful  and  frequent  micturition.  I  became  very 
much  interested  in  her  condition  and  devoted  a  good  deal  of 
time  and  patience  in  the  effort  to  relieve  her  sufferings. 

A  cystoscopic  examination  (Kelly's  method)  revealed  the 
cause  of  the  vesical  imitation.  At  the  base  of  the  bladder,  and 
encroaching  on  the  trigonal  area,  evidently  where  the  cervix 
projected  into  the  bladder,  was  to  be  seen  a  thick  incrustation 
of  calcareous  matter.  With  the  patient  in  the  knee-chest 
position  and  using  a  large  sized  Kelly's  cystoscope  I  was  enabled 
with  variously  shaped  forceps  to  remove  the  major  portion  of 
the  deposit.  In  this  way  the  patient  would  obtain  a  certain 
degree  of  relief  for  a  longer  or  shorter  period.  This  procedure 
was  carried  out  once  a  week  for  a  time  and  then  at  longer  itervals. 
After  three  years  she  grew^  rather  tired  of  the  treatment,  partic- 
ularly as  the  relief  obtained  from  each  seance  grew  less  marked. 

In  April,  1904,  I  performed  supravaginal  hysterectomy  so 
as  to  arrest  the  menstrual  flow  in  the  hope  that  with  the 
cessation  of  this  discharge  into  the  bladder  new  calcareous 
incrustations  would  cease  and  the  patient's  life  become  endurable. 
The  relief  from  the  procedure  was  not  as  great  as  I  had  antici- 
pated. The  calcarous  deposits  would  reform  after  my  attempt 
at  its  removal  just  as  quickly  as  it  did  before  the  removal  of  the 
uterus.  I  then  decided  to  open  the  bladder  suprapubically 
with  the  view  of  removing  the  calcareous  incrustation  entirely. 
The  suprapubic  cystotomy  was  done  in  the  summer  of  1905. 
I  was  able  with  considerable  difiiculty  and  using  some  force  to 
scrape  away  what  seemed  to  me  to  be  the  greater  part  of  the 
deposit.  I  then  came  down  upon  an  area  about  the  size  of  a 
fifty-cent  piece  which  was  as  hard  as  flint.  I  used  various  for- 
ceps, bone  forceps  and  elevators  in  my  effort  to  dislodge  this 
rock-like  residue  but  with  no  success.  I  felt  if  I  made  any 
efforts  more  forcible  than  I  had  made  I  would  do  irreparable 
injury  to  the  base  of  the  bladder  and  to  both  ureters.  Accord- 
ingly I  desisted  from  any  further  attempts  at  extraction  and  left 
the  vesical  wound  open  for  drainage.  The  convalescence  was 
normal,  the  suprapubic  wound  closing  in  about  three  weeks. 
The  vesical  irritation  was  decidedly  less  for  some  months  follow- 
ing the  above  operation.  In  time,  however,  the  symptoms 
became  as  severe  as  ever,  and  the  cystoscope  disclosed  a  new 
deposit  of  calcareous  matter  at  the  old  site.  The  patient 
had  learned  some  time  previously  to  wash  out  the  bladder  herself 
and  to  this  must  be  attributed  the  absence  of  general  cystitis, 
but  the  patient's  condition  became  unendurable  and  she  clamored 
for  relief.  I  told  her  I  might  have  to  perform  a  very  serious 
operation,  which  I  hoped  would  cure  her  definitely.  She 
readily  gave  her  consent  to  any  surgical  procedure  I  might  find 
necessary.  I  decided  to  open  the  abdomen  and  if  necessary 
resect  the  portion  of  the  bladder  into  which  the  calcareous 
deposit  had  become  embedded.  I  anticipated  this  would 
necessitate  the  resection  of  a  portion  of   the  right  ureter — its 
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reimplantation  into  the  bladder.  From  my  former  experiences 
I  had  concluded  I  would  be  compelled  to  treat  the  deposit  as  a 
new-growth  at  the  base  of  the  bladder. 

August  ID,  1908,  I  opened  the  peritoneal  cavity  by  a  median 
abdominal  incision  and  found  the  abdominal  cavity  surprisingly 
free  from  adhesions.  On  palpation  I  found  the  base  of  the 
bladder  infiltrated  with  a  hard  substance  forming  a  mass  about 
the  size  of  a  small  hen's  egg.  After  careful  protection  of  the 
intestines  with  gauze  compresses  I  made  a  good-sized  incision 
into  the  anterior  wall  of  the  bladder,  so  that  I  was  enabled  to 
inspect  the  deposit  from  the  inside.  I  found  the  bladder  surface 
of  the  deposit  about  half  the  size  of  that  which  I  could  palpate 
through  the  abdominal  cavity,  showing  that  the  deposit  had 
become  embedded  into  the  vesical  wall  with  the  hypertrophied 
mucosa  projecting  over  it.  After  some  study  of  the  condition 
and  after  making  some  ineffectual  attempts  to  dislodge  the 
deposit  or  break  it  up,  I  had  my  assistant  with  his  hand  in  the 
peritoneal  cavity  invert  the  involved  portion  of  the  bladder  as 
far  into  the  bladder  cavity  as  possible.  Then  with  a  bone 
elevator  I  pushed  back  the  overgrowing  mucosa  from  the 
surface  of  the  calculus,  as  one  would  the  periosteum  of  a  rib  he 
wished  to  excise.  After  some  difficulty  I  was  able  to  free  a 
portion  of  the  circumference  of  the  deposit  which  I  seized  with  a 
bone  forceps  breaking  off  a  good-sized  chunk.  The  remainder 
was  comparatively  easy  work.  The  mucous  surface  of  the 
bladder  exposed  by  the  removal  of  the  calculus  was  quite  smooth 
and  instead  of  finding  projecting  from  it  the  remains  of  a  good- 
sized  cervix  there  was  only  a  small  polypoid  fibroid  body  about 
an  inch  long  and  of  the  diameter  of  an  ordinary  lead  pencil. 
This  I  snipped  off  with  the  scissors,  and  sutured  the  raw  surface 
thus  created  by  a  couple  of  catgut  sutures.  The  vesical  wound 
was  completely  closed  by  a  modified  Coxnell  suture,  and  the 
wound  in  the  abdomen  sutured  in  the  usual  manner.  A  per- 
manent catheter  was  left  in  the  bladder  for  a  couple  of  days. 
Afterward  the  patient  was  told  to  urinate  every  three  or  four 
hours.  The  convalescence  was  uneventful,  the  abdominal 
wound  healing  by  primary  union.  The  bladder  symptoms 
gradually  improved  and  in  about  two  months  the  patient  was 
practically  cured.  A  cystoscopic  examination  recently  showed 
merely  an  irregular  line  where  the  bladder  had  been  sutured, 
with  the  mucosa  perfectly  normal,  and  no  further  calcareous 
incrustations. 

Dr.  Vineberg  presents  his  Specimen: 

Dr.  Brickner. — This  has  interested  me  because  I  assisted  Dr. 
Munde  to  do  that  operation  at  Mount  Sinai.  He  had  been  so  out 
of  patience  with  this  woman  that  he  finally  decided  to  close  the 
fistula  in  the  manner  in  which  Dr.  V^ineberg  has  described.  It 
was  suggested  to  him  by  some  member  of  the  house  staff  that 
there  was  a  possibility  of  the  menstrual  flow  causing  incrustations. 
He  said,  "If  it  does,  I  probably  won't  know  about  it." 


NEW    YORK    OBSTETRICAL    SOCIETY.  291 

I  had  her  under  my  observation  four  years  afterwards.  I  did 
not  notice  any  special  bladder  disturbance,  but  the  facts  are  very 
interesting  and  bear  out  the  prognostication  made  at  the  time  of 
the  first  operation  fifteen  years  ago. 

Dr.  Yineberg. — Young,  of  Baltimore,  was  among  the  first, 
to  advise  in  sections  of  the  bladder,  not  to  hesitate  to  open 
the  abdominal  cavity;  it  had  been  done,  I  think,  by  one  of  the 
Mayos  and  by  Young,  of  Baltimore;  it  offers  a  great  advantage 
over  the  usual  extraperitoneal  method.  I  never  could  have 
chiseled  the  deposit  away  from  the  bladder-wall  as  I  practically 
had  to  do,  unless  the  assistant,  with  a  hand  in  the  peritoneal 
cavity,  had  inverted  the  involved  portion  into  the  bladder 
cavity,  making  the  part  accessible  and  securing  as  a  binder  to  the 
bladder  tissues. 

A  Member. — Did  you  make  a  transverse  incision? 

Dr.  Yineberg. — No,  I  made  a  longitudinal  incision  in  the 
anterior  wall  of  the  bladder. 


Meeting  of  December  8,  1908. 
The  President,  J.  Clifton  Edgar,  M.  D.,  in  the  Chair. 

The  following  cases  were  presented  by  Dr.  H.  J.  Bolt, 
papillary  cystadenoma  of  the  ovary. 

M.  M.,  forty-six  years  old,  never  married,  was  admitted  to 
the  medical  side  of  [the  hospital  with  the  history  that  she  had 
been  ill  since  June,  1908,  complaining  of  pain  and  great  swelling 
of  the  abdomen;  loss  of  weight  and  strength,  and  edema  of  the 
lower  extremities.  The  abdomen  was  so  much  distended  with 
fluid  that  under  direction  of  the  attending  physician  forty  and 
one-half  pints  were  withdrawn  by  means  of  a  trocar  and  canula. 
The  woman  presented  a  picture  of  misery;  severe  abdominal  pain; 
a  haggard  facial  appearance;  dilated  superficial  veins  of  the  ab- 
domen, in  which  there  was  a  tumor  of  irregular  outline.  There 
was  present  considerable  free  fluid  in  the  abdominal  cavity.  A 
bimanual  examination  was  not  feasible  because  of  the  virgin 
condition  of  the  patient.  On  operation  a  few  days  later,  the 
woman  not  having  been  transferred  at  once  to  my  service,  it  was 
found  that  there  was  present  a  diffuse  peritonitis  caused  by  irri- 
tation from  a  large  quantity  of  thick  fluid  which  was  oozing  into 
the  free  peritoneal  cavity  from  a  puncture  wound  in  the  tumor. 
The  peritoneum  in  some  places  was  greatly  thickened. 

The  woman  made  an  uninterrupted  recovery. 

The  following  is  the  pathological  report  from  the  Practitioners 
Laboratory:  ' 

Diagnosis. — Papillary  cystadenoma  of  ovary. 

"The  tumor  roughly  ovoid,  weighs  1275  grams.  It  is  a 
thick-walled  multilocular  cyst.  One  cyst  cavity  now  collapsed 
and  shrunken  is  relatively  larger,  rough,  grayish,  its  wall  about 
1/2  to  3/4  inches  thick.     The  main  mass  of  the  tumor  is  made 
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Up  of  more  or  less  solid  material,  separated  into  very  irregular 
arranged  cystic  spaces,  some  partly  or  totally  filled  with  a  semi- 
solid gelatinous  material,  some  with  more  or  less  solid  or  compact 
tissue.  One  section  of  this  more  solid  tissue  shows  a  great  deal 
of  softening,  with  greenish-yellow  gelatinous  material  in  some 
areas,  hemorrhagic  in  other  areas.  There  is  no  appendage  with 
this  specimen.  The  cells  have  infiltrated  in  a  moderate  degree 
into  the  intercellular  stroma,  suggesting  beginning  malignancy. 

"The  Intercellular  stroma  in  the  more  regular  arranged  cyst 
shows  some  hyperplasia  of  the  reticular  tissue.  This  is  shown 
in  various  degrees  up  to  the  dense  fibrous  tissue  in  places  replac- 
ing in  part  the  glandular  tissue.  The  stroma  is  in  places  con- 
gested, showing  new- formed  blood-vessels,  and  still  other  places 
show  hyaline  and  fatty  degeneration. 

"The  greater  part  of  the  tumor  shows  a  papillary  cyst  adenoma, 
but  a  few  portions  show  infiltration  in  slight  degree  of  the 
epithelium  into  the  stroma,  suggestive  of  beginning  mahgnancy." 

MYOMATOUS    UTERUS    WITH    CYSTIC    OVARIAN    TUMOR    OF    RIGHT 

SIDE  AND  A  LARGE  HYDATIDIFORM  CYST  ON  THE  LEFT 

SIDE  WITH  TWISTED  PEDICLE. 

The  feature  of  interest  connected  with  the  specimen  is  the 
marked  myocardial  changes  that  are  present  in  the  patient,  who 
is  forty-five  years  old.  They  were  probably  caused  by  the 
profuse  bleeding  that  took  place  every  month.  It  is  possible 
that  the  myocardial  changes  may  also  be  in  relation  to  the  marked 
obesity  of  the  woman,  which  is  not  unusual  in  myomatous 
patients. 

ADENOMYOMA  OF  THE  UTERUS. 

A.  C,  forty  years  old,  symptoms  said  to  have  been  only  one 
year  in  duration.  During  the  past  four  months  she  has  had 
much  pain  in  the  lower  abdomen  and  menorrhagia;  her  physician 
maintained  that  during  the  preceding  two  months  the  tumor 
had  increased  markedly  in  size.  The  left  appendages  being  in 
fairly  good  condition  were  retained.  The  sections  made  by  the 
pathologist  show  especially  clear  pictures  of  adenomyoma. 
The  glands  in  the  center  of  the  tumor  are  very  numerous. 

Dr.  Hiram  N.  Vineberg  reported  a  case  of 

HYSTEROTOMY    FOR    A    LARGE    SUBMUCOUS    FIBROID    IN    A 
puerperal   UTERUS. 

Mrs.  S.  F.,  aged  twenty-five,  married  eleven  months,  was 
delivered  of  a  child  at  full  time  a  week  before  admission  into  Mt. 
Sinai  Hospital.  She  gave  the  following  history:  Menses  set  in 
at  fourteen  years  of  age,  four-Aveekly  type,  from  six  to  seven  days 
duration  and  rather  profuse.  About  three  years  ago  she  noticed 
a  lump  in  the  lower  part  of  the  abdomen.  This  remained  about 
the  same  size  and  did  not  cause  any  pain  until  she  became 
pregnant.     With    the    progress    of   gestation    the    tumor    grew 
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Thi^tumor'Sfd  ^^^^^^^hought  she  was  pregnant  with  twins, 
ine  tumor  did  not  give  her  any  pain  during  pregnancy  The 
abor  was  tedious  and  had  to  be^erminateli  wifh  the  aid  of 
forceps.  The  uterus  remained  so  large  after  dehverv  th^Jfti? 
medical  attendant  thought  that  there'musfL  another  ch'd  in 
the  uterus.  On  further  investigation  he  learned  that  the  W 
size  of  the  uterus  was  due  to  a  growth.  After  deliverv  the 
patient  began  to  suffer  a  great  deal  from  abdomSil  cramps 

enfheTtoX  hosn>  f''  ^P^^^'^^".'  ^^^  -edicalattendX 
It  the  t,m.  nf  ^1^^  ^-  °"  ^."^^^"^^  °^  ^^^  P^i"  and  the  tumor 
eood  Th^  hH  ^^"^^^^^°"  the  patient's  general  condition  was 
good  The  abdomen  was  enlarged  to  the  size  of  gestation  at  the 
eighth  monh  by  a  large  hard  tumor  reaching  to  withi^  a  hand's 
breadth  of  the  ensiform  cartilage.  On  vaginal  examination  ti.! 
cervix  was  found  patulous  to  the  index  4er!  whi^h^rounL  ed 

ma  s     The^d'"^'  ^"'"'"^^  °'  '}'  ^^"^^-^  b-^^^  of  a  hard  ^um^r 
mass.    The  diagnosis  was  made  of  a  fibroid  growth  of  the  uterus 
chiefly  submucous.     It  was  decided  on  accSunt  of  the  youth  of 
the  patient  to  make  an  effort  to  remove  the  -rowth  without 
sacnfic.ng  the  uterus;  accordingly,  a  laparotomy^ wafpe  farmed 
and  a  long  incision  made  in  the  anterior  wall  of  the  ute?us  as^ne 
would  tor  a  Cesarean  section.     The  tumor  was  enuc  eated  fror^ 
fheMs^or  '"  '/h's  ""'  dissection  with  the  fingers  and  partly  v^S^ 
tne  scissors.     This  was  accomplished  with  comparatively  little 
bleeding  as  an  assistant  grasped  the  lower  uterine  segment  w"h 
the  t,t'or^".^'  ^"^^  '^"'  compressed  the  uterine  arterks      When 
fin.lh         '    h^^^f^.°^  a  gravid  uterus,  at  the  sixth  month    was 
finally  enucleated  it  was  found  that  only  its  lower  pole  had 
pushed  through  the  endometrium  and  projected  into  the  uterine 
cavity  proper  ^^•hlle  the  greater  portion  of  it  lay  in  between  the 
uterine  wall  and  the  endometrium.     There  was  ionsfquently  a 

ot&VTl  t'h  "v'''  °"  °"?  ^^'^  ^^  ^^^  "t---  wall  Sd  on^he 
metr  um"^  Hmv  toTT  -luZ-^  ""^  '^'  hypertrophied  endo! 
!^rff  ,    TV  ^°  "^f ^^  ''''th  ^^'^  cavity  was  a  problem      I  did 

not  wish  to  excise  so  large  a  portion  of  the  endometrium  as  we^t 
to  form  the  septum.     I  therefore  made  a  slit  into  th?  septum 
hrough  which  I  packed  the  bed  of  the  tumor  with  iodoform  |auz^ 

cerv  X  ^ThTrf  t'^T^^.i^'  "^^""^  ^^^^^^  ^"^  «"t  thro?/h  th" 
cervix.  The  patient  withstood  the  operation  remarkably  well 
There  was  moderate  fever  during  the  first  few  days  but  after  the 
gauze  packing  was  removed,  on  the  fourth  day  the  temperatur^ 
gradually  fell  to  normal  and  remained  so  therea'^ter.  The^pat Lnt 
made  a  good  recovery  and  at  the  time  of  her  discharge  four 
weeks  after  the  operation,  the  uterus  was  about  the  normal  Sze 
of  the  puerperal  at  the  fifth  week  and  was  fairly  movaS L  ^'  "  ' 
Dr.  Le  Roy  Broun  reported  a  case  of 

TALMA-MORISON  OPERATION  FOR  CIRRHOSIS  OF  LIVER. 

A  report  is  made  of  the  operation  on  this  patient  on  account  of 
the  gratifying  improvement  following  the  operation  and  cWefly 
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in  order  to  place  on  record  the  findings  a  year  later  when  the 
abdomen  was  entered  for  another  condition.  The  report  is  as 
follows : 

Mrs.  X,  age  thirty-seven  and  with  no  children.  The  patient 
is  very  stout.  The  family  history  is  negative,  denying  syphilis 
and  giving  no  history  of  malaria.  Her  habits  are  regular  and 
disclaims  any  excess  in  alcoholics,  only  using  beer  and  wine 
occasionally  with  meals,  never  between. 

The  history  of  the  present  condition  dates  from  August,  1907, 
at  which  time  an  edema  of  the  ankles  was  first  noticed. 

Shortly  after  the  abdomen  began  to  rapidly  increase  in  size. 
Her  physician.  Dr.  Van  Wert,  was  called  in  who  on  November  17, 
aspirated  twenty-one  pints  of  ascitic  fluid.  The  reaccumulation 
of  the  fluid  was  rapid  and  I  was  asked  to  see  the  patient  on 
December  5,  by  her  physician.  The  patient  was  in  bed  being 
unable  to  walk.  The  abdomen  was  tensely  distended  with  free 
fluid,  the  lower  portion  of  the  abdominal  mass  was  markedly 
edematous  and  the  limbs  elephantic,  so  extensive  was  the 
edema.  The  heart  sounds  were  good  though  weak,  with  no 
valvular  lesions.  The  urine  gave  a  marked  albuminaturia,  with 
specific  gravity  1015.  No  casts  or  sugar.  The  patient  was  sent 
to  the  hospital  December  9,  1907. 

!  On  December  12,  the  Talma-lMorison  operation  was  done;  the 
surfaces  of  the  enlarged  liver  and  spleen  were  scraped  with 
gauze  to  the  point  of  bleeding  as  also  was  the  parietal  peritoneum 
immediately  overlying  these  organs. 

The  omentum  was  stitched  throughout  its  free  border  to  the 
peritoneum  of  the  abdominal  wall,  the  free  edge  of  this  stitch- 
ing extending  to  within  two  inches  of  the  umbilicus.  The 
patient  made  an  uneventful  recovery. 

The  fluid  again  accumulated  and  on  January  21,  fifteen  quarts 
were  aspirated. 

On  February  20,  ten  quarts  were  aspirated. 

On  March  8,  the  patient  was  discharged  with  no  signs  of 
fluid  in  the  abdomen  and  only  a  trace  of  albumin  in  the  urine. 

The  edema  had  disappeared  from  the  extremities.  Heart 
sounds  good. 

On  April  i,  eight  quarts  were  aspirated  by  her  physician. 

Since  this  date  no  tapping  was  needed. 

The  patient  attended  to  her  household  duties  and  though 
there  was  evidence  of  free  fluid  still  in  the  abdomen,  it  was  not 
sufficient  to  inconvenience  her. 

The  patient  was  readmitted  to  the  hospital  October  28,  for 
an  umbilical  hernia  that  was  ulcerating  over  its  skin  surface. 
The  hernia  was  caused  by  her  lifting  herself,  while  in  bed  by  the 
head  board. 

A  Mayo  operation  was  done  November  19. 

The  opportunity  afforded  to  see  the  extent  of  the  formation  of 
new  blood  channels  from  the  omentum  to  the  abdominal  wall 
was  instructive. 
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The  number  and  size  of  these  vessels  was  so  marked  as  to 
forcibly  remind  one  of  a  bunch  of  angle  worms,  so  closely 
matted  were  they  and  of  about  the  same  size.  The  bleeding 
was  profuse  even  in  the  cross  incision  of  the  Mayo  operation. 

An  effort  was  made  to  palpate  the  liver  and  spleen  through 
the  attached  omentum;  this  was  not  entirely  satisfactory  on 
account  of  the  care  necessary  not  to  rupture  the  very  thin-walled 
blood-vessels. 

It  was,  however,  recognized  that  both  of  these  organs  w^ere 
attached  to  the  peritoneum  of  the  abdominal  wall. 

Six  quarts  of  fluid  were  evacuated  at  this  operation. 

When  we  consider  that  fully  twenty  quarts  were  evacuated 
at  the  original  operation  as  the  result  of  one  months'  accumu- 
lation and  that  the  above  amount,  six  quarts,  were  only  the 
accumulation  of  six  months  the  result  is  very  gratifying. 

Statistics  show  that  about  30  per  cent,  of  these  cases  are  cured, 
and  that  the  results  are  always  best  when  the  operation  is  done 
early — at  a  time  when  the  liver  is  enlarged  rather  than  atrophied. 

Dr.  John  O.  Polak  reported  a  case  on 

TRAUMATIC  RUPTURE  OF  THE  UTERUS. 

At  about  midnight,  November  14,  I  was  asked  to  see  Mrs.  K., 
in  consultation,  and  from  her  obtained  the  following  history. 
She  was  thirty-two  years  of  age,  born  in  the  United  States, 
and  since  childhood  had  always  enjoyed  perfect  health.  She 
had  been  married  seven  months  without  the  knowledge  of  her 
family,  who  were  not  acquainted  with  the  fact  until  nine  weeks 
ago. 

She  began  to  menstruate  at  fourteen,  the  periods  recurring 
every  twenty-seven  days,  and  lasting  for  one  and  a  half  days. 
No  change  occurred  in  her  menses  after  marriage,  until  she 
became  pregnant,  her  last  period  being  July  27,  1908.  During 
the  first  months  of  her  pregnancy  she  used  various  remedies  to 
produce  an  abortion,  these  failing,  she  decided  to  make  the  best 
of  it,  and  went  to  the  country,  where  she  remained  until  the  first 
of  November,  at  which  time  she  claims  she  received  a  fright 
which  brought  on  a  uterine  hemorrhage.  A  physician  was 
called,  who  examined  her,  and  diagnosticated  a  threatened 
miscarriage.  He  advised  rest  in  bed,  and  treated  her  in  the 
recumbent  position  until  November  12.  The  bleeding,  however, 
continued  all  this  time;  he  then  advised  a  curettage.  On 
November  13,  under  anesthesia,  the  cervix  was  exposed  and 
dilated  with  a  Goodell  steel  branched  dilator,  and  a  curet 
introduced  into  the  uterus.  Little  or  nothing  came  away  with 
the  curetting,  and  another  longer  instument  was  then  introduced 
through  the  cervix;  this  passed  in  so  far  that  it  alarmed  the 
operator,  and  he  withdrew  the  curet  and  packed  the  cavity  with 
five  yards  of  iodoform  gauze.  The  patient  immediately  showed 
signs  of  shock,  she  reacted  however,  under  stimulation  and 
morphia,  and  was  fairly  comfortable  when  seen  by  the  attendant, 
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Sunday  morning.  At  his  evening  visit  however,  thirty  hours 
after  the  operation,  the  patient  complained  of  severe  abdominal 
pain  and  tenderness,  and  epigastric  pain  which  was  pronounced, 
and  not  relieved  by  anodynes.  Her  rectal  temperature  was 
103  and  her  pulse  130.  He  withdrew  the  gauze  which  he  had 
placed  through  the  cervix,  its  withdrawal  causing  the  patient 
excruciating  pain  in  the  lower  abdomen.  When  I  saw  her  at 
midnight  the  temperature  and  pulse  were  as  noted  above.  She 
was  exceedingly  nervous  and  apprehensive,  her  tongue  was 
moist  but  coated,  the  abdomen  was  tense  and  exquisitely 
sensitive,  there  was  slight  dullness  in  the  flanks,  and  she  com- 
plained of  intense  epigastric  pain,  but  no  nausea.  On  examin- 
ation I  found  the  pelvic  floor  intact,  but  the  cervix  was  in  shreds 
and  irregularly  lacerated.  One  deep  tear  extended  into  the 
anterior  lateral  uterine  wall,  and  into  what  I  supposed  to  be  the 
broad  ligament.  No  internal  os  could  be  made  out  or  fetal 
parts  detected,  a  sanguino-purulent  fluid  escaped  on  withdrawing 
the  intrauterine  finger.  A  diagnosis  of  ruptured  uterus,  with 
peritonitis  was  made,  and  the  patient  was  immediately  removed 
to  the  Williamsburgh  Hospital.  At  eight  o'clock  the  following 
morning  a  median  abdominal  incision  was  made.  Upon  incising 
the  peritoneum  several  quarts  of  sanguino-purulent  fluid  escaped 
from  the  peritoneal  sac.  The  intestines  were  speedily  packed 
off,  and  the  uterus  exposed.  It  was  retroverted  and  because  of 
its  large  size,  incarcerated  in  the  pelvis.  There  was  a  rent,  three 
and  a  half  inches  long  running  up  the  anterior  face  of  the  cervix 
and  lower  uterine  segment,  involving  all  of  the  coats.  The 
fetus  lacking  an  arm  and  head,  had  escaped  through  this  rent, 
and  was  lying  in  the  uterovesical  pouch,  the  sigmoid  and 
several  loops  of  the  ileum  were  constricted  by  a  lymphatic 
exudate,  which  showed  the  markings  made  by  the  gauze  packing, 
which  had  been  introduced  into  the  abdomen  through  the 
cervical  tear.  A  complete  hysterectomy  was  speedily  made, 
and  the  pelvis  drained  with  gauze  through  the  vagina,  tube 
drainage  being  used  through  the  lower  end  of  the  abdominal 
wound,  which  was  closed  with  cross  silkworm-gut  sutures. 

The  patient  left  the  table  with  a  pulse  of  160.  She  was  placed 
in  the  elevated  trunk  posture  and  starved.  Her  secretions  were 
maintained  by  a  Murphy  irrigation  which  was  continued  for 
thirty-six  hours,  after  which  time  she  was  allowed  water  by 
mouth.  The  temperature,  pulse,  tympany  and  tenderness 
gradually  improved  under  this  treatment.  The  vaginal  drain  was 
removed  five  days  after.  On  the  sixth  day  after  operation  her 
temperature  was  100,  pulse  no,  and  of  good  quality.  On 
the  seventh  day  she  developed  a  serous  diarrhea,  with  rectal 
tenesmus,  which  continued  in  spite  of  all  treatment  until  the 
fourteenth  day,  when  she  passed  a  cast  of  the  mucous  and 
muscular  coats  of  the  sigmoid,  which  is  shown  in  the  specimen 
presented.  From  this  time  the  diarrhea  abated.  On  the 
sixteenth  day  a  fetid   vaginal  discharge  directed  my  attention 
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to  the  vaginal  vault,  and  on  exploration  the  bones  of  the  fetal 
skull  were  found  suppurating  their  way  out  via  the  vaginal  drain- 
age tract.  The  parietal  and  occipital  bones  and  cranial  base 
were  removed  digitally  on  successive  days. 

At  the  time  of  operation  there  was  no  trace  of  the  fetal  head 
near  the  field  of  procedure.  It  is  therefore  interesting  to  note 
what  gravity  drainage  does  in  causing  the  descent  of  free  sub- 
stances within  the  peritoneal  cavity,  toward  its  lowermost 
pouch.     This  patient  is  now  making  a  slow  convalescence. 

DISCUSSION. 

Dr.  Von  Ramdohr. — I  would  like  to  add  a  few  rem:arks  to 
the  case  of  Dr.  Yineberg's.  I  once  had  a  case  similar  to  his, 
where  after  an  easy  confinement,  and  after  having  expressed  the 
placenta,  there  was  found  a  tumor  on  the  right-hand  side  of  the 
uterus.  It  was  diagnosticated  as  fibroid.  The  woman  had  no 
hemorrhage.  Instead  of  operating  immediately  she  was  treated 
with  ergot,  a  teaspoonful  three  times  a  day,  part  of  the  time. 
After  four  weeks  this  tumor  had  totally  disappeared.  It  had 
apparently  undergone  fatty  degeneration,  and  the  uterus  was 
the  size  it  ought  to  be  after  seven  or  eight  weeks  postpartum. 
However,  the  woman  removed  later  to  Brooklyn,  became  preg- 
nant there  and  was  confined.  I  met  her  husband  one  day  and 
saw  he  was  in  mourning.  On  questioning  him  he  said  she  had 
just  died  in  confinement,  and  from  what  he  said  I  judged  she 
had  a  rupture  of  the  uterus,  probably  at  the  weakened  point  where 
the  fibroid  had  existed. 

Dr.  Polak. — I  would  like  to  ask  Dr.  Vineberg  what  w^as  the 
need  of  operating  on  this  patient  so  early  in  the  puerperium. 
Was  she  showing  any  septic  symptoms  which  demanded  inter- 
ference? 

Dr.  Vineberg. — She  was  not  showing  any  puerperal  or  septic 
symptoms,  but  it  seemed  to  me  that  the  thing  would  not  dis- 
appear. I  have  read  and  heard  of  cases,  where  a  large  tumor 
has  disappeared  after  the  puerperal  period,  but  I  must  say  that 
as  a  rule  they  do  not  if  the  tumor  is  of  any  size.  I  have  seen 
small  ones  apparently  disappear. 

I  felt  this  woman  would  go  on  with  her  tumor  and  would 
have  symptoms  from  it.  Knowing  how  well  wounds  in  the 
uterus  behave  in  pregnancy,  as  for  instance,  that  made  for 
Cesarean  section,  I  thought  it  was  a  favorable  time  to  operate, 
and  the  result  seems  to  have  justified  my  procedure.  The  tumor 
was  enormous. 

In  discussing  Dr.  Polak's  case  there  are  one  or  two  features 
of  particular  interest  to  me,  particularly  the  diarrhea  with  the 
expulsion  of  a  mucous  cast  of  the  sigmoid.  I  would  like  to 
ask  if  he  found  it  was  due  to  using  too  hot  a  solution  for 
enemata  or  how  he  would  explain  it.  It  was  not  quite  clear 
in  listening  to  the  report  of  the  case  as  to  how  the  head  of  the 
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fetus  became  detached  from  the  trunk.  I  would  be  indebted  to 
Dr.  Polak  if  he  would  enlighten  me  on  that  point. 

I  recall  a  case  I  saw  some  years  ago.  The  doctor  pulled  down 
a  portion  of  the  intestine  in  a  criminal  abortion  that  fortunately 
ended  in  recovery  after  extensive  surgery. 

Dr.  Polak. — ^The  doctor  evidently  in  his  attempts  at  curettage 
had  dismembered  the  child  and  amputated  its  head.  The  head 
had  apparently  floated  in  the  abdominal  cavity  out  of  the  field 
of  the  operation.  The  same  with  its  arm,  otherwise  this  four 
months'  fetus  was  complete,  the  child  attached  by  the  cord  to 
the  placentea  within  the  uterus. 

With  regard  to  the  sigmoid,  we  were  very  careful;  in  using  our 
irrigati6n  to  have  the  temperature  at  which  it  was  used  rather  too 
cold  than  too  hot.  We  have  been  using  the  Thermos  bottle 
lately  to  keep  up  our  temperature.      It  works  very  satisfactorily. 

My  explanation  is  that  at  several  places  its  circulation  was 
cut  off  almost  entirely  by  the  plastic  exudate  produced  by  the 
immense  quantity  of  gauze  packing  which  the  attendant  had  put 
into  the  abdomen  through  the  rent  in  the  uterus,  the  uterus 
being  retroverted,  the  sigmoid  was  lying  in  front  of  it  and  at  the 
time  of  the  operation  presented  constrictions  due  to  the  exudate. 

Dr.  Von  Ramdohr. — I  would  like  to  add  one  word  about 
the  perforation  of  the  uterus.  I  had  the  misfortune  to  perfo- 
rate a  uterus  with  chronic  endometritis.  It  was  a  hospital  case. 
I  put  in  a  strip  of  gauze  and  stopped  the  operation.  There 
was  no  rise  of  temperature.  The  woman  made  a  good  recovery. 
We  should  take  the  utmost  precaution  as  to  asepsis  with  a 
curettage  so  that  if  an  accident  happens  it  need  not  be  serious. 

Dr.  VinEBERG. — During  the  past  summer  the  first  case  of  va- 
ginal hysterectomy  that  I  had  lost  for  some  years  occurred  to 
me.  It  was  a  simple  case  of  chronic  metritis  and  hemorrhage. 
The  woman  on  the  second  day  began  to  have  diarrhea  with  a 
temperature;  the  diarrhea  persisted  in  spite  of  all  treatment, 
and  the  woman  kept  on  running  a  slight  temperature.  There 
was  nothing  to  account  for  this.  We  thought  of  typhoid  but 
there  were  no  other  evidences;  the  woman  died  on  the  tenth 
day  in  spite  of  anything  we  could  do.  At  postmortem  there 
was  no  peritonitis,  except  a  little  localized  over  the  upper  part 
of  the  rectum  which  showed  a  diphtheritic  ulceration.  The  only 
way  we  could  account  for  it  was  that  it  might  have  been  caused 
by  an  enema  that  had  been  given  right  after  fhe  operation.  The 
case  made  quite  an  impression  on  my  mind. 

The  President. — Is  there  any  record  of  the  temperature 
of  that  enema. 

Dr.  Vineberg. — I  do  not  know. 

AN     IMPROVED     obstetrical     CARRYING     CASE     AND     STERILIZER 

COMBINED. 

Dr.  Child. — The  object  in  devising  this  case  was  to  do  away 
with  the  carrying  of  a  separate  sterilizing  outfit;  that  is,  to  com- 
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bine  the  bag  which  is  in  general  use  for  carrying  one's  instru- 
ments, dressings,  towels,  etc.,  with  the  sterilizer,  to  make  the 
sterilizer  the  receptacle  for  carrying  these  things  and  do  away 
with  the  separate  parcel  comprising  the  sterihzer.  I  have  been 
using  this  outfit  for  about  two  years  with  a  great  deal  of  satis- 
faction. It  will  contain  everything  that  is  necessary  for  a 
complete  operative  obstetrical  outfit,  so  that  one  is  not  re- 
quired to  send  home  for  anything  when  an  emergency  arises. 
Furthermore,  the  complete  sterihzer  enables  one  when  called  m 
emergency  cases  to  sterilize  in  a  rapid  manner  and  a  fairly  effec- 
tual one  what  sheets,  towels,  etc.,  may  be  needed. 

The  outer  case  is  composed  of  fiberoid,  and  the  whole  outfit 
packed  complete  weighs  exactly  twenty-nine  pounds.  My  old 
bag  weighed  twenty-five  pounds. 

Dr.  Broux.— I  beg  to  ask  Dr.  Child  how  he  manages  to  keep 
his   gowns   and    things   dry   in   that   middle   sterilizer. 

Dr.  Brodhe.ad— The  outfit  is  a  very  ingenious  one.  Per- 
sonally I  like  the  usual  obstetric  leather  bag  and  I  presume 
the  volume  of  mv  bag  is  a  little  greater  than  that  of  Dr.  Child's 
outfit.  The  bag'is  about  19  x  10  x  10  inches  and  in  the  bottom 
of  this  bag  I  have  a  sterilizer  four  inches  in  height  which  fits 
the  bottom  of  the  bag.  It  has  worked  very  satisfactorily  in 
mv  practice. 

Dr.  Child.— In  regard  to  Dr.  Broun's  question  about  keeping 
gowns  and  towels  drv,  they  are  all  properly  sterilized  and  packed 
in  the  case  before  starting  out.  The  idea  of  having  the  central 
section  for  sterilizing  towels  and  growns  is  simply  as  a  convenience 
when  one  is  caught  in  an  emergency,  when  it  does  not  make  much 
difference  whether  the  gowns  or  towels  are  dry  or  not.  The 
outfit  is  made  bv  the  Kny-Scheerer  Company  and  cost  $23.50. 
In  regard  to  Dr.  Brodhead's  question  about  desiring  a  wider 
case,  this  is  made  as  wide  as  is  consistent  with  the  carrying  point 
of  the  ordinary  man's  arm,  so  that  it  can  be  swung  easily  at  the 
side  without  bumping  the  knees. 

Dr.  Broun  has  asked  whether  this  case  would  contain  a  pair 
of  forceps.  All  the  forceps  in  stock  in  the  Kny-Scheerer  Com- 
pany's store  we  tried  before  we  determined  on  the  dimensions. 
The  top  section  is  packed  for  normal  cases  and  I  have  found  it 
very  serviceable  to  have  a  separate  compartment  for  this  purpose. 
The  others  are  simply  held  in  reserve  to  be  used  in  emergencies. 
It  can  be  bought  separately. 
Papers  on 

FETAL  AND  EARLY  INFANTILE  MORTALITY- 

were  read  by  Drs.  Dorman,  Marx  and  Brothers. 
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DISCUSSION. 


Dr.   Von    Ramdohr. — ^Dr.  Marx  says  that   malposition  is  a 
cause  of  dystocia.     If  the  fetus  is  of  normal  size,  with  no  defor- 
*  See  original  articles,  pages  232,  240,  and  328. 
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mities  of  the  pelvis,  no  tumors  or  no  other  cause  for  obstruction, 
it  will  engage  normally  and  take  care  of  itself.  If  there  is  a 
malposition,  it  is  a  symptom  of  some  other  condition.  The 
malposition  of  the  fetus,  in  other  words,  is  not  a  condition 
which  needs  to  be  remedied  by  itself.  It  is  the  necessary  con- 
sequence of  some  other  condition  which  if  not  amenable  to  treat- 
ment will  necessitate  the  operation. 

Dr.  Waldo. — ^There  are  two  points  I  want  to  discuss,  first  in 
regard  to  antisyphilitic  treatment  of  the  mother  being  danger- 
ous to  the  unborn  child.  I  had  an  opportunity  to  see  that 
carried  out  very  positively  in  one  patient.  The  husband  had 
syphilis  of  about  two  years;  the  wife  had  syphilis  contracted 
from  her  husband.  She  became  pregnant  about  two  months 
after  marriage.  I  treated  the  wife  actively  during  the  entire 
pregnancy,  giving  her  as  much  as  two  grains  of  mercury  and 
chalk  three  times  a  day,  and  during  nearly  the  entire  time 
as  much  as  one  grain  three  times  a  day.  The  child  was  born 
healthy  and  sturdy  and  is  now  over  two  years  of  age,  and 
healthy. 

Another  point  Dr.  Marx  spoke  of  in  his  paper  was  the  use  of 
morphin  during  pregnancy  as  being  a  safe  thing.  About  thirty 
years  ago  there  was  a  very  careful  set  of  experiments  carried 
out  by  a  member  of  this  Society  at  the  New  York  Maternity 
Hospital.  At  that  titne  it  was  the  common  practice  to  give 
patients  during  labor  hypodermics  of  morphin,  and  its  was 
believed  by  some  of  the  members  of  the  Society  that  that  was 
possibly  dangerous  to  the  child,  so  with  every  possible  method 
of  aid  to  resuscitate  the  children,  a  number  of  women  were  given 
full  hypodermics  of  morphin  during  labor.  The  children 
were  born  in  a  very  desperate  condition.  It  is  dangerous  to  the 
child's  life  to  administer  morphin,  except  in  small  doses. 

Dr.  Brodhead. — I  am  of  the  opinion  that  torsion  of  the  cord 
is  the  cause  for  many  fetal  deaths. 

The  presence  of  meconium  on  the  examining  finger,  except 
in  breech  presentation,  is  a  dangerous  sign,  and  yet  the  fact  is 
apparently  not  always  recognized.  Again,  if  the  fetal  heart 
becomes  very  rapid  or  very  slow,  or  if  during  a  pain  it  becomes 
very  slow,  and  immediately  after  a  pain  fails  to  become  normal 
within  a  reasonable  time,  we  may  be  sure  the  child  is  becoming 
asphyxiated. 

Dr.  Marx  spoke  of  the  causes  of  the  nonengagement  of  the 
fetal  head  and  in  addition  to  those  he  mentioned,  we  may  add 
uterine  inertia  as  a  very  common  cause.  I  am  certainly  in 
accord  with  what  Dr.  ]\Iarx  said  about  pubiotomy;  there  are 
very  few  cases  in  which  I  would  use  it.  I  agree  with  him,  too, 
that  craniotomy  should  be  used  much  more  frequently,  especially 
if  the  fetus  is  dead.  One  of  the  most  common  causes  of  still- 
birth is  breech  presentation.  In  the  medical  schools  students 
are  told  to  make  the  delivery  very  slow  until  the  birth  of  the 
navel  and  then  to  extract  quickly.     In    actual  practice,  when 
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they  see  a  foot,  they  think  they  must  pull  it  out  instead  of 
allowing  the  uterus  to  expel  it.  One  of  the  most  frequent  causes 
of  fetal  death  is  rapid  breech  extraction.  One  must  remember 
that  not  more  than  five  minutes  must  elapse  between  the  birth 
of  the  navel  and  that  of  the  child's  mouth.  I  do  not  recall  a 
case  in  which  the  child  lived  when  more  than  five  minutes  were 
consumed  in  this  extraction. 

In  the  management  of  breech  cases,  we  advise  that  a  clock 
be  kept  before  the  operator's  eyes  and  the  nearer  he  gets  to  three, 
four  or  five  minutes,  the  harder  he  must  work  to  get  the  head 
out,  if  the  child  is  to  be  saved. 

Dr.  Marx  laid  a  great  deal  of  stress  on  the  undilated  cervix 
as  a  cause  of  still-birth,  and  in  our  experience  we  find  it  a  very 
common  cause.  It  is  just  in  these  cases  of  a  cervix  partially 
dilated  that  the  Champetier  de  Ribes  or  the  Pomeroy  bag  is  of 
such  great  value.  If  the  special  No.  5  bag  is  used,  the  cervix 
may  be  dilated  to  a  diameter  of  about  four  inches,  large 
enough,  to  er^tract  any  head  through.  I  believe  that  by  the  use 
of  these  bags  in  some  of  these  cases  of  protracted  labor,  we  can 
save  some  children  which  would  otherwise  be  lost. 

The  use  of  the  Champetier  de  Ribes  bag  is  usually  attended 
with  no  bad  results,  but  in  our  experience  with  the  bag,  in  more 
than  one  hundred  cases,  we  have  known  presentation  or  prolapse 
of  the  cord  to  follow  in  at  least  three  cases,  and  in  one  instance 
of  flat  pelvis,  the  presentation  changed,  after  the  introduction 
of  the  bag  from  vertex  to  breech.  In  a  recent  case  presentation 
of  the  cord  followed  the  escape  of  the  bag  from  the  cervix,  but 
replacement  was  made  before  the  rupture  of  the  membranes, 
and  in  that  way  the  child  was  saved. 

With  Dr.  Marx  we  believe  that  vaginal  section  is  but  rarely 
indicated,  and  that  where  the  cervix  is  not  dilated,  it  is  better, 
as  a  rule,  to  wait.  Waiting  is  one  of  the  hardest  things  we  are 
compelled  to  do,  but  in  the  treatment  of  many  obstetrical  cases 
patience  is  indeed  a  cardinal  virtue,  and  will  bring  a  good 
reward. 

Dr.  VinEberg. — A  physician  called  me  to  examine  a  woman 
six  and  a  half  months  pregnant.  She  had  the  morphia  habit, 
using,  she  admitted  herself,  four  grains  a  day.  The  physician 
thought  she  used  at  least  eight  grains,  and  was  very  insistent 
upon  my  empting  the  uterus.  I  could  not  agree  with  him.  I 
looked  up  the  subject  and  came  across  the  literature  that  Dr. 
Waldo  mentioned.  This  discussion  extended  over  three  meet- 
ings of  the  Society.  There  seemed  to  be  as  little  unanimity  then 
as  now.  Dr.  Thomas  closed  the  discussion.  Several  of  the 
speakers  related  cases  of  pronounced  morphin  maniacs  who 
came  through  pregnancy  safely  and  delivered  a  perfectly 
healthy  child. 

As  to  the  case  in  which  I  was  consulted,  the  physician  got  some 
one  else  who  was  a  little  more  compliant.  He  emptied  the 
uterus  of  a  living  child,  which  of  course  died. 
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Dr.  BricknER. — ^A  physician,  who  had  much  to  do  with 
:x;-ray  work  in  former  years  acquired  a  temporary  azoospermia 
which  he  feels  confident  disappeared  shorely  before  his  marriage, 
about  eighteen  months  ago.  He  was  unfortunate  enough  ten 
years  ago  to  acquire  a  professional  syphilis  for  which  he  was 
very  vigorously  treated. 

His  wife  recently  became  pregnant.  At  six  and  one-half 
months  she  suddenly  noticed  a  cessation  of  fetal  movements. 
There  had  been  no  injury,  no  accident,  she  had  no  temperature, 
no  headaches,  no  nausea,  but  she  never  again  felt  fetal  move- 
ments. She  was  delivered  about  the  middle  of  October  of  a 
macerated  fetus  with  a  very  thin  umbilical  cord.  At  the  time 
of  delivery  the  placenta  was  no  longer  attached  to  the  fundus 
of  the  uterus. 

The  Wasserman  reaction  was  negative  on  all  the  organs  of  the 
fetus.  The  spirochetse  were  not  found  on  examination  of  the 
placenta.  Dr.  Mandlebaum,  pathologist  at  Mt.  Sinai  Hospital, 
found  a  normal  placenta.  The  question  has  since  occurred  to 
me:  might  it  perhaps  have  been  possible  that  the  imperfect 
spermatozoids  of  which  the  husband  may  still  be  the  victim, 
may  not  be  responsible  for  the  death  of  the  fetus? 

Dr.  M ABBOTT. — May  I  call  attention  to  the  statistics  of  Miss 
Croweh's  researches  for  the  year  1906,  in  New  York,  in  which  she 
stated  that  the  midwives  reported  forty-two  per  cent,  of  the 
births  in  New  York  City,  and  then  incidentally  further  on  stated 
that  the  midwives  reported  twenty-eight  per  cent,  of  the  still- 
births. There  was  a  large  variation  in  favor  of  the  midwives; 
in  other  words,  they  attended  forty-two  per  cent,  of  the  births 
and  should  have  been  entitled  to  about  the  same  percentage  of 
the  stih-births.  I  put  a  footnote  in  my  comment  on  that  in  a 
paper  read  before  this  Society  to  the  effect  that  this  conveyed 
some  idea  of  the  number  of  midwife  cases  that  terminated  in 
the  hands  of  the  doctors;  but  I  was  not  entirely  satisfied  with 
my  own  explanation,  and  I  think  further  study  would  be  war- 
ranted to  determine  whether  possibly  the  lack  of  interference 
in  a  good  many  prolonged  labors  does  not  account  for  the  living 
birth  of  some  children  under  the  care  of  midwives,  that  might 
have  been  sacrificed  under  the  manipulations  of  the  excited 
young  doctors  referred  to  by  one  of  the  speakers  to-night. 

Another  word  with  regard  to  the  mortality  due  to  breech 
presentations.  We  all,  I  think,  intend  to  examine  our  patients 
toward  the  end  of  the  eighth  month  of  pregnancy  and  turn  over 
presenting  breeches  in  otherwise  normal  cases  and  avoid  these 
breech  deliveries. 

Dr.  McLean. — I  wish  to  call  attention  to  the  practical  fact 
that  entanglements  of  the  cord  are  not  infrequently  associated 
with  great  fright  of  the  mother. 

Dr.  Wells. — In  view  of  the  importance  of  syphilis  in  the 
production  of  the  conditions  under  discussion,  it  may  be  in  order 
to  call  attention  to  the  facility  and  ease  with  which  the  living 
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spirochetae  can  now  be  recognized  under  the  microscope  by 
means  of  transverse  illumination.  It  is  only  necessary  to  obtain 
a  little  serum  from  a  suspected  lesion,  put  it  under  the  micro- 
scope, and  you  can  easily  see  the  Hving,  squirming  spirochetae. 
You  get  them  in  a  much  larger  percentage  of  cases  than  where 
the  old  methods  of  staining  are  employed. 

Dr.  Edgar. — I  would  like  to  ask  Dr.  Dorman  if  he  refers  to 
fever  in  a  general  way  as  causing  uterine  contraction .  I  believe 
it  is  generally  accepted  that  typhoid  fever,  unless  the  toxemia 
is  very  pronounced,  does  not  necessarily  cause  interruption  of 
pregnancy.  The  general  hospitals  use  the  routine  treatment 
ignoring  the  pregnancy.  We  do  not  expect  fever  to  interrupt 
these  pregnancies,  especially  in  the  early  months.  Influenza  cases 
with  high  temperature  do  not  necessarily  empty  themselves. 

Dr.  Dorman. — In  answer  to  Dr.  Edgar's  question  I  must  say 
that  I  believe  fever  to  be  an  important  factor  in  fetal  death 
particularly  when  high  and  of  sudden  onset.  My  paper  did  not 
refer  to  the  effect  of  fever  upon  emptying  the  uterus,  simply 
to  cases  where  the  fetus  dies  in  utero;  I  did  not  discuss  the 
induction  of  labor  pains. 

The  other  point  as  to  morphin  poisoning  is  exceedingly 
interesting.  I  am  not  convinced  that  chronic  poisoning  has  a 
lethal  effect  on  the  infant,  but  I  do  think  it  has  a  very  serious 
effect  on  the  vitality  of  the  child.  I  had  an  opportunity  of  seeing 
several  morphin  habitues  in  the  hospital.  One  woman  brought 
the  ashes  of  her  opium  smoking,  and  asked  to  be  allowed  to 
chew  or  eat  them.  She  had  a  very  poor  fetus,  born  hving,  but 
dying  soon.  It  was  so  with  several  other  cases.  On  the  other 
hand,  I  have  seen  some  perfectly  successful  deliveries  in  cases 
of  chronic  morphin  habit.  One  case  was  put  under  its  in- 
fluence purposely.  She  had  frequently  miscarried,  and  was 
living  in  Japan  when  she  conceived.  Her  husband  thought  it 
would  be  impossible  for  her  to  have  a  living  child,  unless  she 
was  kept  under  the  influence  of  opiates  for  several  months.  In 
fact  she  arrived  here,  near  term  thoroughly  under  the  influence 
of  the  drug.  She  demanded  it  for  pain  and  insisted  upon  his 
giving  her  the  morphin.  They  came  to  me  in  a  few  days  after 
landing  and  I  told  them  that  if  he  continued  it  the  child  was 
hable  to  be  very  weak  when  born.  I  advised  him  to  as  rapidly  as 
possible  withdraw  the  morphin.  He  took  her  away  to  a  quiet 
place  and  in  a  few  weeks  had  it  entirely  withdrawn;  the  child 
soon  after  was  born  healthy. 

In  another  case  I  was  called  in  at  the  last  moment.  I  was 
not  aware  she  was  a  morphin  fiend.  She  was  delivered  of  a 
poorly  nourished  child,  which  seemed  to  be  doing  fairly  well. 
Three  days  later  I  was  called  up.  The  child  had  a  sudden 
cyanotic  attack  and  died,  and  the  nurse  told  me  it  was  after 
the  administration  of  seven  grains  of  morphin  to  the  mother 
by  the  husband,  followed  by  a  nursing. 

I  do  not  beheve   that  .morphin    often  if  ever  kills  a  child  in 
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utero,  but  I  believe  it  affects  its  vitality  in  a  majority  of  cases. 
In  moderate  doses,  given  to  women  who  are  exhausted  in  labor, 
I  believe  it  is  one  of  the  most  practical  methods  we  have  to  give 
the  patient  a  chance  to  rest.  If  we  give  her  one-eighth  grain 
of  morphin,  we  partly  stop  uterine  action  and  the  patient  will 
sleep,  and  then  wake  up  and  have  good  labor  pains. 

The  point  brought  up  by  Dr.  Brickner  I  perhaps  should  have 
included  in  my  paper,  the  paternal  effect  on  the  vitality  of  the 
child.  It  has  been  well  demonstrated  that  chronic  plumbism 
of  the  father  has  an  effect  on  the  fetus,  and  I  can  readily  imagine 
that  the  vitality  of  the  fetus  can  be  affected  by  the  jc-ray. 

Dr.  Marx. — I  have  had  no  experience  with  chronic  morphin 
cases.  I  have  used  morphin  in  a  number  of  cases  for  two 
purposes.  First,  in  very  small  doses  of  one-eighth  of  a  grain  for 
causing  relaxation.  I  have  given  as  high  as  one-third  of  a  grain 
of  morphin  in  order  to  put  a  woman  to  sleep.  I  have  yet  to 
see  a  bad  result,  except  possibly  in  one  case,  where  there  may 
have  been  an  effect  on  the  fetus.  It  was  an  exceedingly  long 
labor  and  the  child  was  born  dead,  but  the  death  may  have 
been  due  to  the  forceps. 
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SECTION  ON  OBSTETRICS  AND  GYNECOLOGY. 
Meeting  of  November  27,   1908. 
W.  S.  Stone,  M.  D.  in  the  Chair. 
Dr.  Samuel  Brickner  read  the  report  of  a  case  of 

VESICOVAGINAL      FISTULA      FOLLOWING      ABORTION      IN      AN 

OPERATED    CASE   OF    INCOiMPLETE    CONGENITAL   TRANSVERSE 

SEPTUM    OF   THE    VAGINA. 

A  woman,  twenty-four  years  old,  was  admitted  to  Mt.  Sinai 
Hospital  in  July,  1907.  Her  menses  began  at  thirteen,  and 
a  physician  at  this  time  punctured  the  hymen  to  allow  the 
menstrual  blood  to  escape.  The  flow  had  always  been  regular, 
of  three  days'  duration,  moderately  profuse  and  with  no  pain. 
She  had  been  married  eleven  months,  but  was  never  pregnant. 
Coitus  was  very  painful.  On  examination  the  urethra  and  outlet 
were  found  normal,  but  the  vagina  ended  about  one  and  a  half 
inches  from  the  vulva.  At  the  internal  end  a  pin-hole  opening 
and  a  mucous  discharge  could  be  seen.  The  rectal  examination 
revealed  a  small,  retroverted,  movable  uterus,  and  a  boggy  mass 
over  the  cervix  and  septum.  This  was  evidently  the  vagina 
filled  with  secretion.  The  appendages  were  not  felt,  and  her 
condition  was  otherwise  negative.  A  cross-shaped  incision  was 
made  through  the  minute  opening,  which  was  situated  a  little 
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to  the  left  in   the   upper  left   quadrant   of  the   septum.     This 
incision  was   extended    to   the  right,    left  and   downward.       It 
could  not  be  extended  upward,   because  the   posterior  wall  of 
the    septum   was   tightly   adherent   to   the   cervix.      This   was 
bluntly  dissected  away  from  the  cervix.     The  septum  was  then 
completely  excised  circularly,  the  cervix  being  well  exposed  and 
a  piece  of  gauze  inserted  into  it.     The  cervix  was  infantile  in  size 
and  shape.     The  septum  was  extremely  thick,  its  base  occupying 
practically  the  entire  floor  of  the  vagina.     A  continuous  suture 
was  passed  through  the  cut  edges,  no  mucous  membrane  being 
available  for  the  upper  part  of  the  posterior  wall.     The  vagina 
was  then  tightly  packed  with  gauze.     The  specimen  was  covered 
by  squamous  epithehum.     Within  the  next  few  days  the  gauze 
was  removed   and   reinserted  several  times.     Later  glass  plugs 
were  used,  which  the  patient  w^as  taught  to  remove,  clean  and 
reinsert   daily.     When    she    was   discharged    the   vagina   could 
ea.sily  admit  a  large  glass  plug.     The  walls  were  thick  and  lined 
with  mucous  membrane.     She  was  told  to  clean  and  reinsert  the 
plug  daily;  but  when  she  returned  for  inspection  it  was  learned 
that  she  had  not  worn  it  regularly,  and  that  considerable  con- 
traction   of    the    vagina    had    taken    place.     She    passed    from 
observation  from  September,  1907,  until  she  returned  in  October, 
1908.     She  stated  that  she  had  become  pregnant  last  spring,  and 
at  four  and  a  half  months  had  entered  the  Lying-in   Hospital, 
where  she  aborted  and  was  curetted.     After  leaving  the  hospital 
she  observed  that  she  lacked  urinary  control.     At  first  she  had 
incontinence    during    the    day    only,    but    later    urine    dribbled 
continuously.     The  second  examination  showed  a  vagina  about 
two  inches  deep.     The  upper  vault  was  rounded  off,  and  in  its 
summit   was  a   small   orifice   which   leaked   urine   and  entered 
directly   into    the    bladder.      The    cervix   could    not    be    seen; 
but  in  the  middle  third  of  the  vagina  was  a  small  orifice  through 
which  a  probe  could  be  passed  for  two  and  a  half  inches,  evi- 
dently into  the  uterus.     The  uterine  body  could  be  felt  anteri- 
orly.    A  vaginal  septum  consisting  of  scar  tissue  occupied  the 
vagina  transversely.     On  October  24,  the  septum  was  incised 
transversely  between  the  fistulous  opening  and  the  orifice  leading 
to  the  cervical  canal,  exposing  the  cervix  and  the  fistula,  which 
was    one-half    inch    long,    and    one-quarter    of   an    inch    wide. 
The  cervix  was  seized  with  bullet  forceps,  and  the  edges  of  the 
fistula  freshened.     The  bladder  mucosa  was  separated  from  the 
muscularis,    inverted,    and    sutured    with    interrupted    chromic 
sutures.     The  overlying  tissues  were  also  sutured  with  chromic 
gut,  and  a  permanent  catheter  inserted.     Four  days  later  the 
catheter  was  draining  well.     On  the  eleventh  it  was  removed, 
the   bladder   was   irrigated,   the   return   flow   being  clear.     On 
November   12,   eighteen  days  after  the  second   operation,   the 
vagina   was   seen   to   be   filled   with  scar  tissue.     The   patient 
urinated  about  every  three  to  five  hours.     A  small  opening  into 
the  uterus  still  remained.     The  fistula  was  closed.     The  follow- 
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ing  were  the  features  of  interest  in  this  case:  First,  in  the 
pregnancy  following  the  operation  for  the  relief  of  the  septum ; 
second,  in  the  difficulty  of  delivering  even  a  four  and  a  half 
months'  fetus;  third,  in  the  complete  subsequent  scarification  of 
the  vagina;  and  fourth^  in  the  origin  of  the  septum. 

The  origin  of  congenital  transverse  septa  was  of  great  embry- 
ological  interest.  They  were  normal  in  adult  sheep,  whales, 
dugongs,  the  manatee  and  the  chimpanzee.  When  they  occurred 
in  the  human  female,  they  might,  therefore,  represent  "a  return 
to  an  ancestral  type."  Their  function  was  purely  speculative, 
but  might  have  to  do  with  the  facilitation  ol  conception;  and 
when  they  appeared  in  the  human  being  they  might  have  the 
same  purpose,  to  aid  in  overcoming  other  minor  defects  of 
development. 

Dr.  IvE  Roy  Brown  reported  a  case  with 

UNUSUAIv    ABSENCE    OF    PERITONEAL    ADHESIONS    AFTER    SEVERE 
SEPTIC  INFECTION. 

The  patient  was  married,  twenty-eight  years  old,  and  never 
had  a  miscarriage  or  children.  Six  weeks  ago  she  was  two 
months  pregnant  and  had  an  abortion  performed.  Two  weeks 
after  this  she  began  to  have  pain  in  the  abdomen  and  back. 
She  had  a  foul  discharge,  and  this  was  attended  with  repeated 
chills  and  fever.  Before  entering  the  hospital  she  was  curetted 
by  her  attending  physician.  On  admission  her  pulse  was  hardly 
perceptible  and  numbered  120;  her  temperature  was  102, 
respirations  30.  Her  abdomen  was  distended  with  a  hard 
inflammatory  mass  reaching  to  the  umbilicus.  The  vault  of 
the  vagina  was  filled  with  an  inflammatory  exudate,  and  the 
uterus  could  not  be  made  out.  The  patient  was  kept  under 
observation  for  one  week,  after  which  the  mass  became  more 
tense  anteriorly.  On  January  2 1 ,  eight  days  after  her  admission, 
an  incision  was  made  in  the  anterior  cul-de-sac  and  a  large  amount 
of  broken  down  blood  and  pus  was  evacuated.  Drainage  was 
introduced  and  the  extent  of  the  abdominal  exudate  rapidly 
diminished,  with  corresponding  physical  improvement.  At 
difi"erent  times,  and  through  the  same  anterior  incision,  punc- 
tures and  drainage  were  made  in  other  pus  pockets.  The 
smears  from  these  discharges  showed  medium  sized  cocci,  growing 
in  chains.  There  were  many  pus  cells.  On  March  5,  incision 
and  drainage  through  the  posterior  cul-de-sac  liberated  a  quan- 
tity of  pus  of  the  same  character  as  on  former  occasions.  The 
anterior  vaginal  incisions  ceased  to  discharge  and  closed,  the 
posterior  refusing  to  heal.  After  two  months  of  expectant 
treatment  she  was  readmitted  to  the  hospital,  May  20,  for 
abdominal  section.  The  uterus  was  small  and  in  good  position. 
To  the  left  of  the  uterus  was  an  inflammatory  mass,  probably 
ovarian  in  origin,  which  was  connected  with  the  opening  in  the 
posterior  cul-de-sac.  On  May  21,  an  abdominal  section  was 
made  and  dense  adhesions  were  anticipated,  but  a  remarkable 
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absence  of  all  was  the  condition.  The  left  ovary  and  tube  were 
embedded  in  adhesions  which  were  easily  severed.  The  ovary 
was  the  seat  of  an  old  abscess,  and  the  abscess  cavity  com- 
municated with  the  cul-de-sac  opening.  The  tube  of  this  side 
was  thickened.  The  abscess,  together  with  the  tube,  was 
removed  and  drainage  instituted.  The  recovery  was  even. 
The  presence  of  many  adhesions  was  anticipated  after  such  an 
extensive  and  severe  infection.  The  failure  to  find  them  was 
striking,  their  existence  being  chiefly  limited  to  the  area  of  the 
infected  left  tube  and  ovary. 
Dr.  Broun  also  reported 

ABDOMINAL    SECTIONS    FOR    REMOVAL    OF    PATHOLOGICAL 

CONDITIONS    FOLLOWING    FORMER  CONSERVING   OF 

PARTS    IN    FIRST    OPERATION. 

The  first  patient  was  a  woman,  thirty-nine  years  old,  with  a 
large  ventral  hernia  in  the  line  of  a  former  laparotomy  scar. 
An  ovarian  cyst,  8  or  lo  cm.  in  diameter,  was  to  the  left  of  the 
cervix.  The  pelvic  adhesions  were  very  dense  The  uterus  had 
been  amputated  at  a  previous  operation.  The  woman  said 
that  a  mvomectomy  had  been  done  in  1903,  and  a  supravaginal 
hysterectomy  in  1906.  At  operation  the  pelvic  adhesions  were 
found  to  be  unusually  dense  and  abundant.  One  ovary  had 
been  removed;  the  remaining  ovary  was  the  seat  of  a  unilateral 
cyst  of  the  type  of  a  distended  Graafian  follicle.  There  was 
much  oozing  from  raw  surfaces.  The  ventral  hernia  was 
repaired  and  the  recovery  was  uninterrupted.  Another  patient 
had  a  multiple  fibromyoma  of  the  uterus  with  hemorrhages. 
A  supravaginal  hysterectomy  was  done.  One  ovary  was  re- 
moved. About  one  year  later  an  ovarian  cyst  developed;  this 
was  removed.  The  character  of  the  cyst  was  unilocular  and 
had  the  appearance  of  an  enormously  distended  Graafian  follicle. 
These  two  cases  suggested  to  him  a  common  cause  for  their 
occurrence,  an  obstruction  in  the  return  circulation.  They 
were  not  true  adenocystoma;  they  were  all  enormously  dis- 
tended Graafian  follicles  and  could  readily  be  caused  by  the 
disturbance  in  the  return  circulation  of  the  ovary,  such  as 
necessarily  followed  hysterectomy. 

Dr.  Broun  reported  a  case  of 

TUBAL  ABORTION  ASSOCI.A.TED  WITH  OVARIAN  CYST. 

The  patient  was  thirty-eight  years  old,  married,  had  four 
children,  the  last  five  years  ago,  and  she  was  admitted  to  the 
hospital  May  13,  1908.  She  had  had  two  miscarriages.  vShe 
gave  a  typical  history  of  a  possible  tubal  pregnancy,  having 
missed  the  February  period  and  beginning  to  flow  in  March  and 
April.  The  local  examination  revealed  an  ovarian  cyst  the  size 
of  a  grape  fruit  situated  back  of  the  uterus.  There  was  some 
feeling  of  fullness  on  the  right  side  on  the  uterus.     On  May  14 
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a  small  ovarian  cyst  of  the  right  side  was  removed,  together  with 
a  ruptured  tubal  pregnancy  of  the  same  side. 

DISCUSSION. 

Dr.  H.  N.  VinEberg  said  that  Dr.  Broun's  first  case  was  a 
good  illustration  of  sound  conservative  surgery  in  a  very  desper- 
ate case.  But  he  would  like  to  take  the  case  as  a  basis  of  some 
remarks  upon  pus  collections  within  the  abdomen  during  the 
acute  stage.  He  thought  that  gynecologists  were  behind  in 
their  technic  in  the  treatment  of  these  cases.  With  the 
present  technic  it  was  necessary  to  wait  until  the  acute  stage 
had  subsided  before  intervening.  In  this  he  thought  they  were 
behind  the  general  surgeons  who  did  not  hesitate  to  operate  in 
appendicular  abscess  while  fever  was  still  present.  He  did  not 
wish  his  remarks  to  be  understood  in  any  way  as  criticising  Dr. 
Broun's  case,  but  merely  to  apply  in  a  general  way  to  purulent 
collections  within  the  pelvis  and  lower  abdomen.  The  subject 
has  given  him  considerable  food  for  reflection  and  he  feels  that 
the  next  advance  in  gynecology  will  be  along  the  lines  sug- 
gested. The  subject  can  merely  be  mentioned  in  a  discussion 
like  the  present.  Regarding  the  other  cases  he  would  say 
conservative  work  must  go  on,  but  suitable  cases  must  be 
selected.  As  an  illustration,  a  patient  might  come  with 
marked  physical  signs,  thickening  of  the  adnexa,  etc.,  and  who 
had  been  treated  for  some  time  without  improvement.  The 
physician  opened  the  abdomen,  found  adhesions  and  perhaps 
an  ovary  a  little  cystic;  he  removed  a  portion  of  the  ovary  and 
the  patient  made  a  good  recovery  from  the  operation,  but  con- 
tinued to  suffer  as  before.  The  abdomen  was  opened  again,  and 
the  tube  and  ovary  of  the  other  side  subjected  to  conservative 
work.  And  still  the  patient  continued  to  suffer.  Then  she  was 
subjected  to  radical  operation.  Such  cases  should  be  excluded 
from  attempts  at  conservative  work.  In  was  his  custom  to 
either  leave  such  cases  alone,  or  else  to  subject  them  to  radical 
operation. 

Dr.  John  O.  Polak  desired  to  speak  about  the  first  case 
reported  by  Dr.  Broun.  To  his  mind  the  evidences  found  there 
showed  an  extreme  conservatism  on  the  part  of  nature.  There 
was  an  exudate,  and  in  the  exudative  cases  was  to  be  found 
nature's  protection,  and  he  firmly  believed  that  such  cases  could 
be  handled  by  the  vaginal  better  than  by  the  abdominal  route. 
In  the  general  septic  cases  one,  however,  could  do  more  by  some 
radical  procedure;  but  in  the  exudative  cases  nature  had  a  way 
of  protecting  the  peritoneum  by  this  exudate  and,  if  necessary, 
any  tapping  could  be  done  through  the  vagina.  If  one  had 
occasion  to  open  the  abdomen  later  he  would  find  the  peritoneum 
comparatively  free  from  adhesions.  One  should  not  expect  to  do 
in  cases  of  acute  sepsis,  as  in  the  first  case  reported  by  Dr.  Broun, 
what  the  surgeon  would  do  in  the  appendicitis  cases. 

Dr.  Clarence  C.  Sichel  had  three  cases  in  which  the  intestines 
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and  the  uterus  were  bound  down  by  dense  adhesions,  and  he 
beheved  that  such  cases  could  be  treated  better  by  the  abdominal 
route.  One  should  bear  in  mind  that  they  were  dealing  with  pus, 
and  he  said  that  even  if  drainage  must  be  mstituted  subsequently 
through  the  cul-de-sac,  a  better  recovery  would  follow  than  if  an 
opening  was  made  through  the  vagina  alone. 

Dr.  Broux  took  issue  with  Dr.  Vineberg,  in  cases  of  acute 
ovarian  abscesses  he  believed  that  it  would  be  foolhardy  to  go  in 
through  the  vagina;  he  advised  to  enter  by  way  of  the  abdomen, 
clean  out,  and  drain  if  necessary. 

Dr.  Robert  T.  Frank  presented 

AN   ANALYSIS  OF  EIGHTY  CONSECUTIVE   CASES  OF  ECTOPIC   PREG- 
NANCY.* 

Dr.  Brooks  H.  Wells.— This  controversy  as  to  the  merits 
of  deferred  or  immediate  operation  in  cases  of  ectopic  pregnancy 
reminds  us  in  certain  of  its  contradictions  of  the  old  story  of 
the  two  knights  who  fought  over  the  question  of  the  metal  of  the 
shield  hanging  by  the  wayside.  We  who  have  traveled  the 
road  many  times  should  remember  the  gold  of  the  one  side  as 
well  as  the  silver  of  the  other. 

A  woman  with  an  ectopic  pregnancy  is  in  serious  danger, 
danger  so  great  that  the  highest  duty  of  her  physician  is  to 
keep  always  the  possibility  of  its  occurrence  in  mind  and  so  be 
ready  to  recognize  the  first  red  flag  held  up  by  nature,  the  slight 
unusual  menstrual  irregularity  and  the  slight  unusual  pelvic 
pain. 

It  is  ideal  to  make  the  diagnosis  and  remove  the  cause  before 
rupture  has  occurred.     It  is  good  surgery  to  operate  in  all  cases 
as  soon  as  proper  environment  and  skill  can  be  secured.     There 
is  only  one  possible  exception  to  this — when  the  patient  is  in 
desperate    collapse    from    sudden    hemorrhage.     This    question, 
as  it  appears  to  me,  will  never  be  settled  by  academic  discussion! 
It  is  one  that  must  always  be  largely  influenced  bv  the  personal 
equation  of  the  surgeon  in  charge — by  the  factors  of  his  individual 
experience,  judgment  and  skill,  and  he  will  be  the  safest  man 
who    proceeds    dehberately.     Yet    he    who    refuses    operation 
because    of    alarming  conditions    cannot   by  so  doing  shift  his 
responsibihty  in  the  event  of  the  patient's  death.     To  say  that 
these  patients  do  not  die  from  hemorrhage,  as   certain   recent 
papers   have   claimed,    seems,    in   the   face   of   easily   obtained 
evidence,  that  they  do  die,  as  almost  an  inexcusable  misstate- 
ment.    I    have    twice    seen    a    woman    with    ruptured    ectopic 
pregnancy  allowed  to  die  from  hemorrhage  because  the  surgeons 
in  charge  would  not  operate  until  reaction  occurred,  and  I  know 
with  certainty  of  many  other  instances  where  the  same  end  has 
followed  the  same  waiting.    With  these  facts  in  mind  it  becomes 
impossible  for  me  to  believe  that  women  with  ruptured  ectopic 
pregnancy  may  not  die,  even  if  A.  B.  or  C.  write  that  they  have 
*For  original  article  see  page  211. 
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not  seen  cases  die,  or  have  not  lost  cases  by  waiting,  or  because 
D.  may  claim  that  bitches  with  cut  pelvic  arteries  recover. 

My  own  inclination  to  operate  is  strengthened  by  the  fact  that 
out  of  a  large  number  of  ectopic  cases  I  have  operated  on  eight 
during  dangerous  collapse  and  they,  as  well  as  all  the  others, 
have  recovered.  My  own  rule  is  in  cases  with  dangerous  collapse 
to  operate  as  soon  as  ready  unless  some  improvement  is  shown 
during  the  time  of  waiting  for  necessary  preparation.  Keep 
the  patient  warm  on  the  table,  use  light  ether  oxygen  anesthesia, 
a  moderate  Trendelenburg  position,  get  in  quickly,  tie  off  the 
tube  en  masse,  scoop  out  only  clots  easily  reached,  close  the 
abdomen,  give  hot  salt  solution  by  rectum,  and  expect  the  patient 
to  get  well. 

The  benefits  of  a  long  delay  before  operation — delay  of  from 
one  to  several  weeks  so  that  the  patient's  general  condition  may 
improve — have  been  strongly  urged  by  some  recent  papers. 
In  the  long  delayed  cases  we  have  not  alone  the  primary  mor- 
tality to  consider  but  also  the  increased  morbidity  following  long 
delay.  In  my  own  experience  the  cases  that  have  caused  me 
the  greatest  anxiety  have  been  delayed  operations  with  sepsis 
not  due  to  operation  but  to  serious  intrapelvic  conditions  found 
at  operation.  Operation  done  before  rupture  or  before  serious 
bleeding  has  occurred  is  not  ordinarily  difficult  for  any  one 
skilled  in  this  class  of  surgery  and  should  be  followed  by  almost 
no  mortality.  Operation  delayed  for  several  weeks  means  com- 
plications with  added  danger  from  adhesions  and  often  pus  and 
sepsis  from  the  ruptured  tube. 

I  do  not  place  much  reliance  on  the  strictly  mathematical  or 
statistical  factors  of  an  argument  in  a  question  like  this,  yet, 
as  it  is  admitted  that  about  95  per  cent,  of  cases  of  ectopic 
pregnancy  with  bleeding  will  not  die  immediately  from  hemor- 
rhage, we  may  hold  that  when  an  operator  can  show  a  mortality 
of  only  2  or  3  per  cent,  in  his  general  abdominal  pelvic  oper- 
ations he  can  be  safely  trusted  to  use  proper  care  and  judg- 
ment and  to  operate  on  a  ruptured  ectopic  at  any  time  he  may 
think  wise.  If,  on  the  other  hand,  his  mortality  runs  up  to 
more  than  5  per  cent,  it  seems  equally  evident  that  in  the  long 
run  he  will  gain  nothing  by  immediate  operation.  This  brings 
the  argument  back  again  to  the  personal  equation  of  the  surgeon 
in  charge. 

Dr.  Broun  endorsed  what  both  Dr.  Frank  and  Dr.  Wells  had 
stated.  There  was  one  thing  in  particular  that  he  wished  to 
bring  out,  that  there  was  a  decided  difference  in  the  structure 
of  the  arteries  of  dogs  and  those  of  the  human  being.  Robb's 
deductions  were  based  upon  the  failure  of  a  bitch  to  bleed  to 
death  after  the  arteries  had  been  cut.  If  one  would  look  into 
the  comparative  structures  of  the  arteries  of  dogs  and  human 
beings,  he  would  find  that  the  internal  coat  in  dogs  had  an 
elastic  condition  of  the  longitudinal  fibers,  and  this  was  very 
much  more  marked  in  dogs  than  in  human  beings,  so  much  so 
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that  when  the  arteries  were  cut  in  dogs  this  stretching  and 
elastic  property  in  the  musculature  of  the  arteries  would  cause 
the  arteries  to  retract,  causing  a  folding  in  of  the  outer  coat 
and  a  cessation  of  the  bleeding.  This  was  not  the  case  in  the 
human  being.  A  surgeon  who  did  experimental  work  at  the 
Rockefeller  Institute  of  Medical  Research  told  him  that  if  the 
carotid  artery  of  a  dog  was  severed,  the  internal  coat  would 
retract  to  such  an  extent  that  the  bleeding  would  cease.  Be- 
cause bleeding  would  cease  after  severing  either  the  carotid 
artery  or  the  ovarian  artery  in  dogs,  did  not  mean  that  it  would 
cease  in  the  human  being,  and  too  much  reliance  should  not  be 
placed  upon  such  experiments. 

Dr.  Joseph  Brettauer  had  seen  and  watched  carefully  the 
cases  described  by  Dr.  Frank  and  had  120  more  to  add  to  the 
series,  although  his  records  had  not  been  kept  as  accurately  as 
had  Dr.  Frank's  in  the  later  years,  yet  he  must  say  that  he 
agreed  with  what  Dr.  Wells  had  stated.  He  did  not  believe  in 
figures,  but  in  what  was  learned  from  observing  his  own  cases. 
With  regard  to  th  question  of  immediate  or  deferred  operation; 
in  cases  which  he  considered  serious,  for  instance  cases  of  hemor- 
rhage when  the  patient  was  in  extremis,  there  was  no  question 
but  the  better  course  would  be  to  operate  at  once.  He  believed 
this  question  of  immediate  or  deferred  operation  could  only  be 
brought  up  in  those  cases  where  it  did  not  matter  much  what 
one  did;  these  patients  would  get  well  with  or  without  operation. 
It  was  about  time  that  we  should  recognize  the  fact  that  not 
only  were  we  dealing  with  cases  of  ectopic  gestation  but  with  a 
certain  stage  in  ectopic  gestation.  In  many  instances  nature 
aided  them  so  that  they  would  get  well  any  way.  In  the  milder 
cases  where  the  pulse  was  not  much  accelerated  and  where  the 
signs  of  hemorrhage  were  not  marked,  should  we  operate  or  not? 
During  the  last  two  years  he  had  been  gratified  and  satisfied  at 
the  procedure  of  waiting,  although  it  was  claimed  by  many  that 
the  sooner  they  operated  the  more  chance  had  the  patient  for  a 
good  recovery. 

Dr.  Philander  A.  Harris,  of  Patterson,  N.  J.,  said  that  when 
so  many  excellent  operators  had  expressed  their  views  in  papers 
and  discussions  regarding  "immediate"  and  "delayed  operation" 
for  ectopic  gestation  he  felt  that  he  was  scarcely  called  upon  to 
do  more  than  refer  to  own  experience. 

He  had  operated  upon  154  cases  of  tubal  pregnancy.  In  not 
a  single  case  had  death  attended  or  followed  operation  which 
was  accepted  by  the  patient  at  the  time  that  he  proposed  it, 
in  any  of  the  cases  exhibiting  the  so-called  familiar  condition 
known  as  shock,  or,  in  what  he  had  designated  as  the  tragic 
stage  of  the  disease. 

Operation  not  accepted  by  two  patients  when  it  was  advised. 
Both  of  them  accepted  later,  and  died  after  operation. 

In  one  instance  it  happened  that  a  patient  deferred  the 
proposition  of  her  family  physician  Dr.  William  Neer  for  oper- 
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ation  and  also  his  advice  supporting  Dr.  Neer,  so  that  about 
three  hours  were  lost.  This  patient  did  not  exhibit  in  a 
marked  degree  the  condition  which  we  ordinarily  term  shoc:z  but 
she  had  had  continuing  colics  and  pain  for  twenty-five  hours  and 
until  first  seen  by  Dr.  Neer.  About  three  hours  after  he  first 
advised  operation,  her  pain  still  continuing,  she  consented  to  be 
operated  upon.  They  operated  upon  her  and  she  only  survived 
the  operation  by  a  few  hours.  In  this  discussion  this  case  should 
be  entered  as  a  case  of  deferred  operation. 

Another  patient  in  rather  poor  physical  condition  who  did 
not  accept  a  proposition  for  immediate  operation  improved 
steadily  for  six  days.  She  then  had  severe  pains,  another  hemor- 
rhage, and  developed  a  considerable  degree  of  shock.  She  had 
been  bleeding,  and  had  colics  for  about  four  or  five  weeks  before 
the  occurrence  of  the  shock;  had  been  curetted  before  he  saw 
her,  and  in  consequence  of  all  the  loss  of  blood,  including  the 
final  bleeding  when  she  consented  to  operation,  her  condition 
was  very  critical.  So  much  so  indeed  that  he  deferred  operation 
for  two  days  hoping  that  she  would  become  stronger. 

In  spite  of  their  best  directed  efforts  her  pulse  in  these  two 
days  became  faster  and  weaker,  as  did  also  her  respiration, 
so  that,  as  a  matter  of  humanity,  he  attempted  to  save  her  life 
by  operation  about  two  days  after  the  occurrence  of  shock  and 
the  tragic  symptoms.  This  patient  died  very  shortly  after 
removal  from  the  operating  table. 

He  therefore  thought  it  was  fair  for  him  to  place  these  two  pa- 
tients representing  "deferred  operation "  in  a  class  by  themselves. 

All  of  the  remaining  cases  (152  in  number)  of  tubal  preg- 
nancy upon  which  he  had  operated  represented  a  distinct  class 
in  that  immediatet  operation  was  never  deferred  after  it  was 
advised  for  them.  In  this  152  cases  there  were  exactly  foiir 
deaths,  and  in  not  a  single  instance  did  a  patient  die  who  was 
operated  upon  in  a  condition  of  shock,  or  what  he  had  termed 
the  tragic  stage  and  there  were  many  such. 

The  four  cases  which  did  not  recover  died  of  sepsis.  One  of 
them,  a  case  of  Dr.  Davenport's,  had  been  profoundly  septic  for 
a  week  or  more  before  operation,  carrying  a  temperature  from 
2°  to  4.5°  above  normal. 

Another  case  which  he  had  designated  in  his  notes  as  the 
"Fifth  Ave.  case"  had  blood  from  the  vagina  and  little  colics 
for  four  weeks.  She  was  very  anemic  but  her  pulse  was  not 
particularly  fast,  nor  did  she  exhibit  more  than  the  slightest 
elevation  of  temperature.  vShe  had  remained  upon  her  feet 
much  of  the  time  and  did  a  little  house  work  until  one  week 
before  he  first  saw  her.  A  very-  large  quantity  of  blood  was 
found  in  her  peritoneal  cavity. 

The  remaining  two  of  the  four  fatal  cases  in  this  class  of  152 
had  presented  the  symptoms  of  ectopic  gestation  for  three  or 
four  weeks  and  died  after  operation  with  the  symptoms  of  sepsis. 

Thus    there    were    four    deaths   in    152    operations    for    tubal 
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pregnancy,  in  which  all  of  the  cases  presenting  tragic  symptoms 
are  included,  and  all  such  were  operated  upon  as  promptly  as 
possible  after  they  were  seen.  This  afiforded  a  percentage  of 
deaths  for  all  cases  amounting  to  2.63  per  cent.  The  non- 
atragic  cases  were  operated  upon  with  more  deliberation  at  his 
convenience  and  that  of  the  patient. 

Since  these  results  were  quite  in  contrast  with  the  very  high 
mortality  acknowledged  by  some  operators.  He  must  be  per- 
mitted to  state  briefly  some  facts  regarding  his  management 
of  this  class  of  152  cases. 

In  the  first  place  almost  all  of  them  were  operated  upon  in  well- 
ordered  hospitals.  Furthermore,  in  the  past  thirteen  years  he 
had  made  very  free  use  of  intravenous  infusions  of  the  so-called 
normal  salt  solution.  If  the  shock  was  profound  and  the  patient 
without  pulse  at  the  wrist,  the  first  procedure  (while  the  patient's 
abdomen  was  being  cleaned)  was  to  begin  the  inflow  of  normal 
salt  solution  in  the  median  basilic  vein,  and  so  soon  as  the  pulse 
was  countable  at  the  wrist,  the  administration  of  ether  was  begun. 
A  very  small  amount  of  ether  was  required  for  anesthesia  in  such 
cases.  The  abdomen  was  opened,  the  blood  streams  to  the 
affected  tube  arrested,  the  pathology  removed,  and  the  cavit)' 
closed. 

Such  patients  left  the  operating  table  with  a  readily  and  con- 
tinuously afterward  countable  pulse,  with  respirations  not 
increased,  generally  reduced,  and  presenting  far  less  evidence  of 
shock  than  they  exhibited  when  placed  upon  the  table. 

The  quantity  of  normal  salt  solution  slowly  thrown  in  the 
veins  in  these  cases  probably  averaged  three  pints.  In  only 
one  instance  was  considerable  normal  salt  solution  given 
before  the  patient  was  placed  upon  the  operating  table.  He 
had  always  felt  that  the  rapid  throwing  of  a  large  amount  of 
solution  in  the  circulation  for  any  considerable  time  prior  to 
an  operation  for  effecting  hemastasis  might  cause  a  recurrence 
of  intraabdominal  hemorrhage,  if  the  hemorrhage  had  already 
ceased,  and  that  nature  would  be  more  illy  prepared  to  arrest 
the  hemorrhage  with  the  blood  still  further  diluted  by  the  intra- 
venous infusion.  Hence  for  this  reason  he  would  not  consent 
to  the  throwing  of  a  large  quantity  of  normal  salt  solution  in 
the  veins  of  a  patient  unless  such  patient  and  he  were  both 
prepared  for  the  operation. 

He  has  also  in  the  condition  of  profound  shock  feared  the 
administration  of  ether  or  any  other  anesthetic  without  pre- 
viously restoring  the  pulse  at  the  wrist  by  intravenous  infusion. 

In  only  one  or  two  instances,  and  that  in  the  beginning  of 
his  career  as  a  pelvic  and  abdominal  surgeon,  had  he  used  hypo- 
dermoclysis.  He  had  seen  it  used  enough  by  his  colleagues  and  by 
others  to  form  the  opinion  that  it  could  not  be  relied  upon  for 
quick  results. 

The  prompt  and  very  satisfactory  effects  upon  the  circulation 
in  these  impaired  states,  arising  from  intravenous  infusion,  had 
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been  accountable  for  his  rejection  of  hypodermoclysis  and 
also  of  rectal  irrigation  in  all  cases  where  so  much  depended  upon 
immediate  stimulation. 

If  a  surgeon  of  limited  experience  has  the  additional  handicap 
of  undesirable  environment  and  facilities,  delay  may  be  of  benefit 
both  to  him  and  his  patient. 

The  lack  of  preparedness  for  operation  must  be  admitted 
as  a  factor  influencing  the  decision  for  or  against  immediate 
operation  in  individual  cases.  If  after  a  few  years  trial  by 
others  of  the  "waiting  policy"  now  advocated  by  a  few  op- 
erators, it  should  appear  that  the  tragic  stage  of  ectopic  gesta- 
tion is  not  dangerous  to  life  as  most  have  esteemed  it  to  be, 
then  we  should  welcome  the  adoption  of  a  plan  of  action  which 
will  be  less  irksome  and  trying  to  all  who  have  to  assume  the 
responsibility  of  decision  as  to  immediate  or  delayed  operation. 

Dr.  H.  N.  Vineberg  was  in  accord  with  Dr.  Brettauer  that 
there  was  not  much  room  left  for  discussion;  he  was  also  in 
accord  with  what  Dr.  Wells  had  said  about  "personal  equa- 
tion." He  wished  to  express  his  indebtedness  to  Dr.  Frank 
for  his  excellent  analysis  of  this  class  of  cases,  but  there  was 
one  thing  that  particularly  struck  him,  the  number  of  cases  he 
reported  with  no  absence  of  menstruation;  Dr.  Frank  gave  a 
very  much  larger  percentage  of  these  than  was  met  with  in  Dr. 
Vineberg's  cases.  Dr.  Vineberg  said  that  ten  out  of  eighty  of 
his  patients  had  not  skipped  a  menstrual  period.  He  did  not 
know  whether  they  could  always  diagnose  those  cases  which 
must  be  left  alone,  and  he  called  attention  to  three  cases  reported 
by  Dr.  Frank  not  diagnosed  as  instances  of  ectopic  gestation, 
even  under  the  anesthesia,  and  one  of  these  bled  to  death 
afterward.  He  wanted  to  know,  therefore,  how  they  were 
going  to  tell  by  an  examination  whether  such  cases  were  those  in 
which  the  tube  contained  a  small  clot  of  blood  and  that  no 
further  hemorrhage  would  occur.  A  case  in  point  he  saw  last 
summer.  The  woman  had  gone  about  five  or  six  weeks  over 
time  and  considered  herself  pregnant;  she  then  placed  something 
in  the  cervix.  After  this  she  bled  profusely,  was  curetted 
and  the  bleeding  ceased.  About  three  or  four  weeks  later  in 
going  up  stairs  she  fell  in  a  faint,  was  picked  up,  and  the  doctor 
who  was  called  diagnosed  the  condition.  She  was  admitted  to 
Mt.  Sinai  Hospital  and  Dr.  Vineberg  was  summoned.  When 
he  saw  her  she  was  moribund  and  with  no  pulse  at  the  wrist. 
Intravenous  infusions  were  given  before  he  reached  the  hospital. 
He  opened  the  abdomen  and  blood  spurted  out.  The  patient 
immediately  improved  although  she  had  practically  been  a 
corpse.  On  the  afternoon  of  the  next  day  she  did  not  feel  so 
well  and  had  some  difficulty  in  breathing.  The  next  morning 
she  died  of  acute  edema  of  the  lungs.  This  was  a  case  in  which 
death  certainly  was  not  due  to  the  shock  added  by  the  operation. 

In  another  case,  a  woman  who  had  been  treated  for  indiges- 
tion was  seen   at  twelve  o'clock  by  her  physician  and  told  she 
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was  well.  She  gave  no  symptoms  referable  to  the  pelvic  organs 
and  the  slight  irregularity  in  menstruation  she  insisted  was  regular 
with  her.  In  the  afternoon  her  physician  was  'phoned  for  and  was 
told  that  there  had  been  a  marked  change  in  her  condition.  He 
found  her  very  anemic,  with  a  pulse  of  120.  It  was  five  o'clock 
before  Dr.  Vineberg  reached  the  patient  and  it  did  not  take  him 
long  to  make  a  diagnosis  of  ruptured  ectopic  gestation.  During 
the  forced  wait  of  four  hours,  until  the  desire  by  the  family  for 
further  consultation  was  obtained,  the  patient's  pulse  grew  more 
rapid  and  notably  weaker.  At  nine  when  all  was  ready  for 
operation  the  pulse  was  very  feeble  and  160.  The  patient  was 
apathetic  and  breathing  was  shallow  and  rapid.  The  abdominal 
cavity  was  found  filled  to  distention  with  liquid  blood  and 
several  old  blood-clots.  A  fetus  of  about  ten  weeks  was  found 
floating  among  the  intestines.  The  rupture  had  taken  place  at 
the  isthmus  of  the  tube.  Intravenous  saline  infusion  was  given 
as  soon  as  the  ruptured  tube  was  tied  off.  The  improvement  was 
prompt  and  marked  until  7  a.  M.  of  the  second  day,  that  is  about 
thirty-four  hours  after  the  operation.  The  patient  passed  a 
good  night,  was  feeling  very  comfortable  and  asked  the  nurse 
for  a  drink  which  she  took.  Immediately  afterward  she  went 
into  coma  and  died  three  hours  later.  No  autopsy  was  per- 
mitted. The  cause  of  death  was  probably  an  embolism.  These 
two  fatal  cases  occurred  within  a  month  of  each  other  after  an 
absence  of  any  mortality  in  his  operative  ectopic  cases  for  over 
eight  years,  with  the  sole  exception  of  one  case  that  died  three 
weeks  after  operation  from  ether  pneumonia. 

In  both  these  cases  the  fatal  complications  would  have  been 
less  likely  to  have  occurred  had  there  been  a  shorter  interval 
between  the  catastrophe  and  the  operation.  Surely  no  one, 
even  the  most  ardent  advocate  of  delay  would  attribute  them 
to  surgical  intervention. 

Dr.  Frank  closed  the  discussion.  Intravenous  infusions 
he  had  found  of  value  in  these  cases.  In  the  unruptured  cases, 
those  that  were  not  of  a  serious  nature  and  where  one  could  take 
time  to  deliberate,  few  mistakes  should  be  made,  and  he  believed 
that  the  mortality  on  the  whole,  less  than  ten  years  from  now, 
would  be  less  than  it  was  at  present.  Statistics  were  fallacious 
and  could  not  be  taken  into  account;  this  was  shown  in  Dr. 
Vineberg's  experience  of  eighty  cases  in  succession  without  a 
mortality,  and  then  the  next  two  cases  dying. 
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Medical  Gynecology.  By  Samuel  Wyllis  B.\ndler,  M.  D. 
Fellow  of  the  American  Association  of  Obstetricians  and  Gyne- 
cologists; Adjunct  Professor  of  Diseases  of  Women,  New  York 
Post-Graduate  Medical  School  and  Hospital;  Associate 
Attending  Gynecologist  to  the  Beth  Israel  Hospital,  New 
York  City.  With  original  illustrations.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1908. 

In  the  past  few  years  there  has  arisen  a  demand  for  books  on 
special  subjects  written  for  the  purposes  of  the  general  practi- 
tioner. This  demand  is  a  highly  justifiable  one  for  the  reason 
that  in  conventional  text-books  the  subjects  are  discussed  so 
broadly,  that  the  practitioner  is  not  only  required  to  sift  an 
immense  mass  of  largely  unnecessary  facts,  but  also  finds  details 
of  high  importance  to  him  discussed  with  insufficient  detail. 

The  elaboration  of  a  work  dealing  only  with  those  phases  of  a 
subject  that  are  of  interest  to  the  general  practitioner  is  obvi- 
ously a  difficult  task.  This  difficulty  applies  not  only  to  the 
necessity  of  keen  discrimination  in  the  selection  of  the  essential 
facts,  but  also  in  the  skillful  manner  of  presentation  and  the 
emphasis  to  be  placed  on  purposeful  data. 

On  the  w^hole,  the  author  has  performed  his  task  well,  par- 
ticularly when  it  is  considered  that  his  book  is,  as  far  as  we  are 
aware,  a  pioneer  publication  of  this  kind  in  the  subject  with 
which  it  deals.  In  the  first  place,  he  has  shown  good  judgment 
in  the  selection  of  his  data.  While  the  work  practically  covers 
the  entire  realm  of  gynecology,  he  has  placed  most  emphasis  on 
diagnostic  and  therapeutic  aspects.  It  appears  to  us,  however, 
that  he  has  introduced  considerable  more  pathology  and  ex- 
perimental physiology  than  is  necessary.  We  must  give  the 
author  credit,  however,  that  he  has  presented  his  facts  in  a 
manner  to  be  readily  grasped  by  the  general  practitioner.  In 
the  emphasis  placed  on  certain  subjects,  the  author  has  also 
revealed  a  nice  discrimination.  The  largest  space  is  devoted  to 
subjects  and  diseases  which  are  more  apt  to  fall  into  the  hands 
of  the  general  practitioner.  For  instance,  uterine  bleedings, 
amenorrhea,  sterility,  menopause,  the  nervous  disorders,  gonor- 
rhea, endometritis,  are  more  exhaustively  discussed  than  the 
so-called  major  diseases  of  gynecology. 

Perhaps,  the  most  serious  criticism  of  the  book  that  can  be 
made  is  the  unorderlv  exposition  of  each  subject.  The  author 
very  frequently  jilunges  into  the  subject  in  a  sort  of  haphazard 
manner,  discussing  certain  phases  of  pathology  or  physiology 
for  instance,  while  the  definition  only  follows  later.  The 
etiologies    of    various    conditions    are    presented    without  .any 
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system,  while  the  causes,  symptoms,  diagnoses,  etc.,  are  often 
mixed  together  in  one  paragraph. 

The  views  of  the  author  are,  on  the  whole,  entirely  orthodox 
and  no  objections  can  be  raised  against  his  methods  of  therapy. 
Naturally,  the  greatest  attention  is  devoted  to  nonoperative 
methods.  The  author  has  but  very  few  fads.  He  is  a  firm 
believer  in  hyperthyroidism  as  the  cause  of  symptoms  in  the 
climacterium  and  in  the  value  of  Nauheim  baths  in  various 
gynecologic  conditions,  particularly  in  those  associated  with 
nervous  disorder.  He  regards  "ovarin"  as  a  specific  in  symp- 
toms of  artificial  climacterium.  Especially  commendable  is 
the  chapter  on  "constipation"  written  by  Dr.  George  ^lann- 
heimer.  It  is  one  of  the  most  scientific  and  at  the  same  time 
sensible    expositions  of  the  subject  that  we  have  ever  read. 

The  author's  construction  of  sentences  is  not  alwa^'s  all  that 
can  be  desired.  It  is  often  crude  and  in  some  instances  even 
ungrammatical. 

The  illustrations  are  only  fair.  The  index  is  not  as  complete 
as  it  might  be. 

Our  ultimate  verdict  is  that  general  practitioners  will  find  this 
bood  exceedingly  useful.  E.  M. 

Obstetrics  for  Nurses.  By  Joseph  B.  DeLee,  M.  D.,  Pro- 
fessor of  Obstetrics  in  the  Northwestern  University  Medical 
School,  Chicago.  Third  Revised  Edition.  12 mo  of  512  pages, 
fully  illustrated.  Philadelphia  and  London:  W.  B.  Saunders 
Company,   190S. 

This  excellent  volume  deserves  commendation  as  well  for  its 
omissions  as  for  its  actual  contents.  It  is  intended  for  and 
adapted  entirely  to  the  use  of  nurses,  omitting  all  details  with 
which  they  are  not  concerned  and  presenting  most  clearly  their 
own  duties  during  pregnancy,  labor  and  the  puerperium  and  in 
the  care  of  the  new-born  child.  As  only  emergency  treatment 
is  included  in  such  a  work  as  this,  few  changes  from  the  former 
edition  have  been  necessary.  An  appendix  includes  a  dietary 
and  a  glossary.  The  latter  has  been  improved  by  the  insertion  of 
page  references  where  a  full  description  may  be  found.  The 
illustrations  are  excellent  and  the  typographical  work  leaves 
nothing  to  be  desired. 

Gener.^l  Pathology.  By  Ernst  Ziegler,  Professor  of 
Pathological  Anatomy  and  of  General  Pathology  in  the 
University  of  Freiberg  in  Breisgau.  Translated  from  the 
Eleventh  Revised  German  Edition.  Edited  and  brought  up 
to  date  by  Alfred  Scott  Warthin,  Ph.  D.,  M.  D.,  Professor  of 
Pathology  and  Director  of  the  Pathological  Laboratory  in  the 
University  of  Michigan,  Ann  Arbor.  With  604  illustrations 
in  black  and  in  colors.  New  York:  WilHam  Wood  and  Co., 
1908.  $5.00,  net. 
This   posthumous  issue   of   the   eleventh   edition   of   Ziegler's 

General  Pathology  is  a  welcome  addition  to  reference  books  on 


318  BRIEF    or    CURRENT    LITERATURE. 

this  subject.  During  the  Hfetime  of  the  author  we  were  assured 
of  new  editions  from  his  facile  pen  at  brief  intervals  and  grew 
to  look  upon  "Ziegler"  as  the  standard.  This  new  edition  has 
been  ably  brought  up  to  date  by  incorporating  the  newer  advance- 
ments in  the  knowledge  of  pathology.  Advance  in  this  branch 
of  medical  science  is  so  rapid  that  any  book  on  the  subject 
becomes  antiquated  in  a  short  time.  The  additions  found  in  this 
volume  show  a  full  appreciation  of  this  fact.  Its  teaching  is 
sound,  its  descriptions  brief,  clear^  and  to  the  point.  We  com- 
mend particularly  the  comprehensive  explanation  of  the  recent 
additions  to  our  knowledge  of  the  intricacies  of  immunity. 
In  the  omission  of  much  material  made  antiquated  by  the 
evolution  of  his  subject  the  editor  has  shown  good  judgment. 
"Ziegler"  will  continue  to  be  a  standard  for  some  time  to  come. 

F.J. 

Taber's  Pocket  Encyclopedic  Medical  Dictionary.  Edited 
by  Clarence  W.  Taber;  Associate  Editor,  Nicholas  Senn, 
Md.,  Ph.  D.,  LL.  D.,  C.  M.  Pp.  418.  C.  W.  Taber,  Publisher, 
Chicago. 

This  little  volume  attempts  to  fill  the  position  of  an  encyclopedia 
within  the  compass  of  a  small  pocket  dictionary.  In  so  far  as  it 
adheres  to  its  role  as  dictionary  it  is  useful,  but  it  is  impossible 
to  recognize  the  value  of  the  synopses  of  such  extensive  subjects 
as  tuberculosis  which  is  condensed  into  three  small  pages.  Such 
overcondensation  of  important  matter  destroys  its  value.  In 
the  case  of  symptoms,  under  such  headings,  the  attempted  brev- 
ity detracts  greatly,  while  the  suggestions  of  treatment  are  so 
brief  as  to  be  practically  valueless.  The  ordinary  medical  epit- 
ome is  far  more  satisfactory.  Those  subjects  which  are  espe- 
cially extensive  are  grouped  in  separate  vocabularies  under 
such  headings  as  Operations,  Instruments,  Poisons.  A  cross- 
index  renders  the  contents  more  accessible. 
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obstetrics. 

Vesicular  Combined  with  Hematomatous  Uterine  Mole  Ex- 
pelled After  Seventeen  Months  of  Amenorrhea. — Paole  Gaifami 
(  Ann.  di  Ostet.,  e  Gin.,  Aug.  1908)  reports  this  case  because  of  the 
extreme  rarity  of  this  combination  of  two  forms  of  uterine  mole 
in  the  same  uterus,  and  makes  observations  on  the  occurrence  of 
such  growths.  The  case  was  one  of  internal  abortion,  with  a 
retention  of  the  product  of  the  abortion  for  seventeen  months, 
and  amenorrhea  during  all  that  period.  The  author  concludes 
from  his  study  of  these  growths  that  there  are  benign  vesicular 
moles,  which  remain  torpid  for  months  in  the  uterus,  even  after 
the  termination  of  the  nine  months  that  usually  end  pregnancy, 
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without  producing  any  local  or  constitutional  mischief.  They 
may  undergo  retrograde  changes  which  cause  their  volume  to  be 
diminished  and  may  be  the  seat  of  extravasation  of  blood  going 
on  slowly  and  progressively  until  a  subchorial  hematoma  is 
formed;  or  may  be  the  seat  of  the  formation  of  a  fleshy  mole. 
The  clinical  course  of  such  a  mole  will  be  the  same  as  that  of  a  hema- 
tomatous  mole.  It  occurs  in  women  of  advanced  age,  from 
thirty-six  years  up.  The  embryo  ceases  to  live  in  the  third 
month  and  generally  dissolves,  leaving  no  trace  behind.  The 
mean  time  of  retention  of  such  moles  is  eleven  months  and  a  half. 
The  association  of  these  two  forms  of  mole  is  not  without  signifi- 
cance, the  hemorrhage  which  precedes  the  formation  of  the 
abortive  product  being  an  obstacle  to  the  development  of  the 
vesicular  mole.  There  is  no  single  known  cause  for  these  tuber- 
ous hematoma.  If  we  concede  that  the  deciduosubchorial 
hemorrhage  is  the  primary  factor  in  the  causation  of  the  succes- 
sive pathological  changes  in  the  ovum,  we  must  also  admit  the 
possibility  that  the  hemorrhage  took  place  after  the  ovum  was 
already  pathologically  changed.  It  is  not  proved  that  endome- 
tritis is  the  main  cause  of  the  condition;  this  inflammation  may 
be  the  result  of  reactive  changes  in  the  endometrium  following 
the  long  retention  of  the  mole.  The  cause  of  internal  abortions 
is  unknown;  it  may  be  uterine  hyperexcitability. 

Diphtheritic  Genital  Infection  in  the  Puerperium. — In  a  patient 
seen  by  William  Cuthbertson  (Jour.  Amer.  Med.  Assoc,  Sept. 
19,  1908)  convulsions  came  on  during  labor  and  the  woman 
showed  marked  general  edema.  Craniotomy  was  performed 
Treatment  was  then  directed  against  the  nephritis.  Eight  days 
after  delivery  there  was  a  slight  chill,  then  emesis.  Two  days 
later  a  diagnosis  of  septic  peritonitis  was  made.  Vaginal  means 
subsequently  showed  diphtheria  bacilli  confirmed  by  cultural 
experiment  and  animal  inoculation,  and  a  grayish  membrane  was 
found  scattered  in  patches  over  the  vagina.  Diphtheria  anti- 
toxin to  the  amount  of  10,000  units  in  all,  was  given  and  recovery 
followed.  The  writer  has  found  twenty-two  reported  cases  of 
this  type.  The  diphtheria  invasion  does  not  seem  to  have  any 
definite  period  after  confinement  for  making  its  appearance,  the 
time  varying  from  the  third  to  the  twenty-sixth  day.  Pain 
in  the  genitals  is  apparently  one  of  the  prominent  symptoms. 
The  membrane  covering  the  genitals  is  grayish-white  in  color, 
with  a  red  coloration  around  the  edges.  In  all  but  one  of  the 
reported  cases  its  appearance  was  accompanied  by  fever,  ranging 
from  100°  F.  to  104°  F.  All  of  the  patients  recovered  in  those 
cases  in  which  the  antitoxin  was  used.  Curetment,  either  with  a 
sharp  or  dull  curet,  or  with  the  finger,  should  be  scrupulously 
avoided,  as,  the  membrane  being  densely  adherent,  its  removal 
results  in  leaving  raw  surfaces  which  serve  as  open  avenues  for 
the  absorption  of  a  greater  amount  of  toxic  material. 

Toxemia  of  Pregnancy. — In  discussing  the  various  forms  of 
toxemia  of  pregnancy,  Collin  Foulkrod  {Amer.  Jour.  Med.  Scs., 
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Oct.,  1908)  says  that  in  the  most  serious  forms  of  toxemia  there  is 
to  be  noted  perhaps  only  a  decrease  in  the  daily  quantity  of 
urine,  then  perhaps  an  added  decrease  in  the  total  daily  output  of 
nitrogen  in  the  urine,  that  is,  if  the  patient  is  on  a  milk  diet. 
Then,  with  persistence  of  the  toxemia  changes  in  the  ratio  of  the 
different  nitrogens  occur,  usually  a  decrease  of  urea  nitrogen  and 
an  increase  of  ammonia  nitrogen  or  of  aminoacid  nitrogen,  or  of 
both.  Any  decided  increase  or  persisting  increase  in  the  am- 
monia nitrogen  or  in  the  rest  nitrogen  is  an  indication  of  serious, 
irreparable  changes  going  on  in  the  liver,  and  the  presence  of 
such  low  nitrogen  output  and  persisting  increase  of  these  nitro- 
gens at  the  expense  of  urea  should  lead  to  the  induction  of  labor, 
irrespective  of  albumin  and  casts. 

Etiology  of  Eclampsia. — F.  Mirte  (Ann.  di  Ostet.  e  Gin.,  Sept., 
1908)  believes  that  the  theory  that  eclampsia  is  due  to  imper- 
fect function  of  the  maternal  organs  is  untenable,  since  it 
excludes  the  production  of  poisons  by  the  ovum.  There  are 
divergent  opinions  as  to  the  manner  in  which  the  intoxication  of 
the  mother  by  the  fetus  is  produced.  The  author  attributes 
eclampsia  to  the  production  of  antibodies  caused  by  the  passage 
of  placental  elements  in  excess  into  the  circulation  of  the  mother. 
He  studied  experimentally  the  relation  that  exists  between 
placenta  and  fetus  in  cases  of  eclampsia.  For  this  purpose  he 
weighed  the  placenta  and  the  fetus  in  normal  cases,  in  syphilitic 
cases,  in  cases  of  albuminuria,  and  of  eclampsia.  He  found  that 
in  eclampsia  there  is  greater  hypertrophy  of  the  fetus  than  in 
cases  of  placental  lesions  and  albuminuria.  The  fetus  develops 
less  when  the  placenta  is  altered,  the  greatest  functional  altera- 
tions occurring  in  the  placentas  of  eclamptics.  The  author  con- 
cludes that  the  poisons  originate  in  alterations  of  the  placenta 
which  allow  the  easy  passage  into  the  circulation  of  the  mother 
of  substances  formed  in  the  placenta,  as  well  as  coming  from  the 
fetal  metabolism,  unneutralized  or  transformed  by  the  placenta. 
In  most  cases  the  maternal  alterations  are  secondary  to  intoxi- 
cation of  the  ovum.  In  nephritis  there  are  secondary  alterations 
of  the  placenta.  The  use  of  parathyroidin  is  generally  entirely 
valueless,  and  it  is  not  even  useful  as  a  preventive.  The  eclamp- 
tic poisons  are  of  fetal  and  placental  origin,  and  the  maternal 
organs  whose  function  is  to  neutralize  these  poisons  are  primarily 
or  secondarily  altered,  and  thus  contribute  to  the  causation  of  the 
disease. 

Prognosis  and  Indications  for  Hebostomy. — Cyrille  Jeannin  and 
V.  Callala  {L'Obstcfriqiic,  Oct.,  1908)  compare  symphysiotomy 
and  hebostomy.  Their  conclusion  is  that  hebostomy  is  to  be  pre- 
ferred because  of  its  better  prognosis  for  both  mother  and  child. 
The  only  logical  method  of  performing  hebostomy  is  the  open  one, 
the  subcutaneous  being  subject  to  too  great  danger  of  perfora- 
tion of  the  bladder.  The  prognosis  of  hebostomy  is  affected  by 
the  occurrence  of  early  and  late  accidents.  Early  accidents 
include  hemorrhage,  thrombosis,  vulvo-vaginal  tears,  and  urinary 
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lesions.  Late  accidents  are  fortunately  rare,  and  include  im- 
potence, genital  prolapse,  incontinence,  persisting  sciatica,  and 
inguinal  hernia.  The  only  cause  of  maternal  mortality  is  infec- 
tion. The  mortality  for  the  mother  is  57  per  cent.,  for  the  child 
7  per  cent.  In  pelves  with  a  diameter  above  8.5  centimeters, 
at  the  beginning  of  labor  symphysiotomy  is  to  be  preferred  to 
Cesarean  section.  The  section  is  to  be  preferred  in  all  pelves 
with  diameters  under  8.5  centimeters  with  full  dilatation  present. 
When  there  are  symptoms  of  infection  the  section  should  give 
place  to  hebostomy. 

Myomectoiny  in  Pregnancy. — -Vincenzo  Valdigni  (La  Ginecolo- 
gia,  Oct.  15,  1908)  says  that  the  prognosis  in  myoma  combined 
with  pregnancy  is  influenced  by  the  location  of  the  fibroid  and 
whether  it  is  pediculated,  or  sessile  and  placed  deeply  in  the  sub- 
stance of  the  uterus.  Contraction  of  the  uterus  is  much  less 
likely  to  be  excited  by  the  removal  of  a  pediculated  fibroid  than 
by  that  of  one  that  has  to  be  enucleated  from  the  uterine  wall. 
In  most  cases  it  is  not  necessary  to  end  the  pregnancy,  since  the 
uterus  is  very  tolerant  of  interference  during  pregnancy.  The 
only  indication  for  the  removal  of  the  fibroid  is  obstruction  to 
delivery.  In  most  cases  the  growth  of  the  uterus  or  the  muscular 
contractions  will  push  the  tumor  upward  and  out  of  the  pelvic 
basin.  We  should  consider  the  relative  risks  of  abortion  with 
and  without  interference.  It  is  found  that  abortion  is  less  likely 
to  occur  when  the  myoma  is  removed  that  when  it  is  left  in  place. 
The  life  of  the  mother  must  be  considered  as  well  as  that  of  the 
child.  In  removal  care  should  be  taken  not  to  lift  the  uterus  out 
of  the  pelvis  or  to  make  much  traction  upon  the  walls.  In  a  case 
operated  upon  by  the  author  there  was  a  tumor  the  size  of  an 
egg  in  the  right  horn  of  the  uterus,  which  was  successfully  re- 
moved at  the  fourth  month  of  pregnancy,  the  child  being  de- 
livered at  full  term. 

Function  of  the  Placenta. — Peter  Bergell  and  Edmund  Falk, 
(Milnch.  Med.  woch.,  Oct.  27,  1908)  give  the  many  theories  that 
have  been  advanced  as  to  the  function  of  the  placenta.  They  con- 
clude from  their  own  observations  that  it  is  an  organ  of  nutrition 
for  the  child  until  the  infant  can  make  use  of  the  breast  milk 
of  its  mother.  It  is  an  organ  in  which  materials  are  changed  and 
prepared  for  the  use  of  the  child.  They  have  tried  to  wash  out 
of  the  placenta  a  ferment  that  would  transform  albumin,  and 
have  found  it  impossible.  This  ferment  must  then  be  contained 
in  the  cells  themselves. 

Placental  Syphilis. — ^From  a  study  of  twenty-five  placentae,  mi- 
croscopically diagnosticated  as  syphilitic,  W.  A.  Pauli  (Johns 
Hopk.  Hasp.  Bull.,  Nov.  190S)  concludes: 

I.  That  the  Spirocheta  pallida  is  rarely  found  in  syphilitic 
placentae,  and  then  only  after  long  and  tedious  search.  2.  That 
the  anatomical  changes  observed  in  the  placenta,  are  the  result 
of  toxins  produced  by  the  Spirocheta  pallida  in  the  fetal  organs 
and  not  to  the  immediate  effect  of  the.  organisms  upon  the  villi 
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themselves.  3.  The  placenta  is  not  the  nidus  of  infection.  The 
fact  that  the  Spirocheta  pallida  is  never  found  in  the  maternal 
portion  of  the  placenta,  but  only  in  the  blood  vessels  and  stroma 
of  the  fetal  villi,  would  suggest  that  the  placenta  offers  greater 
resistance  to  the  invasion  of  the  organism,  which  is  probably  due 
to  the  steady  flow  of  antibodies  or  immune  substances  from  the 
mother  through  the  maternal  circulation.  ^ 

Radiography  to  Determine  whether  an  Infant  was  Born  Dead. — 
Fabre  and  Jarricot  {Bull,  de  la  Soc.  d'Obst.  de  Paris,  Nos.  6  and 
7,  1908)  give  the  radiographic  appearances  in  children  still-born 
and  born  alive,  with  reference  to  the  possibility  of  determining  by 
this  method  whether  a  child  was  born  dead  or  was  killed  after 
birth.  His  conclusions  are  given  thus:  Radiography  is  a  pre 
cise  method  of  exploration  of  the  lungs  in  such  cases,  and  of 
medicolegal  value,  serving  the  same  purpose  as  the  water  test, 
and  at  the  same  time  preserving  an  exibit  of  the  conditions  found 
that  is  permanent.  In  no  other  respect  is  it  superior  to  the 
water  test;  this  method  is  not  absolutely  certain  since  the 
child  may  live  a  few  hours  without  the  lung  becoming  fully 
inflated  by  air,  and  inversely  we  may  find  air  in  the  lungs  of  a 
child  that  has  never  respired.  Radiography  shows  the  order  in 
which  the  different  parts  of  the  intestinal  tract  are  entered  by 
air.  If  air  has  never  entered  at  all  none  of  the  organs  are  visible;  if 
several  inspirations  have  been  made  by  the  child,  the  stomach  is 
the  first  organ  visible;  if  there  is  air  in  the  intestinal  tract  it 
proves  that  the  child  has  lived. 

Studies  of  the  Umbilical  Vesicle  in  Man. — A  Branca  (Ann.  de 
Gyn.  et  d'Obst.,  Oct.,  1908)  gives  the  results  of  the  histological  ex- 
amination of  three  specimens  of  the  umbilical  vesicle  of  man, 
which  had  been  perfectly  preserved.  He  finds  that  it  consists  of 
a  connective  tissue  wall  covered  on  one  surface  by  the  coelic  meso- 
derm, and  upon  the  other  by  the  vitelline  endoderm.  The  coe- 
lomic  epithelium  is  orginally  represented  by  long  polyhedral  cells. 
They  are  polymorphous  in  the  fetus  of  nine  millimeters  in 
length;  there  are  flattened  cells,  and  islands  of  cells  with  polyhe- 
dral bases.  Later  the  epithelium  is  lamellated.  The  vitelline 
endoderm  is  a  simple  stratified  epithelium;  here  and  there  are 
epithelial  masses,  some  of  which  are  smooth,  while  others  are 
creased  and  have  cavities  between  the  folds  which  may  be  closed  or 
open  into  the  cavity  of  the  vesicle.  One  part  of  the  cytoplasm 
is  differentiated  into  amorphous  filaments  acting  to  elaborate 
substances  from  the  vitelline  fluid.  This  protoplasmic  structure 
is  transitory.  It  disappears  in  the  fetus  of  six  months.  A 
ciliated  or  hairy  border  may  develop  on  the  cells  of  the  internal 
lining  of  the  vesicle.  The  cells  grow,  degenerate,  and  fall  into 
the  vesicular  cavity.  This  endoderm  is  not  simply  a  lining  mem- 
brane; it  has  glandular  activity,  which,  although  transitory,  is 
considerable.  According  to  some  authors,  this  organ  assumes  the 
functions  of  the  liver.  The  author  thinks  this  an  erroneous 
conception,  since  it  produces  no  such  secretion  as  the  liver,  and 
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at  the  time  when  the  vesicle  is  in  action  the  Hver  is  in  full  func- 
tion. The  vitelline  fluid  is  destined  to  disappear,  and  the  wall 
of  the  vesicle  is  an  organ  of  absorption,  like  the  intestinal  mucous 
membrane.  The  vitelline  endothelium  fixes  materials  of  nutri- 
tion from  the  vitelline  fluid,  makes  them  assimilable,  and  trans- 
mits them  to  the  capillaries;  in  this  way  it  may  be  considered  as 
a  gland  with  an  internal  secretion.  This  r61e  is  not  prolonged  in 
all  the  vertebrates:  in  the  mammals  its  function  is  reduced. 
In  some  it  may  be  regarded  as  a  rudimentary  organ,  carrving 
out  its  function  through  only  a  part  of  intrauterine  life. 

Primary  Implantation  of  Ovum  in  the  Pelvic  Peritoneum. — 
B.  C.  Hirst  and  N.  Knipe  {Surg.,  Gyn.,  Obst.,  Oct.,  1908)  recall  the 
fact  that  only  two  cases  of  this  condition  have  been  accepted  as 
such  by  the  majority  of  scientific  investigators.  To  substantiate 
the  claim  that  there  has  been  a  primary  implantation  of  the  ovum 
in  the  peritoneum,  there  must  be  :  i.  A  normal  condition  of  the 
tubes,  ovaries,  and  broad  ligaments,  except  where  the  ovum  is 
implanted.  2.  No  penetrations  of  the  intraligamentary  space 
from  the  ovarian  fimbria.  3.  No  intraligamentary  rupture  of  the 
tube.  4.  No  escape  of  the  ovum  from  the  uterine  cavity.  5. 
Proof  that  the  peritoneum  constitutes  the  reflexa  of  the  ovum. 
The  writers  believe  that  all  these  requirements  are  fulfilled 
by  the  following  case :  On  opening  the  abdomen  after  the  oc- 
currence of  symptoms  like  those  of  rupture  of  an  ectopic  gestation 
free  blood  in  moderate  quantities  was  found  in  Douglas'  pouch. 
On  the  posterior  surface  of  the  left  broad  ligament,  above  and  to 
the  outer  side  of  the  uterosacral  ligament,  was  a  spherical  tumor, 
with  a  small  orifice  on  its  surface,  from  which  blood  was  exuding. 
The  tubes,  ovaries,  uterus,  and  the  remainder  of  the  broad  liga- 
ments were  perfectly  normal.  The  tumor  was  covered  with  peri- 
toneum. It  was  dug  out  of  its  bed  and  in  doing  so  a  strip  of  peri- 
toneum was  torn  off  the  broad  ligament.  On  opening  the  tumor 
at  the  point  where  it  was  imbedded  in  the  connective  tissue  of 
the  broad  ligament,  a  minute  embryo  was  discovered.  The 
capsule  consists  of  an  outer  and  an  inner  layer  of  fibrous  connect- 
ive tissue  between  which  an  extensive  extravasation  of  blood 
has  taken  place.  Around  two-thirds  of  the  periphery  of  the  ovum 
may  be  distinguished  nuclei  of  the  endothelial  cells  of  the  perito- 
neum (decidua  reflexa).  Throughout  the  extravasated  blood 
are  numerous  trabeculse  of  fibrin.  The  nuclei  of  the  connective- 
tissue  cells,  though  larger  than  one  would  expect  to  find,  vary 
greatly  in  size.  Here  and  there  areas  are  found  where  the  cells 
and  nuclei  are  extremely  hypertrophied  and  distinctly  decidual  in 
type.  At  the  point  of  erosion  chorion  villi  are  seen  protruding 
into  the  orifice  and  surrounded  by  clotted  blood. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Treatment  of  Genital  Tuberculosis. — F.  J.  McCann  (Jour. 
Obst.  and  Gyn.  Brit.  Emp.,  July,  1908)  notes  a  growing  tendency 
toward  conservative  surgery  in  the  treatment  of  genital  tuber- 
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culosis.  This  is  destined  to  increase  with  advancing  knowledge 
concerning  the  curabiHty  of  many  varieties  of  tuberculous 
disease.  If  there  is  no  evidence  of  tubercle  in  the  ovaries  they 
certainly  should  not  be  removed,  and  if  the  infection  is  only 
slight  there  is  still  no  reason  why  they  should  be  sacrificed,  for 
tuberculous  foci  can,  if  necessary,  be  excised.  The  formation 
of  a  pyosalpinx  is  a  definite  indication  for  surgical  treatment, 
which  is  best  effected  by  the  abdominal  route.  Aspiration  of 
the  pus  sacs  followed  by  the  employment  of  an  appropriate 
vaccine  would  seem  to  be  the  ideal  treatment.  When  the 
uterus  is  only  slightly  involved — e.  g.,  miliary  tubercles  being 
pvident  on  its  peritoneal  surface — it  should  not  be  removed,  as  it 
is  illogical  and  unscientific  to  remove  this  organ  while  leaving 
undisturbed  a  widespread  infection  of  the  intestines,  omentum 
and  mesentery. 

Relationship  of  Uterus  and  Stomach. — In  no  specialty,  says 
F.  J.  Taussig  (Jour.  Amer.  Med.  Assn.,  Sept.  19,  1908)  do  we 
hear  so  much  of  reflex  symptoms  and  reflex  neuroses  as  in  gyne- 
cology. To  show  how  much  is  hypothesis  and  how  little  fact, 
he  analyzes  forty-four  cases  showing  associated  gastric  and 
gynecologic  symptoms.  The  result  leads  him  to  ask:  If  we 
exclude,  first,  the  cases  in  which  physical  conditions  in  the 
abdomen  through  relaxed  walls  and  pelvic  floor  have  caused 
gastric  and  uterine  symptoms;  second,  the  cases  in  which  the 
condition  of  the  blood,  as  in  anemic  or  chlorotic  individuals, 
causes  altered  function  on  the  part  of  both  the  stomach  and 
uterus;  third,  the  cases  in  which  there  is  hysteria,  neurasthenia 
or  a  general  neurotic  temperament;  and,  finally,  the  cases  of 
toxemia  of  one  sort  or  another,  what  is  there  left  to  call  reflex 
neurosis.  A  few  cases,  doubtless,  will  be  found,  but  they  will 
be  in  ever  diminishing  number. 

Ulcer  of  the  Duodenum.^W.  J.  Mayo  (Jour.  Avicr.  Med. 
Assn.,  Aug.  15,  1908)  states  that  three-fifths  of  all  gastric  and 
duodenal  ulcers  are  situated  in  the  duodenum.  Many  duodenal 
ulcers  were  formerly  put  down  as  pyloric  and  consequently 
classed  wdth  the  gastric.  Physiologically, the  acid  chyme  in  the 
pyloric  end  of  the  stomach  stimulates  the  gastric  motor  and 
secretory  functions.  In  the  upper  duodenum  it  controls  the 
pyloric  apparatus,  and  the  rate  of  the  gastric  outflow^  is  regulated 
by  the  rapidity,  with  which  this  acidity  is  neutralized  by  the 
alkaline  biliary  and  pancreatic  secretions.  Pathologically, 
the  acid  stomach  juices,  either  because  of  perverted  secretion 
or  through  lack  of  local  resistance,  or  both,  become  the  most 
important  factor  in  the  development  of  ulcers,  and  largely  con- 
fines their  ravages  to  these  two  embryologically  associated 
structures,  the  duodenum  and  the  pyloric  end  of  the  stomach. 
Perforation  is  comparatively  common,  but  fortunately  the 
contents  of  the  duodenum  are  relatively  sterile  and  small  in 
amount,  which  favors  plastic  protection.  In  the  272  operations 
of  the   writer  perforation   was  found   sixty-six  times:     Sixteen 
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acute,  with  three  deaths;  thirteen  subacute,  with  abscess,  no 
deaths,  and  thirty-seven  chronic  protected,  with  one  death. 
Of  the  119  patients  operated  on  in  1906-7,  the  writer  has  infor- 
mation of  106.  Of  these  eighty-seven,  or  82  per  cent.,  were 
cured;  ten,  or  9.5  per  cent.,  improved;  and  six,  or  5.7  per  cent., 
unimproved,  making  cured  and  improved  91.5  per  cent.  The 
operative  mortality  in  the  whole  number  of  cases  was  2.8  per 
cent. 

Intraabdominal  Rotation  of  the  Great  Omentum  Unaccom- 
panied with  Hernia.— William  Fuller  (Surg.,  Gyn.,  Obst.,  Aug., 
1908)  favors  the  classification  of  omental  torsion  which  recog- 
nizes the  following  forms :  (i)  .4  bdominal.  Torsions  of  the  omen- 
tum within  the  abdominal  cavity,  unaccompanied  by  hernia. 
(2)  Hernial.  Torsion  within  a  hernial  sac.  (3)  Hernial  and  abdom- 
inal. Torsion  not  limited  to  the  hernial  sac,  but  extending  into 
the  abdomen,  or  where  there  is  a  twist  in  both  the  hernia  and 
abdomen.  The  intraabdominal  type  of  omental  torsion,  is 
rarely  seen,  and  has  never  been  correctly  diagnosticated  previous 
to  operation.  It  constitutes  a  little  more  than  10  per  cent,  of 
all  cases.  Visceral  peristalsis,  vascular  spirality,  and  the  con- 
traction of  cicatricial  tissue,  the  result  of  omentitis,  should  be 
included  among  the  etiologic  factors  of  omental  torsion.  Its 
correct  diagnosis  previous  to  the  operation  is  rarely  possible; 
but  the  diagnosis  at  the  operating-table,  and  not  the  differential 
diagnosis  beforehand,  is  the  point  to  be  remembered.  In  trving 
to  establish  the  diagnosis  at  the  operating-table,  there  is  need 
of  bearing  in  mind,  among  other  conditions,  the  possible  existence 
of  a  torsion  in  a  part  or  all  of  the  omentum.  The  recognition 
of  omental  torsion  during  the  performance  of  any  abdominal 
operation  would  be  likely,  although  such  a  condition  had  never 
entered  the  mind  of  the  operator,  provided  the  incision  is  so 
located  as  to  expose  to  view  the  tumor;  but  when  the  incision 
has  not  been  so  located,  it  would  not  be  at  all  remarkable  or 
strange  for  a  torsioned  omental  tumor  to  escape  detection. 

Wandering  Spleen  Simulating  Pelvic  Tumor. — The  difficulties 
of  diagnosis  of  abdominal  tumors  is  illustrated  by  two  cases 
reported  by  J.  E.  Gemmell  {Jour.  Obst.  Gyn.  Brit.  Em  p.,  Oct., 
1908).  In  one  the  tumor  occupied  the  left  iliac  and  hypo- 
chondriac regions  and  was  felt  also  in  the  right  vaginal  fornix. 
In  this  case  a  diagnosis  of  double  ovarian  tumor  with  twisted 
pedicle  had  been  made.  In  the  other  the  enlarged  spleen  filled 
the  right  iliac,  lumbar  and  hypochondriac  regions  and  was 
mistaken  for  a  right  ovarian  tumor  with  torsion  of  the  pedicle. 
The  Menopause.— D.  H.  Craig  (Jour.  Amer.  Med.  Assn.,  Oct. 
31,  1908)  protests  against  the  encouragement  of  ofd  superstitions 
regarding  the  menopause.  The  normal  menopause  in  a  healthy 
woman  becomes  established  in  one  of  three  ways.  i.  The 
periods  become  less  and  less  in  amount  until  the  vanishing  point 
is  reached.  2.  The  periods  become  more  and  more  widely 
separated  and  disappear.     3.   Menstruation  goes  on  without  any 
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appreciable  change  until,  after  a  perfectly  normal  and  usual 
period,  it  fails  to  reappear.  The  first  two  methods  may  be 
blended.  Departures  from  these  normal  types  are  easily 
recognized;  the  symptomatology  alone  will  very  often  point  to 
the  organ  or  region  at  fault,  but  such  deduction  should  always  be 
given  physical  confirmation.  Lesions  at  this  time  are  as  deserv- 
ing of  and  amenable  to  treatment  as  at  any  other  time;  neglect 
of  such  treatment  engenders  inestimable,  unnecessary  suffering 
and  is  one  of  the  greatest  factors  in  causing  so  many  malignant 
uterine  growths  to  attain  an  inoperable  state  of  advancement. 
Failure  to  properly  diagnose  and  treat  such  cases  will  inevitably 
bring  opprobium  on  our  profession. 

Relation  of  Carcinoma  of  the  Corpus  Uteri  to  Fibroids. — From 
a  consideration  of  248  collected  cases  showing  the  association  of 
these  two  lesions,  J.  T.  Williams  (Bost.  Med.  Surg.  Jour.,  Oct.  8, 
1908)  concludes:  That  there  is  a  distinct  relationship  between 
carcinoma  of  the  corpus  uteri  and  fibromyomata,  that  this 
probably  lies  in  certain  common  etiological  conditions.  The 
predisposition  of  fibroids  to  become  complicated  with  cancer  does 
not  constitute  an  indication  for  their  routine  removal  as  soon  as 
discovered,  providing  the  patient  can  be  kept  under  close  obser- 
vation. Any  marked  increase  in  the  loss  of  blood  from  a  fibroid 
or  the  appearance  of  any  vaginal  discharge  in  the  intervals 
between  the  hemorrhages  should  be  regarded  as  suggestive  of  the 
development  of  carcinoma.  In  a  fibroid  where  either  of  these 
symptoms  is  present  an  immediate  curettage  should  be  per- 
formed in  order  that  the  condition  of  the  endometrium  may  be 
examined,  even  if  a  radical  operation  has  been  decided  upon. 
Every  uterus  removed  for  fibroids  should  be  immediately  opened 
by  an  assistant  and  the  endometrium  inspected  to  guard  against 
possible  oversight  of  a  malignant  process.  In  all  cases  of 
fibroids  complicated  by  adenocarcinoma  of  the  corpus  a  complete 
removal  of  the  uterus  including  the  cervix  is  the  operation  of 
choice. 

Scopolamine -morphine  Anesthesia. —  R.  R.  Smith  {Stcrg.,  Gyn., 
Obst.,  Oct,,  1908)  describes  the  technic  of  this  procedure  and  the 
results  obtained  in  229  cases,  thirty  of  these  previously  reported. 
He  finds  that  the  employment  of  scopolamine-morphine  previous 
to  the  administration  of  chloroform  does  not  add  to  the  danger 
of  the  latter,  when  used  under  proper  limitations  and  restrictions. 
It  is  especially  valuable  with  nervous  women  requiring  gyneco- 
logical and  abdominal  operations.  It  reduces  the  mental  distress 
previous  to  operation.  It  allows,  in  the  majority  of  cases,  a 
complete  and  careful  preparation  of  the  patient  in  the  operating 
room  before  the  administration  of  chloroform  or  ether  is  begun. 
The  period  of  anesthesia  is  thus  considerably  reduced.  It  re- 
duces markedly  the  amount  of  anesthetic  required  and  the  un- 
pleasantness incident  to  taking  it.  It  does  away  with  retching 
and  vomiting  on  the  operating-table  in  almost  every  case.  It 
produces  sleep  for  a  variable,  but  usually  considerable  period 
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following  operation;  during  this  time  there  is  no  vomiting  or 
pain.      It  decreases  somewhat  postoperative  vomiting. 

Ureter o -vesical  Implantation.— R.  L.  Pavne  {Jour.  Amer.  Med. 
Assn.,  Oct.  17,  1908)  describes  the  following  method  of  uretero- 
vesical implantation.— An  incision  was  made  from  the  lumbar 
region  obliquely  forward  to  the  middle  of  Poupart's  ligament, 
cutting  down  to  the  lumbar  and  subperitoneal  fat  behind  and  to 
the  peritoneum  in  front.  The  peritoneum  was  then  gently 
stripped  inward  from  off  the  psoas  muscle  and  iliac  bone  until  the 
ureter  was  located  at  the  bifurcation  of  the  iliac  artery.  The 
ureter  was  deflected  with  the  peritoneum.  It  proved  to"^be  very 
large  and  thickened  and  stripped  from  the  membrane  very  easily. 
It  was  then  freed  down  to  the  fistula  and  divided.  The  peri- 
toneum was  stripped  backward  from  the  bladder  and  the  latter 
loosened  from  its  lateral  attachments  with  the  aid  of  a  sound  passed 
through  the  urethra  the  bladder  was  pushed  to  the  left  and 
upward,  and  the  diverticulum  thus  formed  was  sutured  to  the 
pelvic  fascia  above  and  below  the  external  iliac  artery.  The 
ureter  was  split  up  on  two  sides,  forming  two  flaps  which  were 
drawn  down  into  the  bladder  by  sutures  and  fixed  one  at  each 
side  of  the  vesical  incision.  This  obviates  the  presence  of  united 
mucous  margins  with  subsequent  cicatricial  contraction  of  the 
ureteral  opening. 

Prophylaxis  of  Thromboses.— Zurhelle  {Zent.  f.  Gyn.,  Oct. 
24,  1908)  ranks  the  early  getting  up  of  women  after  laparotomy 
or  labor  as  one  of  the  prophylactic  measures  against  thromboses. 
Under  the  old  system  of  keeping  the  woman  in  bed  from  nine 
days  to  two  weeks,  out  of  7805  cases  delivered  at  the  clinic  in 
Bonn  during  thirteen  years,  there  were  thirty-four  cases  of  throm- 
bosis in  the  puerperal  period.  After  myoma  operations  the 
thromboses  were  2.75  per  cent.  In  the  year  and  a  half  since  the 
early  getting  up  has  been  allowed  there  have  been  no  deaths 
from  thrombosis.  Contraindications  to  an  early  getting  up  are 
fever  higher  than  38°  C.  before  or  after  operation i^operations  on 
inflamed  adnexal  tumors  on  account  of  the  danger  of  exudation 
about  the  stump;  disturbances  of  the  circulation  about  the  legs 
or  pelvis;  headache  after  lumbar  anesthesia. 
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INFANTILE  MORTALITY  IN  EARLY  LIFE.* 

BY 
ABRAM  BROTHERS,   B.  S.,  M.  D., 

New  York. 

Since  my  last  studies  on  infantile  mortality  during  and  follow- 
ing child-birth,  which  were  published  in  1895,  much  has  been 
written  on  the  subject.  I  propose  in  the  present  paper  to  take 
up,  in  a  general  way,  the  consideration  of  the  newly-born  child  in 
the  first  hours,  days  or  weeks,  of  extrauterine  life. 

In  the  above-mentioned  studies,  based  on  the  official  records 
of  the  Bureau  of  Vital  Statistics  of  New  York  City.  I  found  that 
10  per  cent,  of  all  children  born  alive  died  before  they  reached 
the  age  of  one  month.  In  a  comprehensive  survey  of  conditions 
in  England  and  Wales,  at  the  present  day,  Newman  finds  that, 
while  a  million  children  are  born  each  year,  120,000  die  in  early 
infancy  and,  with  this,  60,000  infants  less  are  born  each  year. 
In  the  nations  of  Europe  recent  statistics  gathered  by  different 
observers  (Baginsky,  Bonchut,  Newman)  show  that,  in  the  first 
year  of  life,  the  loss  of  infants  ranges  between  7  and  30  per  cent., 
while  in  tropical  countries,  like  India,  the  figure  reaches  as  high 
as  40  per  cent.  According  to  Graham  there  has  been  a  great 
decrease  in  the  United  States  in  the  proportion  of  infants  dying 
under  one  year  of  age  in  the  last  twenty  years. 

In  the  United  States,  Baker  makes  the  range  of  mortality  in 
the  first  year  of  life  to  vary  between  7  and  1 1.6  per  cent. ;  although 
in  Greater  New  York,  Phillips  places  the  mortality  at  15  per  cent, 
or  more.  My  own  results  for  the  past  year  (1907)  for  New  York 
City  places  this  figure  slightly  lower;  of  the  120,722  births, 
14,437  children  died  liefore  they  were  a  year  old — a  mortality 
of  12  per  cent. 

It  is  clear,  therefore,  that  the  greatest  part  of  this  loss  of 
infantile  life  occurs  within  the  first  month  of   life.     \Vhile   some 
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recent  writers  (Baginsky  and  Raseri)  seem  to  get  lower  per- 
centages Eross,  studying  the  statistics  of  sixteen  large  Euro- 
pean cities,  has  reached  the  same  conclusion  with  me  that  the 
mortality  of  the  first  month  of  life  is  lo  per  cent. 

In  New  York  City,  last  year,  1618  children  who  were  born 
alive  died  before  they  were  a  week  old.  Newman  finds  the  infant 
mortality  so  high,  in  England  and  Wales,  for  the  first  week  of 
life  that,  were  it  maintained  without  diminution,  "every  infant 
of  100,000  would  die  without  nearly  completing  one  year  of 
existence."  In  Vienna  it  is  said  that  twelve  to  thirteen  times 
as  many  children  die  on  the  first  day  as  on  the  seventh  day  of 
life  (Rosenfeld).  In  France  Budin  found,  for  the  year  1895, 
that  between  birth  and  the  fourth  days  two  and  a  half  times 
more  of  the  newly-born  died  than  between  the  fifth  and  the 
ninteenth  days.  In  v.  Winckel's  clinic  up  to  the  eleventh  day 
the  average  loss  of  fetal  life,  according  to  Knapp,  is  10  per  cent. 

The  practical  lesson  taught  by  these  figures  is  that  the  period 
of  greatest  danger  for  the  newly-born  is  that  nearest  to  the  time 
of  delivery  and  that  the  further  the  child  is  removed  from  this 
time  the  greater  are  its  chances  of  ulimate  survival. 

When  we  consider  that  in  certain  nations  like  France,  Italy 
and  England  a  study  of  the  past  fifty  years  shows  that,  in  spite 
of  an  increase  in  population,  the  total  number  of  births  has  not 
proportionately  kept  pace,  that  there  has  been  an  increase  in  the 
number  of  still-birth-s,  and  that  there  has  been  an  increase  in 
the  mortality  of  the  newly-born  during  the  first  weeks  and  months 
of  life  can  we  wonder  that  thoughtfid  students  look  with  alarm 
at  the  possibility  of  ultimate  depopulation?  (Levon,  Chrietien, 
Quitard,  Jammseus,  Raseri,  Newman.) 

And  how  does  the  matter  stand  in  our  country?  For  answer 
I  quote  from  a  recent  editorial  in  the  New  York  Medical  Record. 
"In  America  the  birth-rate  among  native-born  Americans  shows 
a  steady  decrease,  infantile  mortality  is  high  in  most  of  the  cities, 
and  if  it  were  not  for  the  fecundity  of  immigrants  and  of  those 
of  alien  stock  and  for  abundant  immigration,  this  country  would 
soon  have  to  lament  a  falling  off  in  the  population,  as  indeed  it 
has  temporarily  at  present,  owing  to  the  large  emigration  and  de- 
creased immigration  during  the  past  year."  In  this  connection 
it  is  interesting  to  note  that  Dr.  W.  H.  Guilfoy  has  found  that 
in  New  York  City,  last  year,  82,361  women  who  became  mothers 
were  foreigners,  against  a  native  rate  of  38,361 — more  than 
double. 
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Having  taken  a  birds-eye  view  of  the  subject  before  us  let  us 
now  look  a  little  more  closely  and  analyze  the  conditions  which 
are  responsible  for  the  persistently  high  infantile  mortality  of 
the  first  period  of  life.  Roughly  considered  the  fault  lies  with 
the  mother,  with  the  child  and  with  the  accoucheur.  In  the 
past  year  68,186  women  were  delivered  by  physicians  in  New 
York  City  and  52,536  by  midwives.  As  long  as  nearly  one-half 
of  our  lying-in  women  are  entrusted  to  as  many  midwives  as 
physicians,  we  must  expect  to  encounter  ignorance  enough  to 
result  in  a  high  percentage  of  mortality  in  the  newly-born  infant 
during  and  after  birth  as  well  as  in  the  mother  during  labor  and 
after  it.  I  have  no  fault  to  find  with  midwives  as  long  as  poor 
women  will  insist  in  being  delivered  in  their  homes.  I  only 
hope  to  see  the  day  when  every  midwife,  properly  educated, 
will  work  in  conjunction  with  and  under  the  supervision  of  medi- 
cal attendants.  As  for  the  members  of  our  profession  they  are 
vastly  better  prepared  for  obstetric  work  than  they  were  a 
quarter  of  a  century  ago  when  I  made  my  first  professional 
bow.  There  is  still  much  to  be  desired,  but  I  do  not  care  to 
wander  from  my  theme. 

There  is  hardly  anything  new  to  add  to  the  maternal  influences 
resulting  in  loss  of  infantile  life  which  we  did  not  know  a  dozen  or 
twenty  years  ago.  Constitutional  conditions — like  syphilis,  ill- 
nourishment,  tuberculosis,  malaria,  etc. — are  transmitted  to  the 
child  and  handicap  its  chances  of  future  existence.  Organic 
disease  in  the  mother,  toxemias,  (including  eclampsia),  acute 
diseases  and  accidents  are  also  responsible  for  the  birth  of  feeble 
children. 

Similarly,  while  in  utero,  diseased  conditions  of  placenta, 
decidua  or  amniotic  fluid,  placenta  previa  and  other  pathological 
states  jeopardize  the  future  of  the  unborn  child.  After  birth 
the  child's  life  is  threatened  chiefly  by  asphyxia,  prematurity, 
debility  and  congenital  diseases,  injuries  (including  cerebral 
hemorrhages),  infectious  diseases  and  a  few  rare  conditions 
which  the  limited  scope  of  this  paper  will  not  permit  us  to  take 
cognizance  of. 

To  put  fresh  spice  into  a  rather  thread-bare  subject  I  had  two 
of  my  assistants — Dr.  H.  U.  Robinson  and  S.  J.  Goldfarb  — 
sift  the  records  of  the  New  York  Bureau  of  Vital  Statistics  for 
the  year  1907  in  order  to  find  out  just  what  did  kill  our  infants 
in  the  first  eight  days  of  life.  The  subjoined  table  briefly  tells 
the  story. 
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Deaths  under  eight  days  in  New  York  City  during  the  year  1907. 
Immaturity : 

Prematurity 364  cases 

Inanition  and  congenital  debility      78  cases 

Congenital  malformations     64  cases 

Syphilis    7  cases 

513  cases 

Asphyxia  and  atelectasis 158  cases 

Traumatic  conditions : 

Cerebral  hemorrhage    30  cases 

Convulsions  37  cases 

Cranial  fractures 6  cases 

Other  traumatisms 34  cases 

107  cases 

Pulmonary  disorders: 

Bronchitis    12  cases 

Edema    3  cases 

Pneumonia 38  cases 

53  cases 

Gastrointestinal  disorders 29  cases 

Infectious  diseases    31  cases 

Unclassified   6  cases 


Total 


897  cases 


immaturity. 

Within  the  first  eight  days  of  life  one-third  of  the  deaths  from 
all  causes  was  due  to  conditions  classed  generally  under  the 
name  of  immaturity.  Closer  analysis  of  these  statistics 
would  show  that,  while  in  winter  deaths  from  pulmonary  and 
gastrointestinal  disorders  are  in  the  ratio  of  three  and  one-half 
to  one  in  summer  the  conditions  are  almost  exactly  reversed. 
But  the  same  study  brings  out  the  fact  that  deaths  due  to  pre- 
maturity occur  at  about  the  same  rate  for  every  season  of  the 
year  and  about  four  times  as  often  as  deaths  from  the  two 
above-mentioned  disorders  combined. 

Rosenfeld  found  that  in  the  various  cities  of  Prussia  70  per 
cent,  of  the  infantile  deaths  occurring  in  the  first  fifteen  days 
after  birth  were  due  to  congenital  debility  and  atrophy.  Letters 
is  sustained  by  ]\IcCleary  in  the  claim  that  in  England  the  deaths 
from  prematurity  have  doubled  themselves  in  the  last  twenty- 
five  or  thirty  years.     Eross  found  on  the  continent  that  more 
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than  one-half  of  the  children  who  succumbed  before  the  age  of 
one  month  died  of  congenital  debility.  Raseri  reached  the  same 
conclusions  for  Italy.  Newman  concludes  that  infant  mortality 
is  not  declining  owing  to  the  fact  that  while  certain  diseases  have 
enormously  decreased,  prematurity,  pneumonia  and  epidemic 
diarrhea  have,  in  spite  of  all  advance  in  science,  steadily  in- 
creased. He  finds  two  features  which  appear  to  be  common  to 
the  high  infant  mortality  districts  of  Great  Britain,  namely,  a 
high  density  of  population  and  a  considerable  degree  of  manu- 
facturing industry. 

That  the  poor  physical  condition  of  the  mother,  combined 
with  lack  of  mother's  milk  and  imperfect  feeding  by  means  of 
artificial  nourishment,  is  responsible  for  prematurity  debility 
and  early  death  of  the  infant,  is  recognized  by  the  best  authori- 
ties (Budin,  Baginsky,  Newman  and  others).  Observations  on 
guinea-pigs  (by  Baton)  and  on  pregnant  women  (Brochownick, 
Gill  Wylie)  prove  that  the  nourishment  of  the  mother  influences 
the  nutrition  of  the  child  in  uiero.  My  own  experiences  con- 
vince me  that  the  hardships  and  ignorance  among  the  poor  play  a 
highly  important  r61e  in  determining  the  high  rate  of  mortality 
in  early  infancy  especially  in  the  premature  or  congenitally 
weak. 

The  influence  of  improper  feeding,  the  danger  of  leaflets  con- 
cerning artificial  feeding  (Bhillips),  the  abuse  of  milk  depots, 
modified  milk,  etc.,  must  be  considered  as  factors  in  determining 
infantile  mortality;  for  the  idea  prevails  among  the  laity  that 
we  have  perfect  substitutes  for  mother's  milk.  This  is  only 
true  within  limits.  Jacobi  and  our  best  pediatrists  have  long 
since  taught  us  that  mother's  milk  is  the  best  nourishment 
for  the  infant.  And  still  Holt  estimates  that  among  well-to-do 
mothers,  physically  able  to  nurse  their  young,  not  more  than 
25  per  cent,  nurse  them  throughout  the  first  three  months. 
English  infants  who  were  hand-fed  died  at  the  rate  of  295  per 
1000  births  while  Italian  infants  in  the  same  locality  during  this 
same  period,  who  were  breast-fed,  died  at  the  rate  of  106  per 
1000  births  (Newman).  Between  the  years  1884  and  1886  Hope 
demonstrated  that,  of  the  infants  who  died  under  three  months, 
the  number  wholly  or  partially  fed  by  hand  was  fifteen  times 
as  great  as  those  fed  at  the  breast. 

Let  us  now  briefly  glance  at  a  few  of  the  maternal  constitu- 
tional taints  which  lead  to  prematurity  or  congenital  debility 
in  the  new^ly-born.     Perhaps  one  of  the  most  important  of  these 
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is  syphilis.  According  to  Fournier  syphilis  acquired  before 
conception  is  responsible  for  a  fetal  mortality  of  65  per  cent.; 
after  conception  39  per  cent.;  when  both  parents  are  affected, 
85  per  cent.;  in  infections  followed  within  a  year  by  pregnancy, 
90  per  cent.,  if  not  lost  during  pregnancy,  fail  to  survive.  D. 
Aulnav,  studving  124  cases  of  syphilitic  infection,  found  that 
fifty-five  terminated  in  abortion,  thirty-six  in  premature  deliver- 
ies twentv-three  were  delivered  at  term  with  evidences  ot  the 
disease,  and  ten  seemed  to  be  born  healthy.  Of  thirty-six  cases 
of  syphihs  of  the  placenta  reported  by  Porak  only  fourteen 
children  were  born  ahve.  Such  is  the  influence  of  syphilis  on 
the  fetus  in  utero;  and,  even  when  born  alive,  who  knows  how 
many  of  these  tainted  mites  succumb  to  the  first  storms  of 

infantile  illness? 

Tuberculosis  is  another  constitutional  ailment  in  the  mother 
which  is  apt  to  lead  to  prematurity  and  congenital  debilny  m 
the  child  (Freux).  Alcohohsm  has  attracted  attention  of  late. 
Some  observers  (Graham)  feel  that  it  may  be  on  the  increase 
amoncr  our  American  women.  That  it  influences  the  pregnant 
woman  and  is  responsible  for  the  poor  development  of  the  child 
has  been  established  bv  the  experiments  of  Nicloux  who  proved 
that  alcohol  passes  freely  from  the  maternal  to  the  fetal  circu- 
lation C^IcCleary).  Raseri  attributes  the  increase  of  dead-born 
children  in  Italy  to  the  spread  of  alcoholism  in  conjunction  with 
the  great  development  of  the  factory  industries  and  the  poor 
economical  condition  of  the  peasant  classes. 

Premature  birth  may  result  from  maternal  causes  located  m 
utero  Thus,  according  to  recent  studies  by  Porak,  in  forty-four 
cases  of  placental  thrombosis,  sixteen  children  were  prematurely 
born-  of  fortv  cases  of  marginal  placenta  nearly  one-half  of  the 
children  were  prematurely  born;  and  of  thirty -four  cases  of 
cretaceous  degeneration  of  the  placenta  four  of  the  children  were 
prematurely  born.  ^IcPhersen  has  similarly  found,  in  250  cases 
of  placenta  previa,  that  11 1  children  were  still-born  and  that 
13  per  cent,  of  those  born  alive  died  within  ten  days.  Gallot 
found  that  more  than  one-half  of  the  children  born  ahve  after 
prolapse  of  the  cord  died  later. 

The  Romans,  in  ancient  times,  had  no  use  for  weaklmgs  and 
as  late  as  150  \  D  they  were  exposed  to  conditions  which  would 
hasten  their  death  (Knapp) .  If  we  are  to  reduce  the  tremendous 
infantile  mortality  of  the  first  days  and  weeks  ot  life  we  must 
concentrate  our  attention  just  on  this  class  of  infants. 
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What  do  we  mean  by  the  premature  child?  The  period  in 
which  a  child  has  been  in  utero  is  usually  regarded  as  the  test 
of  its  ability  to  fight  its  way  through  life.  Less  than  seven 
months  is  not  to  be  considered  ordinarily  as  offering  any  hope 
of  an  ability  to  raise  the  infant.  Respiration  and  suckling  efforts 
are  too  imperfectly  developed.  The  weight  of  a  child  does  not 
necessarily  correspond  to  the  period  of  gestation  and  is  not  a 
fixed  quantity.  The  viability  of  a  child  will  depend  on  three 
factors— the  weight  of  the  child,  the  period  of  time  that  it  has 
remained  in  the  uterine  cavity,  and  its  inherent  vital  strength. 
This  latter  quality,  the  vital  strength  of  the  child,  is  more  im- 
portant than  its  weight  or  its  period  of  tenancy  in  the  uterine 
cavity;  indeed  even  in  normal  full-term  pregnancies  lo  per  cent, 
are  born  congenitally  weak  (Gallimard).  Infants  of  less  than 
looo  grams  (2  1/5  pounds)  are  seldom  saved  (Budin). 

The  body  temperature  of  the  weakling  or  premature  child  is  a 
very  important  item.  Eross  found  in  normal  children  that  at  the 
end  of  the  first  hour  after  birth  the  temperature  regularly  dropped 
from  99°  F.  to  96.7°  F.  (Werner)  and  that  only  after  the  sixth 
day  did  it  tend  to  stay  at  the  normal.  In  the  weakling  the 
temperature  never  reaches  above  96.8°  F.  The  calorification, 
according  to  Bouchut,  is  in  proportion  to  the  vital  strength  of 
the  newly-born.  This  calorification  must  be  provided  by  food 
and  by  the  artificial  application  of  heat.  It  is  lost  so  easily  by 
these  feeble  and  debilitated  infants  that  death  from  cold  is  the 
result.  Budin  says  that  if  every  precaution  were  taken  to  avoid 
depression  of  temperature,  digestive  troubles  and  contagious 
diseases — especially  influenzal  bronchitis — the  great  majority 
of  weaklings  would  be  saved.  He  was  able  to  save  92  per  cent, 
of  138  weakhngs  weighing  between  1500  and  2500  grams. 

All  recent  writers  are  agreed  that  the  preventive  treatment  of 
prematurity  and  congenital  debihty  must  be  directed  to  the 
pregnant  woman.  In  France,  Germany,  England  and  America 
a  movement  is  on  foot  which  devotes  itself  not  only  to  the 
woman  in  labor  but  to  the  woman  in  the  last  months  of  gesta- 
tion. Thus  McCleary  recommends  a  sanatorium  for  pregnant 
women.  Newman  says  that  the  preventive  methods  of  pre- 
maturity and  debility  of  the  newly-born  infant  constitute  mainly 
a  question  of  motherhood,  in  which  the  occupation  and  educa- 
tion of  mothers  must  be  supervised  by  proper  agencies.  After 
the  birth  of  the  premature  child  all  are  agreed  that  its  best 
chances  for  ultimate  survival  depend  on  the  amount  of  care  and 
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attention  which  can  be  bestowed  in  it.  With  this  purpose  in 
view  Budin  founded  in  Paris  his  Consultations  des  Nourissons 
which  has  since  been  copied  elsewhere. 

What  have  we  done  in  this  country?  We  have  infant  milk 
depots  founded  by  Nathan  Straus  which  are  doing  a  great  deal 
of  good  work  in  the  nourishment  of  premature  and  congenitally 
weak  infants.  We  have  the  New  York  IMilk  Commission  sanc- 
tioned by  the  County  Medical  Society  and  working  under  the 
auspicies  of  the  Association  for  improving  the  condition  of  the 
poor.  W^e  have  the  diet  kitchen  association,  the  Brooklyn 
children's  aid  society,  a  number  of  day-nurseries,  and  the  milk 
department  of  the  Good  Samaritan  Dispensary.  Phillip's  ideas 
are  founded  on  the  work  done  in  Great  Britain  and  on  the  con- 
tinent. He  recommends  the  establishment  of  free  dispensaries 
after  the  pattern  of  the  Consultations  des  Nourissons  whose 
objects  should  be  i.  the  education  of  mothers  in  the  care  of 
their  babies  up  to  the  age  of  two  years;  2.  the  encouragement 
in  every  way  of  breast  feeding;  3.  the  education  of  mothers  in 
pasteurizing,  sterilizing  and  modifying  milk  at  home.  To  these 
ideas  the  plan  of  the  Coullet  restaurants  in  Paris  (which  have 
also  been  inaugurated  in  England)  should  be  added.  Their 
object  is  to  supply  nourishing  food  to  expectant  and  nursing 
women  with  the  idea  of  increasing  the  vitality  of  the  young  before 
or  after  birth. 

As  for  the  actual  treatment  of  the  premature  child  the  rules 
laid  down  by  Budin  accomplish  all  that  can  be  done  in  its  behalf. 
He  says:  1.  prevent  the  weakling  from  becoming  cold  as  a  fall  of 
temperature  may  prove  fatal;  2.  carefully  supervise  the  feeding, 
avoiding  underfeeding  as  well  as  overfeeding;  3.  avoid  ex- 
posure to  contagious  affections.  He  advises  constant  recourse 
to  the  scales  as  nothing  can  replace  it  in  estimating  the  develop- 
ment of  the  nursling.  It  is  always  well  to  bear  in  mind  that  at 
five  months  the  weight  of  the  child  should  be  double  that  at 
birth. 

In  1899  I  summarized  the  treatment  of  the  premature  child  as 
follows  (Keating's  Cyclopedia  of  Diseases  of  Children,  vol.  v) : 
"  Three  things  must  be  borne  in  mind  in  the  management  of  these 
weaklings.  The  body  temperature  must  be  equal  to  that  in  the 
uterine  cavity.  Therefore  the  prematurely-born  child  must  be 
kept  in  surroundings  having  a  temperature  of  about  100°  F. 
Secondly,  these  children  must  be  properly  fed.  Thirdly,  they 
must  be  spared  all  possible  injury  during  handling. 


336  BROTHERS:    INFANTILE    MORTALITY    IN    EARLY    LIFE. 

"A  great  deal  of  ingenuity  has  been  expended  in  the  accom- 
pHshment  of  the  first  object.  In  private  practice — particularly 
among  the  poorer  classes — we  resort  chiefly  to  cotton  packings 
kept  warm  by  hot  bottles  and  superheated  rooms.  In  insti- 
tutions the  same  object  is  more  scientifically  attained  by  the  use 
of  incubators. 

"The  feeding  of  such  babies  is  a  most  important  factor  in 
the  problem  of  their  preservation.  These  infants  must  receive 
their  nourishment  in  small  quantities,  given  to  them  with  the  aid 
of  special  'feeders.'  If  the  child  increases  in  weight  it  is  well 
next  to  put  it  to  the  breast  of  a  nursing  woman. 

"The  handling  of  these  babies  ought  to  be  entrusted  only  to  a 
most  painstaking  and  conscientious  nurse.  If,  besides  these 
measures,  the  baby  is  kept  in  a  darkened  room  free  from  noise, 
we  are  doing  all  that  our  present  knowledge  justifies  toward  the 
welfare  of  these  human  mites." 

ASPHYXIA  OF  THE  NEW-BORN. 

Next  to  immaturity  comes  asphyxia  with  pulmonary  atelecta- 
sis and  other  consequences  as  a  prime  cause  of  infantile  mortal- 
ity in  the  first  hours  or  days  following  child-birth.  Raseri,  in 
his  studies,  found  that  in  a  total  of  about  one  million  births 
1500  died  of  asphyxia  within  forty-eight  hours  after  delivery. 
vSchultze  maintains  that  while  2  per  cent,  of  full-term  and  vigor- 
ous children  are  lost  during  birth  at  least  i  1/2  per  cent,  more 
die  as  a  consequence  of  birth  in  the  first  hours  or  days  of  life. 
Poppel  found  that  in  6076  births  with  6183  children  81/2  per 
cent,  were  born  asphyxiated,  15.8  per  cent,  of  which  ended 
fatally  (Knapp). 

Of  897  infants  who  died  within  eight  days  after  birth  in  New 
York  City  during  the  past  year  (1907),  158  died  from  asphyxia 
and  atelectasis.  Were  we  to  include  cranial  injuries  and  cerebral 
hemorrhages — which  also  give  rise  to  varying  grades  of  sus- 
pended animation — the  total  would  reach  nearly  200.  If  we 
restrict  ourselves  purely  to  premature  children  the  death-rate 
from  these  causes  is  still  further  increased.  According  to  Veit's 
observations  four  times  as  many  children  are  born  apparently 
dead  when  labor  lasts  longer  than  twenty-four  hours  than  when 
it  is  completed  within  twelve  hours. 

In  utero  the  normal  state  of  the  child  is  one  of  apnea.  When 
this  is  disturbed,  preceding  or  during  birth,  asphyxia  results. 
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Normally,  with  the  first  cry  of  the  child,  an  inspiration  takes 
place  and  respiration  is  initiated.  This  may  be  disturbed:  i. 
by  interference  with  the  circulation  or  respiration  during  birth; 

2.  by  errors  in  development  and  intrauterine  diseases  of  the 
organs  of  circulation  or  respiration  or  central  nervous  system; 

3.  in  premature  children  with  simple  insufficiency  of  the  respi- 
ratory and  circulatory  apparatus;  4.  in  lung  obstructions  due 
to  diseased  states  (Schultze). 

With  the  establishment  of  respiration  the  lungs  become  gradu- 
ally aerated.  Fifty  years  ago  Heyf elder  pointed  out  that  it 
required  eight  days  for  all  portions  of  the  lungs  to  become 
thoroughly  permeated  with  air.  This  point  has  since  been 
accentuated  by  Runge  and  others.  Weber  has  called  attention 
to  the  fact  that  acquired  atelectasis  is  almost  always  associated 
with  bronchopneumonia. 

The  influence  of  dystocia  as  a  cause  of  asphyxia  has  been 
alluded  to  by  all  writers.  Recently  Bardet  reported  forty-one 
deaths  from  this  cause  and  Speidel  similarly  directs  attention 
to  it.  Varnier  reports  757  labors  with  70  per  cent,  dystocia 
in  which  there  were  twenty  apparent  deaths  and  six  real  deaths. 
Corvelaire  in  11,784  labors  with  56  per  cent,  dystocia  reports 
125  apparent  deaths  and  fifty-one  real  deaths. 

Although  Buron,  in  an  excellent  monograph  recently  pub- 
lished, separates  the  causes  which  lead  to  infantile  death  during 
or  shortly  after  birth  into  physiopathological  and  mechanical 
with  various  subdivisions  I  think  the  older  classification  of 
maternal  and  fetal  causes  to  be  much  simpler.  Many  of  these 
have  been  alluded  to  elsewhere  in  this  paper  and  their  minute 
consideration  cannot  be  included  in  my  portion  of  to-night's 
symposium. 

Following  the  lead  of  Schultze  the  varieties  of  asphyxia  are 
now  regarded  as  simply  two  grades  of  the  same  condition  differ- 
ing only  in  severity.  Ahlfeld  recognizes  three  grades — grave, 
medium  and  slight.  The  absence  of  muscle  tonus  distinguishes 
the  severe  from  the  milder  grades. 

The  symptoms  of  asphyxia  associated  with  cerebral  com- 
pression have  much  in  common  with  those  due  to  lack  of  oxygen 
and  accumulation  of  carbonic  acid  in  the  fetal  circulation. 
Both  conditions  may  be  simultaneously  present.  It  is  essential, 
however,  to  differentiate  between  them  in  order  to  properly 
estimate  the  prognosis  and  to  institute  the  proper  treatment. 
Ahlfeld  studies  the  superficial  respiration  and  heart  action  for 
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a  few  minutes  while  the  child  is  in  the  warm  bath.  If  the  fre- 
quency of  the  heart-beats  increases  after  early  respiration  there 
is  hope  that  the  child  will  live.  If  after  clearing  out  the  air- 
passages  there  is  no  improvement  the  probabilities  are  in  the 
direction  of  a  brain  lesion.  Schultze  considers  cerebral  com- 
pression suggested  when  a  tolerably  vigorous  or  not  too  deeply 
asphyxiated  child  becomes  deeply  asphyxiated  and  particu- 
larly if  this  happens  after  transitory  successful  attempts  at 
resuscitation. 

For  twenty  years,  on  the  continent,  the  most  frequently 
resorted  to  method  o'  resuscitation  has  been  that  of  Schultze. 
This  is  so  well  known  that  no  further  description  is  necessary. 
Although,  among  recent  writers,  Runge,  Burckhard  and  others 
proclaim  confidence  in  this  method  and  Knapp  was  able  to  save 
a  child  after  600  Schwingungen,  a  strong  opposition  under  the 
leadership  of  Ahlfeld  has  made  its  appearance.  This  eminent 
authority  claims  that  all  children  born  apparently  dead  and  who 
have  a  chance  to  live  will  begin  to  breathe  as  soon  as  they  are 
put  in  the  warm  bath  and  the  air-passages  are  properly  cleared 
out.  He  adds  that  perhaps  a  few  skin  frictions  m.ay  be  needed. 
Speidel  agrees  with  him  but  takes  the  precaution  of  keeping  the 
occiput  submerged  so  as  to  get  the  stimulating  effect  of  the  heat 
upon  the  respiratory  center  and  claims  that  another  effect  of 
the  warm  water  is  to  reestablish  the  circulation  in  the  umbilical 
cord.  He  is  also  opposed  to  the  Schultze  movements  because  of 
the  danger  of  rupture  of  the  liver,  internal  hemorrhage  and 
fracture  as  well  as  the  risk  of  exposing  the  child  to  chilling. 
Hengge  and  Rudaux  are  likewise  opposed  to  the  Schultze 
method  and  the  latter  advocates  the  method  of  Rzad  of  Lodz 
which  is  based  on  the  same  principle  "but  is  less  brutal.'" 

Schultze,  defending  his  method  in  a  recent  publication,  says 
that  it  is  not  to  be  employed  in  all  cases — only  "when  the  child 
is  born  flabby  and  pale,  when  the  finger  does  not  feel  any  reflex 
action  of  the  muscles  of  the  pharynx  and  palate,  and  when  a 
weak  heart  action  is  almost  the  only  sign  of  life."  My  own 
experiences  are  favorable  in  the  large  number  of  selected  cases 
in  which  I  have  employed  the  Schultze  method.  I  employ  it 
when  immersion  in  hot  water  followed  by  a  cold  bath  and 
friction  have  failed.  If  there  is  reason  to  suspect  a  cerebral 
hemorrhage  or  where  there  is  evidence  of  prematurity  or  congeni- 
tal debility  I  recommend  now,  as  I  did  in  my  former  writings, 
the  old  Svlvester  method.      In   all  cases  the  fauces  should  be 
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cleared  out  and  whatever  is  done  should  not  be  done  in  a  hap- 
hazard way  but  in  an  orderly  systematic  manner. 

The  method  of  insufflation,  although  dating  from  the  time  of 
Vesalius  and  recommended  by  French  and  American  writers, 
has  not  met  with  universal  favor.  Beyond  the  fact  that  it  is 
not  always  as  easy,  as  would  appear  from  descriptions,  to  intro- 
duce a  catheter  into  the  larynx  of  the  newly-born  and  that 
inflation  of  the  stomach  is  the  usual  result,  autopsies  have 
shown  that,  even  in  successful  cases,  only  very  small  portions 
of  the  lung  tissue  contain  air.  Besides  this,  if  the  child  is  brought 
to  life,  another  disadvantage  lies  in  the  circumstance  that  in 
more  than  two-thirds  of  the  cases  vesicular  and  even  inter- 
stitial emphysema  may  occur  and  this  is  regularly  associated 
with  partial  expansion  of  the  lungs  (Weber).  In  spite  of  these 
facts  recognized  long  ago  we  find  recent  writers,  like  Pretsell, 
advocating  mouth-to-mouth  insufflation,  others  introducing 
special  insufflation  tubes  into  the  larynx  (Opie)  and  still  others 
recommending  a  supply  of  oxygen  to  the  asphyxiated  child 
through  tracheal  catheters. 

Excepting  the  Laborde  tongue-tractions,  which  Knapp  has 
proved  by  means  of  animal  experiments  to  be  of  value  as  an 
accessory  measure  and  which  may  be  employed  while  the  child 
is  in  the  warm  bath,  I  have  no  experience  with  the  methods  of 
resuscitation  described  in  recent  literature  under  the  names  of 
Rzad,  Riviere,  Duffield,  Podciechonski,  Dew,  Bird,  Minkevitch, 
and  others  Schafer's  method  saved  an  adult  for  me  recently  who 
ceased  breathing  for  five  minutes  in  the  course  of  an  abdominal 
operation.  I  think  it  will  be  found  serviceable  in  the  asphyxia 
of  the  newly-born,  and  I  have  successfully  used  it  in  one  case  of 
movement  asphixia  in  a  breech  presentation. 

traum.^tis.m  during  labor. 

The  traumatisms  of  child-birth  constitute  an  important  chapter 
in  determining  the  death  of  many  newly-born  children  in  the 
first  hours  or  days  of  life.  It  is  remarkable  how  much  trau- 
matism the  child  during  labor  may  withstand.  I  have  had 
opportunity  to  watch  quite  a  number  of  such  children  grow  up 
with  hardly  a  trace  of  the  lesions  discoverable  many  years  later. 

Still  in  Prussia,  between  the  years  1878  and  1891,  Rosenfeld 
found  that  of  every  100  children  that  died  during  the  first 
fifteen  days  after  birth  more  than  eighteen  were  due  to  apoplexy. 
In  New  York  City  the  records  for  the  year  1907  are  much  more 
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favorable  and  I  find  only  107,  of  the  897  deaths  under  eight  days, 
attributed  to  traumatic  causes. 

While  all  kinds  of  fractures  and  injuries  bear  a  certain  relation 
to  the  mobidity  if  not  the  mortality  of  the  newly-born  we  can 
only  consider  in  this  paper  those  fractures  or  injuries  which 
may  lead  to  the  death  of  the  child  shortly  after  birth.  Pajot, 
making  downward  traction  on  the  neck  of  a  dead  child  found 
that  it  took  a  force  of  174  pounds  acting  during  fourteen  minutes 
to  elicit  a  cracking  sound.  The  base  of  the  skull  resisted  fracture 
from  forceps  until  the  pressure  reached  143  pounds.  While 
Kuestner  criticizes  these  results  on  the  ground  that  the  manipu- 
lations do  not  correspond  to  those  carried  out  by  the  obstet- 
rician on  the  living  woman  they  still  have  a  certain  value.  On 
the  other  hand  Weber  describes  fractures  of  the  skull  as  a 
result  of  simple  labor  pains  during  its  passage  through  a  narrow 
pelvis.  Birnbaum  recently  calls  attention  to  the  various 
injuries  which  follow  the  use  of  forceps  or  version.  Olshausen, 
Veit  found,  in  65  spoon-shaped  cranial  indentations,  that  one- 
half  of  the  children  either  died  during  or  shortly  following  birth. 
With  these  fractures  there  are  usually  present  cerebral  injuries 
of  various  grades. 

Thus  Bardet,  in  his  forty-one  cases  of  real  death  subsequent 
to  birth  in  apparent  death,  found  that  thirty-six  of  the  children 
showed  lesions  of  the  cerebrospinal  system,  especially  hemor- 
rhages. Weber,  more  than  fifty  years  ago,  called  attention  to 
the  great  mobility  of  the  cranial  bones  and  to  the  danger  of 
hemorrhages  because  of  the  situation  of  the  superior  longitu- 
dinal sinus.  In  many  cases  he  found  the  rupture  to  take  place 
in  the  lateral  sinus.  In  other  cases  considerable  hemorrhages 
were  found  between  the  pia  mater  and  the  dura  mater  without 
injury  to  the  sinuses.  According  to  Finkelstein  stasis  hemor- 
rhages are  often  produced  by  asphyxia.  They  are  mostly  sub- 
dural and  on  the  convexity  of  the  brain;  seldom  are  they  to  be 
found  in  the  cerebral  substance.  He  states  that  extensive 
atelectasis  in  otherwise  sound  children  is  pathognomonic  of 
cerebral  hemorrhage.  Birnbaum  adds  that  the  simultaneous 
occurrence  of  external  and  internal  cerebral  hematomata  in- 
dicates osseous  defects  or  injuries  to  the  skull. 

One  of  the  frequent  causes  of  sudden  death  in  the  newly-born 
is  due  to  hemorrhage  in  the  meninges,  cerebrum  or  spinal  canal 
(Muggia).  The  blood-extravasations,  which  are  mostly  supra- 
arachnoidal,    can    be    traced    to    predisposing    factors    such    as 
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alcoholism,  syphilis  and  the  infectious  diseases  of  pregnancy. 
The  clinical  symptoms  may  strongly  simulate  those  of  tetanus. 
We  must  always  bear  in  mind  the  possible  association  of  asphyxia 
and  cerebral  hemorrhage. 

The  usual  symptoms  of  cerebral  hemorrhage  consist  of  sopor 
with  insufficient  respiration,  slow  heart  action,  strabismus, 
hemiplegia  and  convulsions.  The  fontanelles  are  tense  and  pro- 
jecting. There  may  be  no  external  manifestations  in  some 
cases  of  cerebral  hemorrhage.  According  to  Birnbaum,  hemor- 
rhages on  the  convexity  of  the  brain,  if  not  too  extensive,  end 
as  a  rule  in  recovery. 

The  diagnosis  is  made  from  the  above  clinical  symptoms 
when  present.  If  the  asphyxia  cannot  be  overcome,  or  a  light 
grade  unexpectedly  becomes  severe,  or  if,  after  an  easy  delivery 
and  for  no  especial  reason,  the  child  is  born  asphyxiated,  cerebral 
hemorrhage  can  be  surmised  (Finkelstein).  In  the  asphyxia  of 
premature  children  hemorrhages  may  be  simultaneously  present. 

Recent  writers  (Dutreix,  Finkelstein)  recommend  lumbar 
puncture  in  the  diagnosis  and  treatment  of  meningeal  hemor- 
rhages. The  color  of  the  spinal  fluid  will  vary  from  flesh-rose 
to  a  yellow-green  and  the  aspirated  fluid  will  not  coagulate. 
After  centrifugalization  there  will  be  a  more  or  less  abundant 
sediment  and  the  supernatant  liquid  will  be  more  or  less  blood- 
tinged.  The  punctures  should  be  repeated  every  second  day 
until  the  Hquid  is  found  to  be  colorless.  In  those  cases  in  which 
the  lesions  are  not  too  serious  this  is  said  to  be  a  useful  adju- 
vant to  the  classical  treatment  recommended  by  the  older 
authors. 

infectious  diseases. 

The  confines  of  this  paper  will  not  permit  of  more  than  a 
brief  allusion  to  infections  in  the  newly-born.  The  open  wound 
at  the  site  of  the  umbilical  stump  or  often  the  site  of  circum- 
cision or  other  injuries  may  be  the  starting  point  of  sepsis, 
erysipelas,  tetanus,  etc.,  which  may  result  in  the  death  of  the 
infant.  Twenty-five  years  ago  the  occurrence  of  spontaneous 
hemorrhages  in  the  newly-born  were  regarded  by  Ribemont  as 
independent  of  or  dependent  on  a  serious  general  condition. 
The  grave  hemorrhages  of  the  newly-born,  however,  are  probably 
always  due  to  infection.  AlcohoHsm,  syphilis  and  other  con- 
ditions in  the  mother  or  father  provide  a  proper  soil  by  direct 
inheritance.     Lequenx,   who  has  recently  written  an  excellent 
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monograph  on  the  subject,  contends  that  the  grave  hemor- 
rhages of  the  newly-born  do  not  constitute  a  morbid  entity  but  a 
syndrome  common  to  several  pathological  states  i.  e.,  they 
express  the  usual  mode  of  reaction  of  the  infant  organism  to 
toxic  infections.  Winckel's  disease  (bronze  disease  with  hema- 
turia), Biihl's  disease,  etc.,  are  examples  of  infections  in  which 
the  symptoms  and  lesions  of  the  hemorrhagic  syndrome  are 
present.  Our  hope  of  the  future,  in  the  prevention  of  this  class 
of  deaths,  lies  in  a  proper  application  of  the  principles  of  asepsis 
and  antisepsis  in  the  newly-born  as  well  as  in  the  diminution 
of  taints  by  inheritance. 

Provansel  refers  to  thrombosis  of  the  cerebral  sinus  as  a 
frequent  cause,  consecutive  to  infection,  which  may  result  in  the 
sudden  death  of  the  newly-born.  Regarding  melena  nothing 
definite  is  yet  known  excepting  that  it  is  probably  an  infection 
which  kills  quite  a  number  of  newly-born  infants  in  the  earliest 
period  of  life.  The  modern  methods  of  treatment  include 
adrenalin  (Mettler,  Rorschach,  Jager,  Opie)  sterile  gelatin  in- 
jections, and  one  remarkable  cure  has  recently  been  attained 
with  the  aid  of  direct  blood-transfusion  (Lambert,  S.  W.). 

Ouddec  makes  the  claim  that  mammary  inflammations  in  the 
mother  may  result  in  serious  conditions,  like  gastroenteritis, 
multiple  abscess,  etc.,  in  the  nursing  child.  I  cannot  recall  from 
my  own  experience  such  results  although  I  have  known  many  a 
mother  with  sore  breasts  to  keep  on  nursing  her  young.  Ma- 
ternal grippe  may,  however,  lead  to  bronchopneumonia  and 
far  more  grave  complications  especially  if  the  nurselings  are 
premature  or  congenitally  debilitated.  Puerperal  epidemics  in 
institutions  have  been  known  to  be  equally  fatal  to  both  mothers 
and  children.  Only  very  recently  I  have  seen  a  mother  suc- 
cumb to  septic  puerperal  peritonitis  on  the  sixth  day  and  her 
apparently  vigorous  child  follow  her  to  the  grave  on  the  seventh 
day. 

In  Prussia  Rosenfeld  found  that  14  to  19  per  cent,  of  the 
children  died  from  pulmonary  diseases  before  they  were  fifteen 
days  old.  Excluding  atelectasis  the  statistics  of  897  deaths  occur- 
ring in  New  York  City  during  the  year  1907  showed  that  fifty- 
three  were  due  to  pulmonary  disorders — mostly  bronchitis  and 
pneumonia. 

We  cannot  enter  into  a  detailed  consideration  of  the  infections 
characterized  by  icterus.  This  has  been  done  recently  by  Renion 
who  points  out  that  the  severer  grades  of  icterus  are  unques- 
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tionably  of  an  infectious  nature  and  usually  fatal.  I  believe 
that  with  universal  adoption  of  the  aseptic  management  of  the 
cord  in  the  first  days  of  extrauterine  life,  sepsis  by  way  of  the 
umbilical  stump  will  become  one  of  the  rarest  causes  of  fetal  death. 

CONCLUSIONS. 

In  the  United  States  as  well  as  abroad,  the  mass  of  evidence 
indicates  that  there  has  been  no  decrease  in  infantile  mortahty 
in  the  early  period  of  life  during  the  past  twenty  years.  Our 
American  women  have  mastered  the  secrets  of  prevention  and, 
if  pregnancy  occasionally  overtakes  them  by  surprise,  the 
facilities  are  plentiful  for  its  interruption.  The  desire  for  large 
families  is  not  general  among  our  native-born  women  and  the 
inclination  to  nurse  their  young  or  to  devote  themselves  very 
seriously  to  weaklings  is  conspicuously  lacking.  Hence  I  believe 
that,  for  a  long  time  to  come,  immigration  of  rugged  stock  from 
abroad  will  be  essential  to  strengthen  our  own  American  product. 
The  intermingling  of  foreign  with  our  native  blood  will  solve  the 
problem  of  depopulation  in  our  country  and  is  the  only  means 
of  guaranteeing  the  increase  among  our  newly-born  which  the 
further  development  of  our  vast  continent  demands. 

I  am  similarly  convinced  that,  in  family  practice,  the  mor- 
tality and  morbidity  of  the  puerperal  women  have  not  improved 
in  the  past  twenty  years;  and  I  am  satisfied  that  the  same  holds 
true  of  the  newly-born  child.  Institutions  solved  the  problem 
of  general  surgery.  Institutions  likewise  have  reduced  maternal 
and  fetal  mortality  during  labor.  Hence  I  conclude  that 
institutions  must  solve  the  problem  of  reducing  mortality  in 
the  newly-born. 

I  agree  with  Zinke  when  he  says:  "The  seeds  which  have 
been  sown  would,  at  an  early  date,  bear  abundant  fruit,  if 
teachers  of  obstetrics  would  advocate  hospital  deliveries  and 
proclaim  the  fact  that  this  is  the  only  way  in  which  the  mortality 
and  morbidity  of  midwifery  can  be  further  reduced." 

To  this  I  would  suggest  the  addition  of  wards  and  out-door 
departments  under  the  care  of  a  staflF  of  physicians  especially 
trained  in  the  care,  hygiene  and  management  of  children  in  the 
earhest  period  of  life.  The  plan  of  the  late  P.  Budin,  of  Paris, 
in  which,  not  only  the  pregnant  woman  could  be  looked  after 
and  properly  nourished,  but  also  the  child's  progress  after  birth 
could  be  carefully  and  scientifically  observed  for  the  first  year 
or  two  of  life  is  the  one  which  offers  the  best  prospects. 
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THE   RELATION  OF  CYCLICAL  VOMITING  IN  CHIL- 
DREN TO  APPENDICITIS. 

BY 
CH.\RLES  GREENE  CUMSTON,  M.  D., 

Boston,  Mass. 

In  the  July,  1908,  number  of  the  At  chives  of  Diagnosis  I 
published  a  paper  on  the  dyspeptic  form  of  appendicitis  in  which 
I  referred  to  cyclical  vomiting  in  children  as  a  symptom  of 
chronic  appendicitis,  and  in  what  is  to  follow  I  shall  limit  my 
remarks  to  this  symptom  as  met  with  in  children. 

Cyclical  vomiting  may  be  defined  as  periodical  attacks  of 
vomiting,  the  patient  being  seized  upon  numerous  occasions 
and  at  variable  intervals,  each  attack  being  also  variable  as  to 
duration,  vomiting  occurring  suddenly  and  ceasing  likewise, 
and  accompanied  from  the  very  commencement  by  marked 
prostration. 

Each  of  these  essential  points  of  this  definition  will  now  be 
considered.  In  the  midst  of  an  apparently  flourishing  condition 
of  health,  a  child,  usually  a  girl,  is  seized  with  vomiting,  the 
spells  succeeding  each  other  in  rapid  succession.  In  typical 
cases  a  cause  for  the  vomiting  is  quite  impossible  to  designate, 
as  the  patient  jiresents  no  evidence  of  gastrointestinal  infection 
nor  has  there  been  any  irregularity  in  the  diet  which  might 
explain  the  sudden  appearance  of  this  symptom. 

The  vomiting  recurs  spontaneously  or  upon  the  slightest 
movement  on  the  part  of  the  patient,  likewise  upon  any  attempt 
at  feeding,  whether  this  be  solid  or  liquid.  Usually,  as  I  have 
said,  the  vomiting  is  the  first  symptom,  but  it  may  be  preceded 
by  nausea.     Generally  the  vomiting  is  unaccompanied  by  pain 
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and  is  usually  more  of  a  regurgitation  of  the  contents  of  the 
stomach,  quite  similar  to  the  vomiting  so  typical  in  the  beginning 
of  tuberculous  meningitis. 

The  vomiting  occurs  during  a  variable  lapse  of  time,  usually 
two,  three  or  five  days,  sometimes  even  for  a  week  or  two. 
When  the  attack  commences  soon  after  a  meal,  the  vomitus  is 
of  an  alimentary  nature,  or  it  may  be  almost  exclusively  bilious 
or  watery. 

Another  important  symptom  is  the  almost  immediate  involve- 
ment of  the  general  health.  The  child  is  pale,  the  face  pinched 
and  the  eyes  sunken.  The  abdomen  becomes  retracted.  The 
tongue,  which  is  in  the  first  place  normal  or  slightly  coated,  has  a 
tendency  to  become  dry.  The  general  weakness  bcomes  more 
marked  and  the  condition  of  affairs  denotes,  when  the  attack 
has  lasted  for  more  than  three  or  four  days,  a  very  serous  in- 
volvement of  the  nutrition. 

Quite  in  contrast  with  the  apparent  critical  condition  of  the 
patient,  convalescence  is  very  rapid  as  soon  as  the  vomiting 
ceases,  this  cessation  taking  place  suddenly,  just  as  the  attack 
began.  The  patient  regains  his  health,  merely  displaying  a 
slight  weakness  or  a  paresis  of  the  digestive  functions.  He 
remains  well  until  another  attack  occurs  and  which  is  reproduced 
with  the  same  suddenness  and  apparent  gravity  as  in  the  pre- 
ceding attack. 

Such  are  the  essential  features  of  the  affection  which  of  late 
years  has  been  studied  under  the  name  of  cyclical  vomiting  or 
essential  vomiting,  and  it  now  remains  for  us  to  examine  a 
certain  number  of  symptoms  which  may  be  termed  secondary, 
because  they  may  be  wanting  during  one  attack  and  appear 
in  another,  or  according  to  the  case  may  be  completely  wanting, 
while  certain  others  take  on  a  very  pronounced  importance. 
Thus,  the  temperature  is  quite  frequently  normal  but  it  may 
rise  to  38°  C.  or  even  39°  or  40°  C.  during  the  first  few  days  of  the 
attack. 

The  gastrointestinal  disturbances,  other  than  the  vomiting, 
present  the  same  variations.  At  the  commencement  of  the 
attack  the  appetite  may  be  wholly  or  in  part  preserved,  but 
thirst  is  great  and  each  time  that  water  is  given  the  patient 
vomits.  When  the  attack  is  at  all  prolonged  the  child  will 
usually  refuse  all  food  and  liquid. 

Diarrhea  has  been  observed  but  it  is  rather  exceptional,  while 
constipation  is  the  rule. 
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The  liver  will  be  found  more  or  less  hypertrophied,  and  the 
changes  in  the  hepatic  functions,  among  others  icterus,  have  been 
carefully  studied  by  many  observers  in  the  past  few  years. 

Another  phenomenon  which  has  been  frequently  met  with  is 
the  special  odor  of  acetone  imparted  to  the  breath  and  to  the 
vomitus.  It  is  occasionally  so  marked  that  it  permeates  the 
patient's  room,  but  it  is  always  easy  to  detect  as  soon  as  the 
patient  is  approached.  An  acetonuria  is  easily  detected  by  the 
ordinary  reagents,  namely  those  of  Lieben  and  Gehrardt. 

This  special  type  of  vomiting  was  carefully  studied  in  1901 
by  Marfan  and  since  this  it  has  been  described  as  vomiting  with 
acetonemia.  It  should  be  pointed  out,  however,  that  cyclical 
vomiting  may  not  be  accompanied  by  acetonemia  and  as  is  well 
known  the  acetonemic  odor  of  the  breath  is  not  infrequently 
met  with  in  cases  of  appendicitis  accompanied  by  vomiting,  a 
form  of  the  dyspeptic  type  to  which  I  referred  in  my  paper 
already  alluded  to. 

Of  the  various  theories  relative  to  the  etiology  of  cyclical 
vomiting  I  have  little  to  say.  It  has  been  considered  due  to 
some  primary  afifection  of  the  stomach,  and  in  point  of  fact,  it  is 
often  met  with  in  dyspeptic  children,  but  it  also  arises  in  other- 
wise healthy  subjects.  Then  again  examination  of  the  stomach 
and  abdomen  rarely  shows  anything  abnormal.  Krotkow 
thought  that  these  attacks  of  vomiting  might  be  caused  by  a 
pseudomeningitis  produced  by  intestinal  toxemia.  According 
to  Marfan,  a  disturbance  of  the  nutrition,  either  the  cause  or 
effect  of  an  intoxication,  arising  at  the  same  time  with  other 
true  pathogenic  toxic  products  results  in  an  excess  of  acetone. 
This  association  according  to  his  way  of  thinking  is  so  frequent 
that  there  is  no  necessity  of  making  a  differential  diagnosis 
between  acetonemia  and  cyclical  vomiting.  Pierson  believes 
that  the  vomiting  and  acetonuria  are  two  concomitant  symp- 
toms of  a  morbid  condition  whose  origin  is  to  be  found  in  the 
digestive  tract,  while  Edsall  is  of  the  opinion  that  acetonuria  is 
the  rule  in  these  attacks  of  vomiting,  but  he  admits  what  Marfan 
denies,  namely,  that  the  acidosis  is  the  cause  of  the  vomiting. 
Now,  according  to  Marfan,  the  vomiting,  acetonemia  and  acidosis 
are  merely  associated  symptoms  arising  from  an  unknown  cause. 

Richardi^re  met  with  two  cases  of  jaundice  accompanying 
cyclical  vomiting,  and  after  a  careful  study  he  points  out  that 
bilious  vomiting,  an  increase  in  the  size  of  the  liver  accompanied 
with  pain,  the  yellow  tinge  of  the  skin  and  attacks  of  urticaria 
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are  simply  little  signs  of  hepatism  accompanying  cyclical  vomit- 
ing. These  demonstrate  that  in  many  patients  the  liver  is 
involved  slightly,  while  the  presence  of  jaundice  certainly  indi- 
cated that  the  liver  is  more  seriously  involved. 

Coming  now  to  the  relationship  between  cyclical  vomiting  and 
latent  chronic  appendicitis  it  is  to  be  remarked  that  Apert  admits 
that  the  coexistence  of  these  two  affections  is  quite  possible,  al- 
though not  frequent.  From  personal  observation  and  a  number 
of  reported  cases  it  seems  to  me  conclusively  proven  that  in  some 
instances  cyclical  vomiting  is  due  to  a  latent  and  chronic  appendi- 
citis. In  these  instances  the  patients  have  been  affected  for  a  cer- 
tain time  with  recurrent  attacks  of  vomiting  with  or  without  a  rise 
intemperature;  the  attacks  take  place  without  any  apparent  cause 
and  disappear  within  a  few  hours  or  a  few  days.  At  the  time 
of  the  attacks  abdominal  pain  has  been  complained  of  by  some  of 
the  patients,  this  being  of  an  indefinite  nature  and  seated  in 
the  right  iliac  fossa.  It  should  also  be  remarked  that  in  those 
cases  where  pain  has  not  been  recorded  that  it  may  not  neces- 
sarily have  been  absent,  because  a  complete  examination  of  a 
child  presents  many  difficulties,  and  from  the  nature  of  the 
symptoms  the  physician  is  not  so  apt  to  examine  the  region  of 
the  appendix. 

During  the  interval  of  the  attacks  constipation  or  muco- 
membranous  colitis  are  not  uncommon,  while  in  other  cases  the 
patients  may  be  subject  to  migraine  or  disturbances  of  the  nutri- 
tion. And  lastly,  the  most  important  fact  of  all  is  that  after 
removal  of  the  appendix  the  cyclical  vomiting  never  returns. 

While  a  few  years  ago  appendicitis  was  considered  a  disease 
occurring  only  in  acute  paroxysms  the  same  cannot  be  said  at 
present  and  we  all  know  how  common  chronic  appendicitis  is  and 
that  many  instances  of  so-called  hepatic  or  nephritic  colic,  intes- 
tinal colic  and  the  so-called  colic  of  menstruation  are  only 
symptoms  of  an  indefinite  nature  due  to  a  latent  and  chronic  in 
fection  of  the  appendix. 

Among  the  manifestations  of  a  latent  appendicitis  dyspeptic 
disturbances  are  of  the  highest  importance,  as  I  have  already 
described  in  the  paper  alluded  to  at  the  commencement  of  this 
article.  These  disturbances  are  very  variable  in  nature.  There 
is  flatulency,  gastric  atony  and  anorexia,  or  on  the  contrary 
there  may  be  a  special  intolerance  for  one  or  several  kinds  of  food. 
Occasionally  slight  abdominal  pain  may  be  alone  complained  of 
and  it  is  oftentimes  overlooked   when  examining  the  patient. 
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There  may  be  also  alimentary,  watery  or  bilious  vomiting, 
attacks  of  diarrhea,  or  stubborn  constipation,  or  there  may  be 
alternating  constipation  and  diarrhea. 

Generally  these  symptoms  occur  periodically  and  are  accom- 
panied by  a  slight  rise  of  temperature  (but  this  is  not  always 
present),  a  coated  tongue  and  a  very  strong  odor  of  the  breath. 
Now  if  these  subjects  are  carefully  examined  some  slight  pain 
can  be  detected  in  the  right  iliac  fossa,  and  doubt  is  no  longer 
permissible  that  the  case  is  one  of  latent  chronic  appendicitis. 

In  the  majority  of  dyspepsias  which  are  due  to  primary 
changes  in  the  stomach,  the  digestive  symptoms  present  a 
certain  regularity  in  their  evolution,  while  in  the  cases  we  are  now 
considering  the  phenomena  are  essentially  irregular  and  inter- 
mittent, appearing  suddenly  and  without  any  appreciable  cause. 
In  a  number  of  recorded  cases  the  attacks  of  vomiting  occurred 
at  fairly  short  intervals,  accompanied  by  a  slight  rise  of  the 
temperature  and  abdominal  pain  which  drew  the  attention  to  the 
appendix.  However,  I  would  not  have  it  inferred  that  it  is  my 
belief  that  all  instances  of  cyclical  vomiting  in  children  are 
dependent  upon  a  diseased  appendix,  but  I  do  believe  that  this 
cause  should  be  looked  for  and  not  eliminated  until  several 
careful  examinations  have  proved  negative.  It  will  then  be 
possible  to  consider  the  other  causes  which  have  been  incrimi- 
nated and  examine  the  condition  of  the  liver,  etc.  In  each 
instance  the  term  "essential  vomiting"  should  never  be  pro- 
nounced until  every  possibility  of  an  appendicular  origin  has 
been  excluded. 

The  possibility  of  a  chronic  appendicitis  being  admitted  as  a 
cause  of  cyclical  vomiting,  let  us  now  endeavor  to  explain  its 
action  and  how  a  folliculitis  of  the  appendix  and  the  reaction 
that  it  brings  about  may  produce  periodic  attacks  of  vomiting. 
And  in  the  first  place  we  have  infection,  this  infection  being  kept 
up  by  the  initial  lesion  in  the  appendix,  and  from  here  extending 
to  the  intestine  by  direct  continuity.  How  much  the  lymph- 
atic system  enters  into  the  extension  of  the  infection  is  as  yet 
undetermined. 

Clinically,  a  chronic  appendicitis  will  give  rise  to  various 
digestive  disturbances  and  occasionally  mild  attacks  of  hepatic 
congestion.  As  infection  of  the  appendix  undergoes  its  evolution 
intermittently,  the  general  infection  will  act  in  the  same  way. 
Then  again,  when  there  is  pain  in  the  abdomen,  it  is  often  due  to 
the  adhesions  arising  between  the  appendix  and  the  omentum, 
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and  this  must  certainly  play  an  important  part  as  far  as  the 
manifestation  of  the  gastric  symptoms  are  concerned.  In  a  few 
of  these  cases  of  cyclical  vomiting,  at  the  time  the  appendix  was 
removed,  an  omental  adhesion  was  found  attached  to  the  stomach 
and  pulled  upon  it  and  was  probably  not  a  stranger  to  the 
attacks  of  vomiting.  Therefore  it  is  of  particular  importance  to 
resect  any  adhesions  that  may  be  found  in  order  to  prevent  a 
recurrence  of  the  dyspeptic  symptoms  after  the  operation.  It 
is  nevertheless  true  that  in  some  cases  where  the  vomiting  and 
dyspeptic  symptoms  were  the  prominent  symptoms,  there  were 
no  traces  of  any  adhesions  within  the  abdomen. 

As  to  the  theory  of  reflex  action  as  the  cause  of  recurrent 
vomiting,  it  is  quite  probable  that  infection  may  act  by  producing 
an  inflammatory  attack  in  the  adhesions  if  they  are  present,  thus 
giving  rise  to  the  dyspepsia  and  particularly  the  vomiting. 

Such  are  the  theories  which  have  been  put  forward  to  explain 
cyclical  vomiting  in  children  when  this  was  due  to  a  chronic 
appendicitis,  and  it  would  seem  likely  that  they  all  may  play  a 
part  according  to  the  conditions  found  in  a  given  case. 

It  is  certainly  true  that  in  some  instances  the  patients  have 
been  operated  for  an  appendicitis,  the  cyclical  vomiting  being 
considered  as  an  important  symptom,  and  that  after  the  oper- 
ation it  has  recurred.  Such  facts  only  prove  one  thing,  namely, 
that  in  these  cases  the  infected  appendix  was  not  the  only  factor. 
In  some  of  these  cases  omental  adhesions  and  periappendicular 
lymph-nodes  were  not  looked  for,  and  may  have  been  the  cause 
of  the  continuation  of  the  symptom,  because  left  behind. 

In  doubtful  cases  of  migraine,  intestinal  occlusion,  peritonitis, 
meningitis  and  especially  indigestion,  the  appendix  should  be 
carefully  examined  and  even  the  slightest  sensitiveness  in  the 
right  iliac  fossa,  the  slightest  rigidity  on  the  part  of  the  right 
rectus,  a  tiny  rise  in  temperature  and  constipation  should  in  all 
instances  when  accompanied  by  cyclical  vomiting  cause  one  to 
suspect  a  latent  and  chronic  appendicitis  which  is  an  indication 
for  operation. 

871  Beacon  Street. 
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Meeting  of  November  12,   1908. 
Godfrey  R.  Pisek,  M.  D.,  iyi  the  Chair. 
Dr.  Henry  Ewing  Hale  presented 

A    CASE    ILLUSTRATING   THE    MORRO   TUBERCULIN    REACTION. 

A  boy,  four  years  of  age,  had  had  inunctions  with  a  50  per 
cent,  old  Koch  tuberculin  in  anhydrous  lanolin  on  one  side  of  the 
anterior  chest,  on  the  other  side  a  50  percent.  Rockefeller  tuber- 
culin was  used.  The  application  had  been  made  two  days  before 
and  the  reaction  was  so  beautiful  that  he  desired  to  present  it  to 
the  Section.  The  history  of  the  child  showed  that  he  had  had  an 
attack  of  pneumonia  in  July  last,  which  was  very  slow  in  clear- 
ing up,  the  signs  of  bronchitis  persisting  until  late  in  August. 
He  came  to  the  clinic  on  October  5,  with  suspicious  signs  in  the 
right  chest. 

The  tuberculin  had  been  applied  as  follows:  the  skin  was 
thoroughly  cleansed  with  alcohol  and  an  amount  of  the  oint- 
ment about  the  size  of  a  pea  was  rubbed  into  it  for  at  least  thirty 
seconds.  The  reaction  consisted  in  the  appearance  of  one  or 
many  red  papules  on  more  or  less  reddened  bases.  Some  of  these 
at  times  seemed  to  contain  fluid.  Very  often  the  reaction  was 
not  confined  to  the  immediate  area  of  application. 

Dr.  Herman  Schwarz  said  that  Morro  had  reported  that  when 
the  tuberculin  salve  was  rubbed  in  on  one  side  the  reaction 
appeared  in  some  cases  on  the  opposite  side  and  symmetrically 
placed.  He  advanced  the  theory  that  this  reaction  might  be 
due  to  some  angioneurotic  condition. 

Dr.  Godfrey  R.  Pisek  had  observed  that  in  children  who 
had  had  diphtheria  and  in  whom  antitoxin  had  been  used  and 
was  followed  by  an  urticarial  rash,  the  Morro  reaction  appeared 
quickly  and  intensely.  It  was  probable  that  these  children 
were  more  liable  to  dermatoses  in  general.  In  his  experience 
he  had  found  that  the  Calmette  eye  test  or  the  von  Pirquet  reac- 
tion could  sometimes  be  obtained  in  suspicious  cases  where  the 
Morro  reaction  could  not  be  obtained.  In  tuberculous  children 
who  gave  histories  of  some  previous  skin  affection  intense  reac- 
tion was  obtained  with  the  Morro  test. 

Dr.  Sara  Welt-Kakels  reported 

A  case  of  spina  bifida. 

Though  there  was  no  history  of  lues  it  was  interesting  to  con- 
sider the  fact  that  of  nine  pregnancies  of  the  mother,  four  were 
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interrupted  during  the  first  half  of  crravidUv      tt.^ 

the  distended  bladder  expelled  the  urine  tI..  u  '^""^  \^P°" 
the  size  of  an  orange  an^d  ^4s  located  in  tie  sacr'rrr^^n '^T.' 
was  covered  with  normal  skin  which  was  traversed  hv/  ^ 

the  sphincters  which  increased  the  haWlifv,^-   ^  P"a'>s's  of 
flammatory  processes  of  tS  urinary  tr^c        1° '""='^"™,^°d  i"- 

ployed  were  Ii"aHnn  nf  ,hi  The  methods  of  treatment  em- 

The^injeetl^n'of  rmVaVtrlngfnt"  "P'""°"  "'  '"^  ^°"'™'^  "'"> 

th^e-w|^^Lf=.S--^-™--"- 
™i|s  :^LT^r ^.«  i^ot^l"L=Vtt"fatt 
acc^o^mp^S-^^;  ZVr^'  T^^Zf^^r'""'  ""^  ^^^^^^^ 

operation.  In  I  case  now  under  his  care  thriu'r^""'  f '" 
four-fiifths  as  larcr^  oo  ;„  ^u'  ^^  ^"^  tumor  was  about 

double  ci^b  feet  "H^rca  led  Tn^t^erT'"^--  ""t-'i'  """^  ^''° 
'"bu'V,^:^''^  spmrL'm'd:"a°n'd'"oSe  c,;?f':eV'"'=  ™^ 
pre°se"t  Vs'omV;?ars  a"r"^L't^^"  °'  ^  '"'^  "*°"  *^  ^^'^ 
incontinence  of  uSe  and%ec"%rw.^ras"s'pLTbifidf '  ^  l"^. 


354  TRANSACTIONS    OF    THE 

where  the  right  kidney  was  opened  and  drained.  After  this 
there  was  some  slight  improvement,  but  the  temperature  re- 
mained. Dr.  A.  A.  Berg  then  removed  the  right  kidney  after 
finding  that  the  left  kidney  was  functionating.  The  boy  im- 
proved for  a  time  but  developed  a  pyuria  and  died. 
Dr.  W.  R.  Northrup  reported 

A  CASE  OF  OBSTINATE  VOMITING. 

A  breast-fed  infant  vomited  all  his  food.  The  mother  wished 
to  take  the  child  to  the  country  for  the  summer.  She  had  an 
abundant  supply  of  milk,  and  did  not  wish  to  wean  him  and  run 
the  risk  of  a  doubtful  milk-supply  and  the  other  annoyances  of 
bottle-feeding  while  travelling.  The  child  retained  food  taken 
through  a  rubber  nipple.  Analysis  of  the  mother's  milk  showed 
that  it  contained  8  per  cent,  of  fats.  By  judicious  diet  and 
exercise  this  percentage  was  reduced  to  6.  All  the  conditions 
seemed  favorable  to  the  mother's  nursing  the  child  but  he  still 
continued  to  vomit  all  the  food  that  he  took  in  the  natural  way. 
The  babv  was  compelled  to  nurse  through  a  shield  and  the 
mother's ^nilk  was  given  through  a  nursing  bottle  and  it  was 
found  that  the  infant  retained  it  in  both  ways.  These  methods 
annoyed  the  mother,  however,  and  could  not  be  continued. 
After  puzzling  over  the  problem  for  sometime  it  finally  occurred 
to  him  that  as  the  supply  of  milk  was  abundant  and  the  flow 
very  easv  the  child  nursed  too  fast  and  took  too  much.  In 
dealing  with  a  weak  baby  the  baby  was  placed  on  its  back  and 
the  mother  leaned  over  it  to  nurse  it,  thus  getting  the  benefit 
of  gravity  to  assist  in  the  flow  of  milk.  Why  not  reverse  the 
conditions  and  see  what  gravity  would  do?  The  mother  was 
asked  to  lie  on  a  bed  and  the  child  was  placed  across  her  in  such  a 
way  that  its  head  was  lower  than  its  body.  The  way  from  the 
breast  to  the  baby's  stomach  was  all  up  hill  and  the  baby  had  to 
work  for  his  food.  In  this  way  he  took  the  food  more  slowly 
and  stopped  when  he  had  enough.  The  plan  succeeded,  and  the 
mother  made  a  further  improvement  by  sitting  in  a  rocking 
chair  and  placing  the  child  over  her  shoulder,  head  downward. 

Dr.  Thomas  S.  Southworth  asked  if  the  mother  had  been 
asked  to  make  compression  behind  the  nipple  with  two  fingers 
to  limit  the  rapidity  of  the  flow  of  milk. 

Dr.  Herman  Schwarz  asked  if  interrupted  feeding  had  been 
tried  and  whether  the  child  vomited  while  nursing  or  imme- 
diately after.  . 

Dr.  Ward  Bryant  Hoag  said  that  it  was  not  the  question  ot 
time  the  child  nursed  that  was  so  important  but  the  question 
of  how  much  milk  the  child  got.  He  asked  if  the  child  was 
weighed  before  and  after  nursing  to  determine  just  how  much 
milk  he  really  got. 

Dr.  Northrup,  in  closing  the  discussion,  said  that  he  had  seen 
the  baby  but  once  but  that  the  doctor  in  attendance  had  tried  all 
the  things  he  could  think  of.     He  did  not  weight  the  baby  belore 
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and  after  nursing  until  Dr.  Xorthrup  had  suggested  it.  He  did 
not  think  the  method  of  pressing  the  two  fingers  behind  the 
nipple  had  been  tried.  Rest  between  feedings  had  been  tried. 
He  could  not  remember  whether  or  not  interrupted  nursing 
had  been  tried.  The  things  to  be  considered  were  too  rapid 
feeding  and  overdistention.  The  vomiting  came  on  almost 
immediately  after  feeding.  The  stomach  would  fill  up  and  then 
the  milk  would  be  expelled.  It  was  true  that  the  child  took 
three  ounces  and  then  vomited  four. 
Dr.  Kaufman  Schlivek  reported 

A     CASE     OF     ULCERATIVE     ENDOCARDITIS     WITH     NECROPSY     AND 

BLOOD   FINDINGS. 

A  child  three  years  of  age,  with  negative  family  history,  had 
had  measles  two  months  before  her  present  illness  when  she  came 
under  his  care.  She  had  a  cough,  fever  and  a  temperature 
ranging  from  103  to  105°  F.  She  complained  of  inability  to 
stand  or  walk,  had  frequent  sweats  and  during  the  second  week 
of  her  illness  she  had  four  or  five  movements  of  the  bowels  daily. 
Urination  was  normal.  Her  general  condition  was  fair  though 
she  looked  very  sick,  was  restless,  breathed  rapidly  and  was 
somewhat  cyanosed.  The  sensorium  was  clear,  the  tongue 
coated  and  dry,  the  throat  red,  and  the  lymph  nodes  slightly 
enlarged.  The  patient  lay  on  her  right  side  with  her  legs  flexed 
on  her  thighs  and  her  thighs  flexed  on  her  abdomen.  The  lungs 
showed  moist  riles  on  both  sides  anteriorly  and  posteriorly, 
but*  the  expansion  was  good  at  the  bases.  The  apex  beat  of  the 
heart  was  in  the  fifth  space  just  below  the  nipple,  the  right  beat 
in  the  midsternal  line,  and  the  left  beat  in  the  mammary  line. 
The  action  was  rapid,  regular  and  of  fair  force.  No  murmurs 
could  be  detected.  The  abdomen  was  sUghtly  distended,  tense 
and  generally  tympanitic.  No  tenderness  could  be  elicited; 
palpation,  however,  was  very  unsatisfactory.  The  spleen  was 
distinctly  palpable  and  there  was  liver  dullness  in  the  fifth  space. 
The  extremities  were  cold  and  cyanosed.  There  was  no  Kernig 
nor  Babibski  sign,  but  there  was  right  knee-jerk.  The  left  knee 
was  tender  and  extension  was  painful.  The  white  blood-cor- 
puscles numbered  27,000;  the  polynuclear  neutrophiles  were 
67  per  cent,  and  the  lymphocytes  23  per  cent.  The  urine  was 
clear,  amber,  acid  with  traces  of  albumin  but  no  sugar.  There 
were  a  few  pus  cells  and  hyaline  casts.  The  diagnosis  was 
puzzling;  bronchopneumonia,  malaria,  typhoid,  rheumatism 
and  sepsis  were  considered.  The  condition  of  the  child  remained 
about  the  same  for  five  days  after  her  admission  to  the  hospital, 
then  petechiae  began  to  appear  all  over  her  body.  Blood 
examination  was  made  plated  in  agar,  in  agar  and  ascitic  serum, 
in  glucose  agar  and  glucose  agar  and  ascitic  serum.  Each  plate 
contained  one  and  one-half  c.c.  blood.  At  the  end  of  twenty-four 
hours  there  was  a  growth  on  several  of  the  media.  The  diagnosis 
of  sepsis  was  certain.     The  general  condition  of  the  girl  became 
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worse  and  the  roughness  of  the  first  sound  at  the  apex  of  the  heart 
persisted:  Staphylococcus  pyogenes  aureus,  thirty-five  colonies 
per  c.c.  were  found  in  the  blood  cultures.  The  first  sound  at  the 
apex  was  replaced  by  a  short,  squeaking,  musical  murmur, 
which  could  be  heard  over  the  entire  precordium  and  for  a  short 
distance  toward  the  axilla.  The  diagnosis  septic  endocarditis 
was  then  made.  Later  the  same  day  the  murmur  became  faintly 
audible,  pulmonary  edema  developed  and  the  child  died.  Stim- 
ulation and  sodium  salicylate  for  a  few  days  was  the  only  treat- 
ment. At  autopsy  the  heart  was  found  not  enlarged,  but  the 
mitral  valve  had  a  pedunculated,  verrucose  vegetation,  about 
the  size  of  a  large  green  pea  on  the  upper  part  of  the  anterior 
flap.  On  this  vegetation  were  two  small  ulcerations  and  on 
either  side  of  the  large  vegetation  was  a  small  flat  one.  The 
lungs  were  found  to  be  congested  and  edematous,  the  liver 
was  enlarged,  congested  and  showed  fatty  degeneration.  The 
kidneys  were  congested  but  about  normal  in  size,  the  spleen  was 
enlarged,  congested  and  showed  numerous  small  grayish  infarcts. 
The  two  reasons  for  reporting  this  case  were  the  rarity  of  the 
condition  and  the  difficulty  of  diagnosis.  In  a  collection  of 
209  cases  Dr.  Osier  had  found  but  three  cases  of  malignant 
endocarditis  under  ten  years  of  age.  In  a  review  of  the  liter- 
ature of  the  past  fifty  years  Dr.  S.  S.  Adams  had  found  but  forty- 
seven  cases  in  children  under  fourteen  years  of  age. 

Dr.  Northrup  said  that  after  eight  years  of  active  autopsy 
work  at  the  New  York  Foundling  Asylum  and  of  less  active 
work  for  four  years  more,  he  knew  of  but  one  case  of  this  kind. 
This  specimen  had  been  bottled  in  Miiller's  fluid  and  was  waiting 
for  him  on  his  return  from  abroad.  An  ulceration  was  found 
where  the  walls  of  the  heart  had  been  whipped  by  the  mitral 
valve,  with  characteristic  granulations  and  fibrin.  He  had 
already  presented  the  report  of  this  case  and  specimen  to  the 
Pathological  Society. 

Dr.  Hermann  Schwarz  said  that  there  had  been  two  such 
cases  during  the  past  six  years  at  the  Mount  Sinai  Hospital,  one  a 
child  of  seven  and  the  other  a  child  of  ten  years  of  age.  He  said 
that  changes  occurred  more  frequently  in  the  pericardium  and 
less  frequently  in  the  endocardium. 

Dr.  Sidney  V.  Hass  related  a  case  of  ulcerative  endocarditis 
in  a  boy  of  seven  years  of  age.  The  boy  had  urethritis,  pus  in 
both  kidneys,  an  abscess  in  the  prostate  and  gonorrheal  endo- 
carditis.    The  case  had  given  a  pure  culture  of  the  gonococcus. 

TICS    AND   THEIR   TREATMENT. 

Dr.  E.  W.  Scripture  presented  this  paper  and  several  patients 
who  illustrated  it.  The  first  patient  presented  screwed  his  mouth 
around  to  the  left  side.  This  was  a  movement  that  might  be  made 
for  a  definite  jiurpose  by  a  group  of  voluntary  muscles.  The 
same  movement  might  be  made  unconsciously.  This  patient 
said  that  he  performed  the  movement  whenever  he  thought  of  it, 
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while  others  had  told  him  that  they  could  not  help  it,  or  could 
only  resist  it  with  difficulty.  This  is  an  important  difference 
and  serves  to  classify  tics  into  conscious  and  unconscious  tics. 
The  most  ordinary  tics  are  those  of  the  eye-lids,  the  snorting  tic, 
the  sucking  tic,  the  surprise  tic  of  the  forehead,  the  frowning,  gri- 
macing and  scalp  tics,  various  tics  of  the  ear  muscles  and  of  the 
chin,  the  licking  and  clicking  tics  of  the  tongue,  several  varieties 
of  masticating  tics,  tics  of  the  neck  including  torticollis,  tics  of 
the  shoulders,  arms,  legs,  etc.  There  are  also  coughing,  spitting, 
swallowing,  eructation,  vomiting  and  resipiratory  tics.  The 
origin  of  these  tics  can  sometimes  be  traced,  as,  for  instance, in  a 
patient  who  had  had  a  speck  of  dust  in  his  eye  and  even  after 
the  dust  had  been  removed,  continued  to  shut  his  eye  tightly. 
The  snort  sometimes  had  its  origin  in  the  effort  to  clear  the  nose. 
No  one  had  been  able  to  tell  why  these  movements  persisted 
even  after  the  cause  had  been  removed.  They  seemed  to  be 
related  to  the  obsessions  so  common  in  childhood;  some  children 
seemed  compelled  to  touch  every  post  they  passed  or  to  avoid  every 
crack  on  the  sidewalk.  As  a  child,  he  had  felt  that  he  must  step 
up  the  curb  in  crossing  a  street  with  the  same  foot  with  which  he 
had  stepped  down ;  if  he  failed  to  do  this  he  made  an  efifort  to  go 
the  same  way  later  and  to  "make  good."  If  a  person  affected 
with  a  tic,  could  by  an  effort  refrain  from  making  the  movement 
for  a  time,  he,  in  most  instances,  sought  a  favorable  opportunity 
and  performed  an  extra  number  of  tics.  Some  subjects  of  tics 
were  of  neurasthenic  disposition;  some  neurasthenic  children 
were  affected  by  tics  and  others  became  stutterers.  Peripheral 
irritation  sometimes  produced  tics  in  those  who  were  neurasthenic. 
Chorea  also  caused  tics.  In  these  cases  the  irritation  might  be 
peripheral  or  central.  Neurasthenic  children  might  acquire 
tics  by  imitating  others;  sometimes  an  imitation  made  in  jest 
became  a  tic.  Emotional  disturbances  sometimes  caused  tics. 
Tics  from  this  source  usually  developed  on  a  hysterical  basis. 
Lack  of  an  adequate  cause  differentiated  tics  from  normal  move- 
ments. If  there  was  an  adequate  cause  the  movement  was  not  a 
tic.  A  tic  was  distinguished  from  a  spasm  by  its  mental  charac- 
ter. Only  the  spinal  reflex  arc  was  involved  in  a  spasm  and  it 
could  not  be  modified  by  attention,  distraction,  or  emotion;  it 
usually  affected  the  muscles  supplied  by  a  single  nerve  and  was 
not  preceded  by  a  feeling  of  compulsion  or  followed  by  a  feeling 
of  relief.  If  a  convulsion  movement  continaed  during  sleep  it 
was  a  spasm,  if  not  it  was  a  tic.  In  one  patient,  who  had  a  severe 
torticollis  which  had  been  repeatedly  operated  upon,  the  move- 
ment ceased  during  hypnotic  sleep.  The  tic  was  distinguished 
from  chorea  by  the  systematic  nature  of  the  movements  and  the 
relatively  longer  pauses.  It  was  distinguished  from  paramyclo- 
nus  multiplex  by  the  fact  that  in  this  affection  the  cramps  oc- 
curred in  single  muscles.  There  were  also  other  differences.  He 
thought  the  term  "habit  spasm"  or  stereotype  movement  should 
be  reserved  for  movements  that  did  not  differ  in  their  form  from 
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normal  movements,  the  convulsive  character  being  lacking.  He 
thought  that  the  spasmodic  movements  met  with  in  cases  of 
hysteria  were  genuine  tics.  In  neurasthenic  patients  the  tics 
were  often  benefited  by  tonic  treatment.  Fowler's  solution  had 
given  good  results.  Where  the  tic  was  due  to  the  hysterical  con- 
dition treatment  aimed  at  the  mental  condition  offered  the  best 
prospect  of  giving  good  results.  The  method  which  he  had 
found  effective  was  that  of  conscious  repetition.  The  patient 
was  directed  to  hold  a  mirror  before  him  and  to  watch  for  the 
tic;  then  to  imitate  it  and  to  repeat  the  movement  five  times 
voluntarily.  His  first  attempts  were  often  ludicrously  inadequate, 
but  he  was  urged  to  persist  in  the  effort  until  the  movement  was 
under  voluntary  control.  The  patient  was  advised  to  repeat 
the  movement  every  time  he  caught  himself  making  it.  His 
explanation  of  the  effect  of  this  method  was  that  the  tic  was 
carried  out  by  mental  activity  of  less  than  full  consciousness; 
the  whole  movement  might  have  become  entirely  subconscious. 
By  perfect  voluntary  imitation  the  mind  was  trained  to  make 
the  same  movement  and  thereafter  the  act  was  no  longer  an 
involuntary  subconscious  one  but  a  voluntary,  conscious  act. 
Dr.  Scripture  called  attention  to  stuttering,  which  was  a  dic5ease 
related  to  tics.  Both  were  characterized  by  the  obsessive  idea; 
both  arose  from  practically  the  same  causes.  In  stuttering  the 
more  the  patient  payed  attention  to  the  movement  the  worse 
he  stuttered;  he  must  learn  to  speak  in  an  entirely  new  way. 
Dr.  Scripture  employed  the  melody  cure  by  which  the  patient 
was  taught  to  speak  in  an  entirely  new  way.  He  was  to  use  a 
melodious  normal  voice.  Since  the  stutterer's  voice  was  always 
abnormal  this  gave  him  a  new  voice  unconnected  with  his  obses- 
sion. As  soon  as  he  acquired  this  voice  he  ceased  to  stutter. 
This  cure  was  sometimes  instantaneous.  At  other  times  it 
required  months,  depending  upon  the  ability  of  the  patient  to 
grasp  the  idea  and  to  hold  it. 

Dk  Charles  Herman  said  that,  so  far  as  he  knew,  there  was 
no  adequate  provision  made  for  stutterers  and  that  there  should 
be  adepartmeut  for  the  care  of  these  cases  in  every  cHnic.  As  a 
rule,  they  fell  into  the  hands  of  nonmedical  practitioners.  The 
number  of  these  cases  was  large.  He  was  glad  that  Dr.  Scripture 
had  brought  out  so  forcefully  the  association  of  stammering  and 
stuttering  with  tics.  There  seemed  to  be  a  decided  association 
between  these  two  conditions.  He  did  not  know  why  more  at- 
tention was  not  given  to  tics  since  they  were  so  common.  It 
might  be  because  they  did  not  seem  serious  enough  to  compel  the 
parent  to  take  the  child  to  a  physician.  He  thought  that  mental 
torticollis  was  a  tic  that  should  be  recognized;  this  tic  was  not 
due  to  rheumatism  or  other  causes  usually  given.  This  was  an 
example  of  the  tonic  as  against  the  clonic  tic.  Many  of  these 
cases  were  operated  upon  unnecessarily.  He  had  found  in  the 
history  of  these  cases  of  mental  torticollis  a  distinctly  neurotic 
family  history,  and  in  addition  to  the  tics  there  often  existed  night 
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terrors  or  enuresis.  These  neuroses  might  appear  in  the  patient 
with  the  tic  or  in  other  members  of  the  family.  Many  of  these 
children  had  trouble  with  their  eyes  or  nose;  there  might  be 
errors  of  refraction,  adenoids,  or  other  pathological  conditions. 
One  should  be  cautious  in  promising  to  cure  tics  of  the  eyes  or 
nose  by  operation.  Some  cases  began  as  facial  tics  and  then 
appeared  in  the  shoulders,  leg  or  elsewhere;  they  did  not  always 
remain  in  one  place.  An  important  differential  point  between 
tics  and  chorea  was  that  the  tic  was  repeated  in  the  same  place 
and  in  the  same  manner;  while  in  chorea  there  was  no  telUng 
where  the  next  twitch  would  be. 

Dr.  L.  E.  LaFetra  had  seen  many  of  these  cases  at  the  Van- 
derbilt  clinic  during  the  past  two  years  and  had  sent  them  to 
Dr.  Scripture's  class  in  the  same  institution.  A  great  many 
of  these  cases  were  mistaken  for  chorea,  and  he  thought  that  if  the 
distinction  was  kept  in  mind  between  the  types  of  movements, 
more  would  receive  proper  attention  than  had  hitherto. 

Dr.  B.  Onuf  wished  to  say  a  few  words  about  the  differential 
diagnosis.  Athetosis  and  other  involuntary  movements  re- 
sulting from  cerebral  birth  palsies  or  infantile  cerebral  palsies 
otherwise  caused  might  be  taken  for  tics.  They  sometimes  re- 
sembled tics  sufficiently  to  make  the  diagnosis  difficult.  Spasm 
of  the  neck  and  shoulders,  resulting  from  infantile  cerebral  pal- 
sies, was  particularly  deceptive,  being  apt  to  be  taken  for  choreic 
tic.  Reflex  spasmodic  movements,  such  as  were  brought  about 
by  some  irritation  of  the  conjunctiva  or  the  nasal  mucous  mem- 
brane, were  a  frequent  cause  for  tics.  In  these  cases  there  was 
usually  a  combination  of  reflex  and  voluntary  movements. 
Presence  of  a  foreign  body  or  of  what  gave  the  feeling  of  a  foreign 
body  produced  reflex  spasm  and  if  the  source  of  irritation  con- 
tinued these  voluntary  movements  became  involuntary  being 
amalgamated  with  the  reflex  movement  and  becoming  so  auto- 
matized that  they  continued  even  after  the  source  of  irritation 
was  removed.  The  therapeutic  task  therefore  consisted  in  trans- 
forming the  movements  into  voluntary  movements  again  and 
thus  getting  them  under  control.  Dr.  Onuf  subscribed  to  Dr. 
Scripture's  statement  that  chorea  might  be  the  starting  point  for 
a  tic  and  he  had  in  mind  a  care  in  which  the  tic  developed  on  the 
basis  of  a  chorea  following  scarlet  fever.  He  called  attention  to 
those  cases  in  which  a  mental  tic  was  connected  with  a  physical 
tic,  that  was,  the  patient  while  talking  might  for  instance  jump 
away  from  the  topic  of  conversation  and  comment  on  some  ob- 
ject within  his  range  of  vision  or  he  might  burst  forth  with  some 
peculiar  remark,  as  for  instance  giving  the  age  of  a  person  in 
inches.  In  such  cases  it  was  very  important  to  subject  the 
person  to  a  system  of  education.  He  must  be  taught  to  control 
his  actions  and  his  will  and  sometimes  it  was  indispensable  that 
he  should  be  removed  from  his  surroundings. 

Dr.  Charles  E.  Atwood  said  that  he  had  had  an  opportunity 
to  see  many  cases  of  tic  and  of  stuttering  at  the   Vanderbilt 
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clinic  and  while  the  cases  did  exceedingly  well  there  under  Dr. 
Scripture,  the  danger  in  both  nervous  disorders  was  in  relapses, 
and  it  was  always  advisable  to  treat  the  patient  as  w^ell  as  the 
disorders.  It  was  necessary,  not  only  to  ascertain  and  treat  any 
etiological  emotional  complex,  but  also  to  remove  sources  of 
peripheral  irritation  and  improve  the  general  health.  In  some 
cases  of  tic  hydrotherapy  was  useful.  In  others  electricity  might 
be  employed  to  advantage.  There  was  such  a  strong  mental 
element  in  cases  of  tic  that  the  necessity  of  a  resort  to  surgery 
should  be  most  exceptional.  It  was  sometimes  difficult  to 
differentiate  tics  from  chorea.  In  such  cases  the  patient  might  be 
given  the  benefit  of  arsenic  treatment.  He  asked  Dr.  Scripture, 
if,  in  cases  of  tic  involving  several  sets  of  muscles,  exercises 
which  could  be  graded  would  not  be  useful,  or  certain  movement 
be  supplanted  by  more  graceful  ones. 

Dr.  IvOUIs  C.  Acer  asked  if  there  were  any  real  grounds  for 
supposing  that  this  method  of  introducing  cadence  and  rhythm 
into  the  voice  changed  in  any  way  the  reflex  cerebral  arc,  or 
whether  it  was  simply  a  form  of  self-hypnosis. 

Dr.  Herman  Schwarz  asked  if  there  was  a  distinct  difference 
between  stuttering  and  stammering.  He  also  inquired  if  there 
was  noticed  an  asymmetrical  condition  of  the  face. 

Dr.  Henry  Heiman  thought  it  was  difficult  to  differentiate 
tics  from  chorea.  A  method  used  at  the  clinic  was  to  have  the 
child  protrude  its  tongue.  One  of  the  first  symptoms  of  chorea 
was  choreic  movements  of  the  tongue.  Another  method  was  to 
have  the  physician  take  the  patient's  hand  and  then  instruct 
the  patient  to  look  into  his  eyes;  this  would  check  inhibition  to  a 
certain  extent  and  produce  excitation.  Dr.  Scripture  had  men- 
tioned that  tics  disappeared  during  sleep;  choreic  movements 
also  did,  even  in  severe  cases. 

Dr.  Jenkins  said  that  one  could  tell  whether  the  eyes  were 
involved  or  not  by  placing  a  bandage  over  them  and  excluding  the 
light.  Many  cases  of  spasm  might  be  overcome  by  correcting 
existing  astigmatism  or  hypermetropia. 

Dr.  Godfrey  R.  Pisek  had  treated  the  first  case  presented 
by  Dr.  Scripture  for  chorea,  and  it  had  cleared  up  under  the  or- 
dinary methods  of  treatment.  An  ocular  defect  had  been  cor- 
rected andffinally  the  tic  alone  remained.  It  was  astonishing  to 
note  the  change  in  this  case  after  he  had  been  under  Dr.  vScrpture's 
care  for  a  few  days  only. 

Dr.  E.  W.  Scripture,  in  closing  the  discussion,  said  that  there 
were  various  methods  of  detecting  chorea,  and  that  of  having 
the  patient  stick  out  the  tongue  and  noting  the  movements 
was  familiar  to  all.  He  had  never  thought  of  employing  for 
choreic  movements  the  same  methods  that  he  had  employed 
for  tics.  Chorea  was  due  to  an  infection  and  using  a  mirror  and 
imitating  the  movements  rested  on  an  entirely  different  theory. 
He  did  not  see  how  it  could  work.  Bad  cases  of  stuttering 
were  met  with  in  persons  of  fifty  years  old  and  more  that  were 
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cured.  Bad  cases  were  also  met  with  in  the  young  and  were  very 
difi&cult  to  cure  where  there  was  defective  will  power.  Any- 
where from  one-third  to  one-half  the  stutterers  could  be  cured  by 
the  general  practitioner  if  he  would  give  a  little  attention  to  the 
methods  required.  One  per  cent,  of  the  entire  population  stut- 
tered. This  showed  how  a  man  might  add  to  his  practice  by 
giving  a  httle  attention  to  this  ailment.  There  was  no  essential 
difference  between  stuttering  and  stammering.  In  stuttering  the 
same  syllable  was  repeated  over  and  over  again,  while  in  stam- 
mering there  were  general  cramps.  In  cases  of  complicated  tics 
the  patients  might  be  taught  to  move  gracefully  and  to  assume 
graceful  attitudes;  this  got  them  out  of  the  habit  of  having 
convulsive  and  irregular  movements. 
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DISEASES    OF    CHILDREN. 

School  Hygiene. — J.  W.  Van  Derslice  {Pediatrics,  September, 
1908)  urges  that  the  schedule  should  be  so  arranged  that  no 
period  shall  be  longer  than  fifteen  minutes  for  children  under 
nine  years  of  age,  twenty  minutes  for  children  nine  and  ten  years 
of  age,  and  twenty-five  minutes  for  children  of  eleven  to  fourteen 
years  of  age.  There  should  be  provided  individual  drinking  cups 
or  a  sanitary  drinking  fountain.  Basement  rooms  should  not  be 
used  as  school  rooms.  Where  the  light  is  questionable  black- 
boards should  be  discarded  and  white  paper  and  oil  crayons  used. 
Some  provision  should  be  made  for  a  covered  area  for  out-door 
recesses  during  stormy  weather.  There  should  be  an  allowance 
of  at  least  twenty  square  feet  of  floor  space  per  pupil  in  the 
primary  grades.  The  walls  of  the  school  room  should  be  kalso- 
mined  each  year.  The  desks  should  be  washed  at  frequent 
intervals.  No  teacher  should  have  more  than  forty  and  pre- 
ferably thirty  pupils. 

Hernia  of  the  Ovary  in  Infants. — J.  H.  Nicoll  (Edin.  Med. 
Jour.,  September,  1908)  finds  that  hernia  through  the  inguinal 
canal  in  female  children  is  common  under  one  year  and  a  half, 
uncommon  over  that  age.  Hernia  in  that  site  almost  invariably 
contains  the  ovary  in  infants  under  eighteen  months.  Hernia 
in  that  site  which  develops  in  children  over  eighteen  months 
comparatively  rarely  contains  the  ovary.  Hernia  of  the  ovary 
in  infants  under  eighteen  months  occurs  into  the  patent  canal  of 
Nuck,  which  constitutes  the  sac.  The  contents  of  the  sac  are 
the  ovary,  as  a  rule,  accompanied  by  the  Fallopian  tube.  The 
descent  of  the  ovary  is  probably  connected  with  the  presence 
of  an  over-strong  or  abnormally  short  round  ligament.  En- 
cysted hydrocele  of  the  canal  of  Nuck  is  quite  uncommon  in 
infants.  The  treatment  of  hernia  of  the  ovary  is  in  nearly  all 
13 
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cases  operative,  the  procedure  being  quite  trivial.     The  author 
records  62  such  operations  without  a  death. 

Chronologic  and  Anatomic  Age  in  Early  Life. — What  may  prove 
to  be  a  most  important  method  of  grading  children  is  suggested 
by  T.  M.  Rotch  (Jour.  Amer.  Med.  Asso.,   October  10,   1908). 
Up   to   the  present   time  the  age   of  an   individual   has   been 
computed  in  years;  from  a  legal  stand-point  this  v/ill  probably 
always  be  done.     In  classifying  and  grading  children  as  to  their 
studies  or  in  pitting  them  against  each  other  in  athletic  sports, 
it  becomes  a  very  serious  question  whether  chronologic  age  is  a 
wise  division  during  the  formative  period  of  early  life.     Again, 
the  important  question  of  child  labor  is  brought  before  us,  and 
we  have  to  determine  at  what  age  a  child  should  be  allowed  to 
work  and  what  the  degree  of  that  work  should  be  according  to 
the  chronologic  age.     A  chronologic  division  for  this  purpose  is 
not  only  insufficient,  but  clearly  pernicious.     The  question  at  once 
presents  itself  as  to  the  best  method  for  determining  the  normal 
anatomic  development  from  birth  to  perhaps  fourteen  years,  and 
expressing  it  in  as  small  intervening  periods  as  is  possible  and 
practical  by  means  of  our  present  anatomic  knowledge.     The 
writer  has  had  about  two  hundred  children  who,  according  to 
our  previous  ideas  should  be  considered  normal  in  the  different 
years  of  life,  examined  carefully.     He  believes  that  a  standard 
of  development  should  be  adopted  in  the  interest  of  athletic  and 
educational  reform,  and  also  to  aid  in  the  protection  of  child  life. 
This  standard  should  be  one  which  is  reliable,  and  one  which  in 
that  sense  will  be  superior  to  what  we  can  learn  from  parents  and 
guardians  concerning  the  age  of  the  child.     We  should  investigate 
physiologic  and  anatomic  conditions  in  our  quest  for  a  reliable 
standard  of  development.     Physiologic  development  probably 
corresponds  to  anatomic  development.     A  standard  based  on 
anatomic  development  is  more  simple  than  one  based  on  physio- 
logic development,  and  is  less  liable  to  be  mistaken  for  anoma- 
lous conditions  and  variations.     The  normal  anatomy  of  the  wrist 
is  the  best  part  of  the  skeleton  to  use  as  a  standard  index.     He 
therefore  offers  as  an  anatomic  index  the  different  stages  of  de- 
velopment of  the  carpal  bones  and  the  lower  epiphysis  of  the 
radius  and  ulna  as  shown  by  the  a;-ray.     If  such  an  index  can  be 
perfected,  such  a  classification  should  be  worked  out.     We  should 
learn  to  think  in  divisions  such  as  are  represented  by  A,  B,  C,  D, 
and  not  in  months  and  years,  and  these  different  stages  should 
be  used  for  purposes  of  grading  for  kindergartens,  schools,  athletics 
and  child  labor. 

Infant  Mortality. — E.  E.  Graham  (Jour.  Avier.  Med.  Asso., 
September  26,  1908)  makes  the  following  suggestions  as  to  im- 
portant ways  of  lessening  infant  mortality:  Abatement  of 
nuisances;  milk  inspection;  milk  dispensaries;  visiting  nurses; 
free  antitoxin;  improved  sanitation;  good  food;  education  of  girls 
and  married  women  in  the  duties  and  requirements  of  mother- 
hood;  maternity  fund   in   all   industrial   estabUshments   where 
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married  women  are  employed;  care  of  poor  pregnant  women 
before  and  after  confinement;  laws  carefully  protectmg  all  chil- 
dren who  are  cared  for  by  private  individuals,  apart  from  their 
parents;  rigid  enforcement  of  these  laws;  elementary  principles 
of  hygiene  taught  in  all  schools,  public  and  private;  nursing  of  all 
babies  as  far  as  possible  by  their  mothers;  sending  children  to  the 
country  in  summer;  pasteurizing  milk  during  the  hot  months; 
farming  out,  under  proper  medical  supervision,  of  foundlings  and 
institution  infants,  and  the  appointment  of  nurses  to  visit  these 
infants  regularly. 

Gonorrhea  in  Female  ChUdren.— E.  Rosamond  {Memph. 
Med.  Jour.,  October,  1908)  discusses  the  frequency  and  serious 
results  of  gonorrhea  in  female  children  and  its  means  of  trans- 
mission. He  emphasizes  the  particular  danger  to  which  Southern 
children  are  exposed  on  account  of  the  almost  universal  infec- 
tion of  the  negresses  employed  as  nurse  maids.  Besides  direct 
transmission  by  the  nurse's  fingers  is  the  possibiUty  of  infection 
of  the  diapers  bv  the  laundress  who  is  allowed  to  taken  them 
to  her  own  infected  home.  The  danger  of  epidemics  in  hospitals, 
orphanages  and  day-nurseries  is  well  known.  The  ignorance  of 
even  the  upper  classes  and  physicians  is  one  of  the  chief  dangers. 
Public  education  is  the  most  important  means  of  control  of  the 
disease.  The  writer  records  six  cases,  each  of  which  had  been 
treated  for  twenty-five  davs  with  permanganate  of  potassium 
irrigations  and  argyrol  applications  with  confinement  to  bed 
and  quarantine,  all  ineffectually.  These  were  given  several 
injections  of  gonococcus  vaccine.  Several  months  after  termina- 
tion of  course  treatment  five  showed  no  discharge  containing 
gonococci  and  one  was  still  under  treatment. 

F.  S.  Churchill  and  A.  C.  Soper  (/owr.  Amer.  Med.  Asso., 
October  17,  1908)  have  employed  vaccination  for  gonorrheal 
vulvovaginitis  in  a  number  of  children,  but  have  been  able  to 
follow  up  only  nine,  six  of  whom  had  been  free  from  vaginal  dis- 
charge and  gonococci  from  three  weeks  to  five  and  a  half  months. 
The  writers  find  that  the  inoculation  treatment  of  vulvovaginitis 
apparently  shortens  the  stay  of  patients  in  hospital.  Whether  or 
not  it  actually  lessens  the  total  duration  of  the  disease  as  com- 
pared with  other  methods  of  treatment,  future  investigations 
must  determine.  Old  strains  are  more  effective  than  fresh  ones. 
It  is  desirable,  though  apparently  not  absolutely  necessary,  to 
take  the  index  while  pursuing  the  treatment.  There  is  no  corre- 
spondence between  the  index  and  the  vaginal  discharge. 

W.  J.  Butler  and  J.  P.  Long  (Jour.  Amer.  Med.  Asso.,  October 
17,  1908)  have  studied  the  treatment  of  gonorrhea  in  female 
children  with  gonococcus  vaccine  and  with  serum.  They  find 
gonococcus  vaccine  more  effective  than  local  applications,  which 
they  think  in  some  instances  actually  delay  recovery.  The  vac- 
cine treatment  is  not  only  effective,  but  in  many  cases,  particularly 
those  of  some  standing,  produces  very  rapid  improvement  and 
often  recovery.     This  does  not,  however,  hold  good  in  all  chronic 


364  BRIEF    OF    CURRENT    LITERATURE. 

cases  nor  in  all  acute  cases,  many  of  which  require  a  prolonged 
course  of  inoculations.  The  most  effective  dosage  of  vaccine 
varies  for  different  cases  and  at  different  times  for  the  same  case. 
This  will  be  best  determined  by  the  patient's  opsonic  index  to 
gonococcus.  Doses  varying  from  five  to  fifty  million  are  very 
satisfactory.  Where  inoculations  are  practised  without  the  index 
in  the  quantities  mentioned,  they  should  be  given  every  fifth 
or  sixth  day.  Doses  up  to  a  hundred  million  may  be  used  with- 
out causing  any  general  reaction  on  the  part  of  the  patient,  except 
in  rare  cases.  The  larger  doses  do  not  seem  to  have  been  more 
effective  on  the  immunity  wave  or  clinical  condition  than  smaller 
doses.  There  seems  to  be  no  particular  advantage  in  a  vaccine 
made  from  several  strains  of  gonococcus  over  that  made  from 
a  single  strain.  Experience  with  the  serum  treatment  in  gonor- 
rhea in  female  children  does  not  warrant  recommending  it  in 
such  cases. 

Hydatid  Cysts  of  the  Lung  in  the  Child. — Louis  Morquio  (Arch, 
de  Med.  des  Enf.,  October,  1908)  has  seen  in  South  America  a 
number  of  cases  of  hydatid  cyst  of  the  lung,  and  believes  that 
many  cases  go  undiagnosticated.  These  are  seen  in  country 
children  who  are  in  constant  contact  with  the  dog.  The  differ- 
ential diagnosis  from  tuberculosis  is  somewhat  difficult  in  severe 
cases.  The  histories  of  the  cases  observed  are  given.  There  are 
three  clinical  types;  the  first  is  without  symptoms,  and  the 
diagnosis  is  made  by  the  physical  signs  alone.  In  the  second  set 
are  cases  in  which  in  addition  to  the  signs  of  a  solid  body  in  the 
lung,  there  are  cough,  expectoration,  hemorrhages,  fever  and 
bronchophony.  In  the  third  group  are  confused  cases  in  which 
symptoms  are  not  characteristic,  but  the  diagnosis  is  confirmed 
by  the  evolution  of  the  cyst.  These  cysts  generally  open  spon- 
taneously into  the  bronchi  in  an  incomplete  manner,  causing 
infection  of  the  respiratory  passages.  This  is  manifested  by 
fever,  formation  of  pus,  and  its  expectoration.  There  are  per- 
manent alterations  of  the  pleura  and  pulmonary  tissue  with  dif- 
fuse physical  signs.  It  may  simulate  pleurisy  or  tuberculosis. 
When  the  cyst  is  localized  at  the  apex  of  the  lung  there  are  phy- 
sical signs  alone.  The  apex  is  projecting,  dullness  is  absolute, 
fremitus  and  respiration  are  abolished  on  the  diseased  side,  while 
the  opposite  side  is  normal.  A  pleurisy  might  give  the  same 
])hysical  signs,  but  there  would  be  a  bad  general  condition  fever, 
and  functional  troubles  which  would  aid  in  the  diagnosis.  When 
the  cyst  is  at  the  base  of  the  lung  the  dullness  does  not  extend 
quite  to  the  base,  the  thoracic  walls  are  not  changed  in  their  con- 
tour, and  the  heart  is  much  displaced  to  the  right.  The  radio- 
graph is  the  best  means  of  diagnosis,  showing  an  opacity  larger 
than  the  physical  signs  indicate.  Kxjiloratory  puncture  may  be 
made.  This  was  done  by  the  author  in  all  his  cases,  but  it  has  the 
inconvenience  that  it  causes  a  sudden  paroxysmal  cough,  accom- 
panied by  dyspnea,  fever  and  asphyxia,  due  to  the  penetration 
of  the  fluid  into  the  bronchi.      Nevertheless,  a  fatal  issue  is  never 
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caused  in  this  way.  The  only  treatment  for  hydatids  of  the  lung 
is  surgical,  since  it  insures  a  definite  cure  after  a  long  period  of 
exposure  to  danger  of  infection  and  lung  complications. 

Artifical  Anus  in  Appendicitis. — Victor  Veau  and  Duverger 
(Arch,  de  Med.  des  Enf.,  September  and  October,  1908)  says 
that  when  an  anus  has  formed  in  the  abdominal  w^all,  in  appendi- 
citis, it  is  necessary  to  recognize  w^hether  it  is  of  a  form  that  will 
be  cured  spontaneously,  as  is  the  case  of  long  fistulse,  or  one  that 
needs  operative  interference.  The  final  evolution  of  the  fistula  is 
influenced  not  by  the  location  or  the  number  of  intestinal  lesions, 
but  by  the  distance  between  the  skin  orifice  and  the  intestine. 
If  the  fistula  is  long,  twisted,  with  irregular  walls  it  will  heal 
spontaneously.  If  it  is  short  and  the  mucous  membrane  is  in  di- 
rect contact  with  the  skin  it  will  have  to  be  operated  on.  The  fis- 
tula results  in  grave  cases  of  appendicitis  with  peritonitis,  accom- 
panied by  septicemia,  or  localization  distant  from  the  abdominal 
wall,  with  signs  of  a  virulent  infection.  It  is  the  result  of  slough- 
ing of  the  abdominal  w^all.  In  slight  cases  the  lymphatics  in- 
volved are  near  the  base  of  the  appendix.  In  severe  ones  those 
that  are  subperitoneal  become  involved.  These  large  per- 
forations are  rarely  primary.  They  may  be  feared  from  the 
eighth  to  the  twentieth  day  after  operation.  Their  appearance 
is  sudden,  the  fecal  material  being  found  in  the  dressing,  and  the 
feces  are  evacuated  through  by  the  fistula.  In  a  month  or  so  the 
fistula  contracts  and  the  feces  are  evacuated  again  by  the  anus. 
One  may  wait  as  much  as  six  months  for  the  anus  to  close  pro- 
vided the  conditions  of  the  patient  remains  good.  After  this 
lapse  of  time  one  must  think  of  operation.  If  the  opening  is 
only  cecal  it  may  be  closed  by  simple  enterorrhaphy.  When 
the  lesion  extends  into  the  ileum  it  demands  a  resection  with 
exclusion. 

Imperforate  Anus. — E.  B.  Hodge  {Arch.  Ped.,  September,  1908) 
reports  a  case  of  imperforate  anus  with  recto-urethral  communi- 
cation operated  upon  on  the  sixth  day.  The  child  died  of  starva- 
tion on  account  of  the  mother's  intentional  neglect  of,  nursing. 
The  writer  insists  upon  the  importance  of  immediate  examination 
of  the  new-born.  Perineal  proctoplasty  without  an  anesthetic 
is  the  operation  of  choice.  Before  resorting  to  secondary  colot- 
omy,  careful  search  should  be  made  for  a  dark  pouch  in  front  of 
the  sacrum,  keeping  always  in  mind  that  in  the  great  majority 
of  cases  the  rectum  can  be  reached  from  below.  Suture  of  the 
rectum  to  the  skin  may  be  facilitated  by  severing  sacral  attach- 
ments. Care  is  necessary  to  prevent  neglect  and  starvation  of 
the  patient  by  the  mother  and  family.  With  attention  to  after- 
treatment,  late  results  as  to  stricture  and  control  are  good. 

Hypertrophic  Pyloric  Stenosis  in  an  Infant  of  Three  Months.— 
G.  Nove  Josserand  and  M.  Pehu  (Lyon  Med.,  Oct.  25,  1908) 
give  the  history  of  a  case  of  pyloric  stenosis  in  an  infant,  in  order 
to  show  that  this  disease  may  occur  in  infants  as  a  result  of 
muscular  hypertrophy,  although  it  is  exceedingly  rare.     It  was 
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shown  that  this  was  not  a  congenital  condition  by  the  fact 
that  the  infant  was  perfectly  normal  until  eight  days  from  birth, 
when  it  began  to  vomit  its  food.  All  sorts  of  measures  were 
made  use  of  to  prevent  the  continuance  of  the  vomiting,  but 
without  effect.  The  diagnosis  rested  on  the  normal  condition 
of  digestion  at  birth  and  for  one  week  after  it,  on  the  occurrence 
of  vomiting  of  material  in  excess  of  that  ingested,  on  the  presence 
for  a  short  time  before  operation  of  intermittent  tension  and 
peristaltic  waves  in  the  stomach,  and  on  the  existence  of  a 
palpable  tumor  of  the  pylorus.  Operation  showed  marked 
hypertrophy  of  the  muscular  coat  of  the  stomach,  and  general 
inflammation  of  the  gastric  coats.  There  was  no  true  new- 
growth.  An  attempt  to  operate  resulted  in  death  three  days 
after  the  gastro-enterostomy  was  done.  Pjloroplasty  was 
attempted,  but  the  thickening  of  the  walls  was  too  great  to 
permit  of  success. 

Congenital  Umbilical  Hernia. — This  condition,  says  A.  N. 
McGregor  {Jour.  Obst.  and  Gyn.  ^rit.  Emp.,  July,  1908)  differs 
from  other  umbilical  herniae  in  that  it  has  no  covering  of  parietal 
peritoneum,  but  is  contained  in  the  hollowed  cord;  that  this 
cord,  instead  of  being  a  protection,  becomes  a  danger  to  the 
bowel  by  adhesion  and  infection;  that  this  danger  increases 
with  the  hours  that  elapse  after  birth;  that  the  cord  may  rupture 
during  birth  and  so  expose  the  bowel  to  outside  infection;  and 
that  the  whole  cord  must  be  excised.  In  addition  to  these  there 
may  coexist  other  errors  of  development,  such  as  persistence 
of  the  vitelline  duct  in  a  number  of  forms  and  similar  urachal 
deformities.  Immediate  operation  offers  a  great  measure  of 
success.  The  favoring  factors  are  the  absence  of  microbic 
invasion  in  the  newly  born,  the  removal  of  the  cord  before 
adhesions  and  infection  set  in,  the  short  duration  of  the  operation 
in  the  absence  of  adhesions  to  the  cord  and  the  consequent 
minimal  shock.  The  operation  consists  in  opening  the  cord, 
if  it  has  not  already  ruptured,  to  inspect  the  bowel  and  withdraw 
it  slightly  to  look  for  adhesions  and  to  examine  the  constricted 
portion  of  bowel.  If  there  are  no  adhesions  and  the  bowel  is 
intact,  it  may  be  returned  to  the  abdominal  cavity,  after  washing 
it  with  sterile  water  in  the  ruptured  cases.  When  the  bowel 
cannot  be  withdrawn  on  account  of  adhesions,  or  if  there  are 
signs  of  strangulation,  the  umbilical  opening  should  be  enlarged 
upward  in  the  middle  line  and  the  edges  everted  so  that  the 
adhesions  can  be  seen  and  separated.  When  the  bowel  has  been 
returned  the  attachment  of  the  cord  should  be  removed,  and  the 
vessels  of  the  cord  may  be  ligatured  at  the  peritoneal  margin  or 
included  in  the  first  suture  of  the  opening.  The  method  of 
suture  will  depend  on  the  size  of  the  opening,  preference  being 
given  to  the  sim])ler  methods  so  as  to  save  time. 

Gospel  of  Top  Milk. — A.  Jacobi  (Jour.  Amcr.  Med.  Assn., 
Oct.  10,  1908)  says  that  cow's  milk  cannot  be  changed  into 
woman's    milk.     The    efficiency    of    alleged    improvements    in 
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Cerebrospinal  Meningitis. — J.  R.  Currie  and  A.  S.  M.  Macgregor 
(Lancet,  Oct.  lo,  1908)  present  a  report  of  330  cases  occurring 
in  the  recent  epidemic  in  Glasgow.  In  105  of  these,  sera  were 
employed:  Wassermann's,  Ruppel's,  Kolle's,  and  Burroughs, 
Wellcome  and  Co.'s.  Injection  was  at  times  subcutaneous,  at 
others  intraspinal.  Of  the  serum-treated  cases  the  mortality 
was  64.8  per  cent,  against  79.5  per  cent,  for  untreated  cases.  Of 
those  surviving  the  first  ten  days  and  whose  serum  treatment 
was  begun  before  that  day  only  46.3  per  cent,  died,  while  of  the 
untreated  cases  which  survived  that  day  65.4  per  cent.  died.  The 
only  conclusion  drawn  is  that  serum-treated  cases  which  survive 
the  first  ten  days  have  a  better  chance  of  life  that  those  not  so 
treated. 

F.  T.  Fulton  (Bost.  Med.  and  Surg.  Jour.,  Oct.  22,  1908)  reports 
nineteen  cases  treated  with  Flexner's  serum  in  doses  usually  of 
30  c.c.  and  given  always  intraspinally  and  under  chloroform 
or  ethyl  chlorid  anesthesia  at  intervals  of  24  hours.  Elimi- 
nating three  of  the  cases  which  died  in  less  than  24  hours  after  re- 
ceiving the  serum  and  one  which  came  under  observation  only  in 
the  sixth  month  of  the  disease,  a  mortality  of  twelve  or  only  20 
per  cent,  is  obtained. 

Cerebrospinal  Meningitis. — Summarizing  the  leading  features 
of  the  cases  recorded  to  July  26,  1908,  Frank  Swithies  (Phys. 
and  Surg.,  July,  1908)  says  that  the  immediate  effects  of  the 
antiserum  treatment  were  considerably  more  beneficial  than 
those  brought  about  by  any  other  mode  of  treatment  in  the  same 
epidemic.  Whether  longer  observation  of  the  cases  furnishing 
the  basis  of  the  tabulations  mentioned  will  alter  the  net  results 
one  can  but  conjecture.  It  would  seem  that  while  sera  prepared 
by  workers  other  than  Flexner  and  Jobling  have,  in  the  hands 
of  certain  observers,  given  encouraging  results,  no  series  of  cases 
is  at  hand  where  such  consistent  benefit  has  accrued  as  in  that 
summarized  by  the  investigators  at  the  Rockefeller  Institute. 
The  uniform  success  of  the  antiserum  may,  in  great  part,  be 
due  to  its  mode  of  administration — intraspinally.  By  this  route 
protective  antibodies  are  brought  in  direct  contact  with  the 
invading  microorganisms,  and  proliferation  is  retarded,  while 
prompt  phagocytosis  is  apparently  made  possible.  If  the 
antiserum  has  antitoxic  properties,  then  such  are  at  once  avail- 
able in  the  greatest  quantity.  Four  hundred  cases,  at  the  outside, 
do  not  carry  one  beyond  the  range  of  statistical  error,  particularly 
when  the  attempt  is  made  to  bring  the  antiserum  therapy  to  a 
percentage  basis.  Since  frequently  six  to  eight  months'  time 
are  necessary  for  the  production  of  a  proper  degree  of  immunity, 
and  that  there  is  often  great  difliculty  in  obtaining  proper  strains 
of  the  diplococcus  with  which  to  bring  about  this  immunity, 
antisera  offered  for  sale  by  commercial  concerns  should  receive 
the  most  careful  scrutinv. 
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No  subject  to-day  is  so  occupying  the  minds  of.  obstetricians 
as  the  solution  of  that  enigma  of  obstetrics — eclampsia. 

It  has  been  studied  within  the  past  few  years  from  the  stand- 
point of  etiology,  pathology,  prevention,  and  treatment.  Such 
men  as  Dienst,  Leipman,  Lichtenstein,  Hoffbauer,  and  Viet, 
of  Germany,  and  Ewing,  Williams,  Stone,  Hirst,  Edgar  and 
Wolf,  of  America,  have  been  leaders  in  the  original  investigation 
on  the  subject.  The  literature  is  loaded  with  articles,  which  are 
mostly  repetition  in  one  form  or  another  of  the  statements  and 
opinions  of  a  few  leaders  of  obstetric  thought. 

The  pathology  of  eclampsia  has  been  fairly  definitely  estab- 
lished, although  many  points  of  contention  remain.  The  students 
of  its  etiology  seem  to  be  hopelessly  at  sea,  unless  the  recent 
work  of  Dienst  on  fibrinogen  and  fibrin  ferment  in  the  eclamptic 
blood  shall  prove  a  solution.  In  principles  of  treatment  little 
advance  has  been  made  in  the  last  five  years.  Along  the  line 
of  early  diagnosis  the  efforts  of  Ewing,  Stone,  and  Williams  on 
the  nitrogen  partition  have  thrown  some  light  on  the  problem. 

369 


370  skeel:  pre-eclamptic  toxemia. 

The  high  mortaHty  rate  of  eclamptic  convulsions,  only  slightl)'- 
improved  by  modern  methods  of  treatment,  has  made  the  study 
of  early  diagnosis  and  the  prevention  of  convulsions  a  necessity. 
Unquestionably,  a  method  by  which  we  can  determine  that  a 
given  case  of  vomiting  in  early  pregnancy  is  really  toxic  and 
by  which  we  can  also  judge  as  to  the  true  progress  of  the  case 
would  be  of  inestimable  value  and  save  many  lives.  Of  equal 
value  would  be  a  method  by  which  we  can  make  an  early  diag- 
nosis of  impending  eclampsia  with  some  assurance. 

Fry,  in  a  recent  article,  urges  early  evacuation  of  the  uterus^ 
because  of  our  inability  to  do  this  very  thing.  He  says:  "The 
termination  of  eclampsia  in  recovery  or  death  depends  largely 
upon  the  progress  of  the  visceral  lesions.  If  the  lesions  have 
passed  beyond  the  reparative  stage,  before  the  termination  of 
pregnancy,  death  will  necessarily  result.     There  is  no  way  to 

determine  the  progress  of  these   lesions." "The 

danger  line  may  be  passed  early  or  late  in  toxemia." 

"Eliminate  pregnancy  and  cut  off  the  source  of  supply  of  the 
poison." 

Since  the  establishment  of  the  fact  that  the  pre  eclamptic  state 
and  eclampsia  are  accompanied  by  profound  changes  in  the 
maternal  metabolism,  workers  have  concentrated  their  efforts 
by  a  study  of  this  metabolism,  as  shown  by  its  end  products  in 
the  urine,  to  establish  criteria  for  clinical  action. 

The  scientific  value  of  these  studies  no  one  questions.  The 
reliance  to  be  placed  on  the  methods  evolved  we  will  discuss  later 
under  the  section  on  urine.  But  the  availability  of  these  meth- 
ods for  the  profession  at  large  is  open  to  very  serious  doubt. 

Grandin  hit  the  nail  on  the  head  in  a  recent  address  to  general 
practitioners  in  which  he  says:  "They  (that  is,  special  investi- 
gators) forget  that  such  a  thing  as  a  general  practitioner  exists; 
and  they  magnify  methods  of  research  which  certainly  have  a 
sphere  and  a  most  valuable  sphere,  but  which  are  also,  and 
must  remain  entirely  foreign  to  the  resources  of  a  vast  majority 
of  practitioners."  ....... 

The  writer  not  only  endorses  these  views,  but  he  wishes  to 
raise  an  additional  question  :  Have  not  these  studies  on  metabo- 
lism (of  great  intrinsic  value)  led  us  too  far  afield  in  our  clinical 
studies?  x\nd  are  there  not  other  means  of  establishing  a 
diagnosis  equally  reliable,  and  even  of  more  value  as  a  gauge  of 
the  patient's  condition  than  the  intimate  and  exacting  analysis 
of  the  twenty-four  hours'   urine,   with  the  estimation  of  urea 
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nitrogen,  ammonia  nitrogen,  amidoacid  nitrogen,  etc.?  For 
Ewing  and  Wolf,  in  their  last  communication,  have  established 
the  dictum  that  the  ammonia  coefficient  is  unreliable  and  often 
misleading.  And  that  the  analysis  of  the  nitrogen  partition 
complete  is  necessary  to  establish  a  reliable  result. 

I  am  not  decrying  laboratory  methods,  but  my  plea  is  for 
balance.  In  typhoid,  by  microscopic  methods  available  only 
to  the  trained  pathologist,  the  Eberth  bacillus  may  be  demon- 
strated in  the  rose  spots,  but  to-day  we  merely  assure  ourselves 
of  the  presence  of  these  spots,  and  then  proceed  to  look  for 
enlarged  spleen,  for  the  typical  temperature  curve,  and  for  the 
Widal  reaction.  The  pathognomonic  sign  in  medicine  is  a 
rarity,  but  the  coincidence  in  a  patient  of  three  or  four  fairly 
typical  signs  (any  one  of  which  may  be  present  in  other  condi- 
tions) is  the  strongest  possible  evidence  of  the  presence  of  the 
vgiven  condition.  Now,  recent  work,  and  some  not  so  recent,  but 
somewhat  neglected,  has  shown  other  conditions  present  in 
eclampsia  in  a  considerable  proportion  of  cases.  These  condi- 
tions which  we  will  discuss  are  all  objective,  not  difficult  of  dis- 
covery, and  not  readily  mistaken  for  any  thing  else. 

To  determine  just  how  reliable  these  various  signs  are  is  the 
object  of  the  present  work.  In  addition,  then,  to  urinary  signs 
we  have  more  or  less  constantly  present  in  eclampsia  and  pre- 
ceding it,  first,  an  increased-blood  pressure;  second,  an  in- 
creased leukocyte  count;  third,  ocular  changes  visible  through 
the  ophthalmoscope  or  demonstrable  by  a  visual  test. 

To  determine  with  what  frequency  these  various  objective, 
demonstrable  conditions  are  present  in  the  various  toxemias 
of  pregnancy  we  have  undertaken  to  collect  from  the  literature  a 
sufficient  number  of  reliably  reported  cases.  Our  task  has  been 
the  more  disheartening  because  investigation  shows  hundreds 
of  cases,  with  urinary  findings  reported  in  detail,  but  with  blood- 
pressure,  white-cell  count,  and  eye  conditions  either  not  men- 
tioned or  only  casually  so.  We  will  consider  these  four  con- 
ditions only,  not  because  we  think  headaches,  edema,  vomiting, 
epigastric  pain,  etc.,  negligible,  but  because  their  position  is 
already  well-established.  The  various  toxemias  of  pregnancy 
we  will  speak  of  merely  clinically  as  toxemia  of  early  pregnancy, 
pre-eclamptic  toxemia,  and  eclampsia. 

With  regard  to  the  toxemia  of  early  pregnancy,  the  result  of 
our  investigation  is  "not  proven."  Whether  this  is  merely  the 
result  of  failure  to  report  the  existing  conditions  (blood-pressure 
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and  leukocyte  count  are  rarely  mentioned)   or  whether  these 
conditions  do  not  exist  I  am  unable  to  say. 

The  few  cases  which  I  have  discovered  are  only  sufficient  to  be 
suggestive  and  are  presented  merely  as  a  matter  of  record. 

URINE. 

We  shall  consider  urinary  examinations  under  two  heads:  A. 
includes  the  ordinary  volumetric  tests  for  albumin,  the  micro- 
scopical examination  for  casts,  and  the  determination  of  specific 
gravity  and  twenty-four  hours'  quantity.  B.  includes,  in  addition 
to  the  above,  the  microchemical  examination  for  leucin  and 
tyrosin  and  the  chemical  quantitative  estimation  of  the  known 
(urea,  ammonia,  kreatinin  and  uric  acid)  nitrogen,  together  with 
the  undetermined  nitrogen.  B.  is  the  standard  set  by  Ewing 
and  Wolf,  and  it  is  stated  by  them  to  be  absolutely  necessary 
if  the  results  are  to  be  depended  upon. 

It  must  be  understood  that  either  one  of  these  tests  must  be 
made  usually  on  repeated  occasions  to  be  valuable  as  a  guide  for 
prognosis  or  determining  evacuation  of  the  uterus. 

We  shall  attempt  to  show  that  in  pre-eclamptic  toxemia  and 
eclampsia,  A.  is  fairly  reliable.  That  is,  that  increasing 
quantities  of  albumin  and  casts  with  diminishing  twenty-four 
hours'  secretion  and  specific  gravity  in  proportion  are  present 
in  a  great  majority  of  pre-eclamptic  cases.  That  B.,  while 
considerably  more  reliable  than  A.,  is  by  no  means  infallible  and 
fails  in  a  sufficient  number  of  cases  to  render  it  dangerous  as  the 
sole  guide. 

A. :  Goedecke's  report  of  four  hundred  cases  of  eclampsia  shows 
that  albumen  was  present  in  96  per  cent.  Bandler  says  that  the 
percentage  of  cases  reported  without  albumin  ranges  from  a 
minimum  of  3  per  cent,  to  a  maximum  of  20  per  cent.  He  states 
that  the  mortality  is  higher  in  those  cases  without  albumin  than 
in  those  where  it  is  present.  This  may  be  due  either  to  the  fact 
that  these  cases  were  of  greater  severity  or  to  the  fact  that 
because  of  the  lack  of  a  preceding  albuminuria  treatment  was 
begun  later. 

B.  C.  Hirst,  in  an  article  based  on  one  hundred  cases  of  eclamp- 
sia, makes  the  following  statement : 

"Among  the  prcmonitorj'  signs  of  eclampsia  there  is  nothing 
we  have  at  present  (1903)  which  is  comparable  in  value  with 
albumin  in  considerable  and  increasing  quantities  in  the  filtered 
urine.     It  is  true  that  a  certain  proportion  of  cases  occur  without 
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a  precedent  albuminuria,  but  their  proportion  is  not  nearly  so 
great  as  one  would  infer  from  the  recent  literature.  In  all 
my  cases  (loo)  there  were  only  two.  In  a  recent  report  from  the 
Charity,  in  Berlin,  of  three  hundred  and  twenty-two  cases  albumin 
was  absent  in  only  six.  There  is  no  other  symptom  of  gesta- 
tional toxemia  so  common." 

This  statement  by  Hirst  was  made  at  the  time  when  the  work 
of  Stone,  Ewing,  and  Wolf  was  just  beginning.  And  before  the 
many  recent  blood-pressure  statistics  had  been  published.  But 
this  does  not  detract  from  its  value  with  regard  to  albuminuria. 

I,  myself,  in  an  experience  of  about  twenty-five  cases,  have 
seen  one  case  terminating  fatally  in  which  a  precedent  albumin- 
uria was  absent. 

"Ellice  MacDonald  quotes  Stone  for  the  assertion  that 
eclampsia  occurs  without  albuminuria  in  one-tenth  of  the  cases." 

"Gerster  was  able  to  collect  a  series  of  one  hundred  and  eight 
cases  with  albuminuria  absent  (surely  not  a  large  number  to 
find  in  the  literature  when  we  recognize  the  tendency  to  report 
these  cases  as  unique).  The  above  makes  a  series  of  five  hundred 
and  eighty-eight  cases,  four  hundred  of  them  showing  4  per 
cent,  and  one  hundred  and  eighty-eight  cases  showing  not 
quite  6  per  cent,  without  precedent  albuminuria." 

Even  if  we  accept  the  statement  of  Stone,  a  sign  which  is 
present  in  nine  out  of  ten  cases,  while  not  absolutely  reliable,  is 
certainly  fairly  so. 

Little,  in  repeated  examinations  at  Johns  Hopkins  made  on 
seven  hundred  women,  was  able  to  report  that  in  50  per  cent, 
of  pregnant  women  albumin  may  at  some  time  be  detected  in 
the  urine.  His  tests  were  made,  however,  with  extreme  accuracy, 
and  he  was  only  able  to  find  casts  in  10  per  cent,  of  the  cases. 
This  indicates  the  necessity  for  combining  the  microscopic 
with  the  chemical  examination. 

Robert  W.  Stewart,  in  four  hundred  and  forty-two  examina- 
tions of  the  urine  in  eighty-five  women,  found  albumin  in  15.3 
per  cent.  The  statistics  of  Little  and  Stewart  merely  empha- 
size the  fact  that  a  trace  of  albumin  only  is  of  no  especial  sig- 
nificance. When  albumin  is  present  as  a  trace  the  presence  or 
absence  of  other  signs  must  be  relied  upon. 

B.,  Nitrogen  partition:  With  regard  to  B.,  I  cannot  do  better 
than  to  quote  from  the  latest  report  of  the  chief  exponents  of 
the  method  (Ewing  and  Wolf)  and  let  this  suffice  as  a  test  of  its 
efiiciencv. 
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This  article  was  published  in  1907,  and  represents  the  final 
results  of  long  years  of  painstaking  work.  I  quote:  "In  previ- 
ous communications  we  endeavored  to  point  out  some  of  the 
reasons  why  the  determination  of  the  partition  of  urinary  nitrogen 
might  prove  of  great  value  in  diagnosticating  and  in  following  the 
course  of  certain  disorders  of  metabolism.  At  the  same  time 
an  attempt  was  made  to  establish  a  normal  standard  of  excretion 
of  the  various  nitrogenous  bodies  of  the  urine,  while  the  sig- 
nificance of  changes  in  the  ratios  of  these  nitrogenous  elements 
was  considered.  It  must  be  admitted  that  the  main  result  of 
that  communication  was  to  emphasize  the  difficulties  of  technic 
and  interpretation  of  results  in  this  field,  owing  to  the  fact  that 
our  knowledge  of  the  influence,  of  age,  sex,  diet,  drugs,  various 
physiological  conditions,  and  personal  idiosyncrasy  is  still  very 
imperfect." 

"In  the  present  article  will  be  presented  the  results  of  a  study 
of  urinary  nitrogen  in  the  toxemia  of  pregnancy,  and  since  our 
knowledge  of  factors  influenceing  metabolism  has  not  been  much 
advanced  recently,  we  preface  the  present  study  with  the  same 
caution  regarding  the  accuracy  of  our  present  interpretation  of 
results,  although  it  is  probable  that  the  main  conclusions  reached 
will  not  have  to  be  altered.  .  .  .  The  present  study  of  urinary 
nitrogen  was  begun  in  1903,  when  one  of  us  attempted  to  estimate 
the  severity  of  pernicious  vomiting  by  the  detection  of  leucin 
in  the  urinary  sediment  and  the  estimation  of  urea  by  the 
hypobromite  method.  The  results  for  obvious  reasons  were 
unsatisfactory.  Next,  the  examination  for  the  determination 
of  the  urea  and  ammonia  nitrogen  by  reliable  methods  was  used, 
but  with  unsatisfactory  results,  so  that  all  the  cases  studied  in 
1904  have  been  discarded  from  the  present  report.  It  gradually 
became  apparent  that  the  estimation  of  all  the  nitrogenous 
bodies  was  necessary."  .  .  .  With  regard  to  the  study  of  the  ni- 
trogen partition  in  the  pre-eclamptic  state  they  came  to  the 
following  conclusion:  "In  the  very  numerous  group  of  pre- 
eclamptics, the  ammonia  determinations  alone  or  with  urea  iare  of 
little  value.  And  in  the  earlier  cases  of  pernicious  vomiting 
these  data  are  often  misleading.  .  .  .  With  the  urinary  analysis 
complete,  great  caution  is  required  in  interpreting  its  results. 
.  .  .  We  have  not  found  it  possible  to  fix  any  limit  in  the  differ- 
ent ratios  beyond  which  the  condition  must  be  regarded  as 
serious.  And  it  does  not  seem  possible  that  such  rigid  criteria 
can  ever  be  established." 
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With  such  testimony  from  the  leaders  in  this  line  of  thought, 
it  requires  no  argument  to  show  that  this  method,  while  valuable 
and,  indeed,  undoubtedly  the  most  valuable  criterion  obtainable 
from  the  urine,  still  leaves  much  to  be  desired.  I  wish  to  empha- 
size the  fact  that  these  studies  refer  not  merely  to  the  total 
nitrogen  elimination,  but  to  the  percentage  nitrogen  content  of 
the  various  nitrogenous  bodies. 

BLOOD-PRESSURE. 

Under  this  section  we  shall  aim  to  show,  first,  that  the  blood- 
pressure  in  normal  pregnancy  is  only  slightly  elevated,  and  that 
normally  this  elevation  is  limited  to  fairly  definite  boundaries; 
second,  that  the  blood-pressure  in  eclampsia  is  practically  always 
elevated;  third,  that  in  the  pre-eclamptic  state  the  rise  in  blood- 
pressure  is  quite  constant  and  of  sufficient  degree  for  diagnostic 
purposes.  The  evidence  under  this  heading  is  of  two  varieties: 
(a).  That  given  by  the  observer  of  increased  tension  as  esti- 
mated by  the  finger,  (b)  The  record  as  shown  by  the  sphygmo- 
manometer of  the  actual  pressure  in  terms  of  mm.  of  mercury. 
Of  these,  of  course  the  latter  is  by  far  the  more  valuable  not 
only  because  of  the  well-known  ease  with  which  the  finger  is 
deceived  in  its  estimation  of  pulse  tension,  but  because  of  our 
ability  to  record  the  accurate  findings  of  the  sphygmomanometer 
in  such  a  manner  as  to  allow  the  results  of  different  observers  to  be 
definitely  compared. 

NORMAL  BLOOD-PRESSURE  IN  PREGNANCY. 

Vaquez,  in  1907,  after  a  ten  years'  experience  of  blood-pressure 
observations,  in  obstetrics  says,  "The  arterial  tension  of  the 
pregnant  woman  varies  habitually  between  130  mm.  and 
150  mm." 

Janeway  states:  "The  most  important  point  is  settled,  to  wit, 
that  true  hypertension,  160  to  180  mm.  does  not  exist  in  normal 
pregnancy,  and  is  distinct  evidence  of  mischief." 

Stengel  and  Stanton  examined  eighteen  primiparse  and  fifteen 
multiparse  with  the  sphygmomanometer  and  found  no  increased 
blood-pressure  in  pregnancy  and  only  a  slight  fall  after  labor. 

Gold  water,  in  1903,  using  the  tonometer  in  eleven  cases,  all 
beyond  the  thirtieth  week,  found  a  minimum  of  105  mm.  and  a 
maximum  of  132  mm.  These  cases  all  had  normal  kidneys  and 
were  under  thirty  years  of  age. 

Perhaps  the  most  valuable  work  on  blood-pressure  in  normal 
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pregnancy  is  that  done  in  1907  by  Vogeler  at  the  Nursery  and 
Childs  Hospital,  under  the  supervision  of  Dr.  Theodore  Janeway. 
This  work  was  done  with  the  broad  (12  cm.)  armlet,  under 
conditions  allowing  repeated  observations  of  the  same  women 
throughout  the  latter  weeks  of  pregnancy.  It  seems  to  have  been 
carried  out  with  considerable  care  as  to  technical  detail.  His 
readings  are  all  of  systolic  pressure. 

He  says:  "By  carefully  following  certain  rules  of  technic, 
such  as  making  the  patient  rest  before  taking  the  pressure, 
eliminating  nervous  causes,  and  ruling  out  cases  with  thickened 
vessel  walls,  nephritis,  etc.,  we  never  obtained  readings  higher 
than  150  mm.  in  our  normal  cases." 

He  places  in  this  series  fifty  cases  examined  by  him — thirty- 
eight  primiparae  and  twelve  multiparas.  No  constant  difference 
of  either  class  was  noted.  His  composite  chart  of  these  fifty 
cases  shows  a  slight  rise  during  the  the  last  eight  weeks  of 
pregnancy,  but  in  no  case  does  the  reading  exceed  150  mm. 

The  citations  given  by  no  means  exhaust  the  literature,  but 
are,  we  think,  sufficient  to  prove  that  a  blood-pressure  above 
150  mm.  is  most  rare  in  normal  pregnancy. 

ECLAMPSIA. 

Under  this  heading  we  have  placed  cases  actually  having 
eclamptic  convulsions  and  those  dying  of  a  condition  which 
postmorten  showed  conclusively  to  be  eclamptic. 

Vaquez,  in  the  article  already  quoted,  says  that  in  eclampsia 
he  always  finds  the  blood -pressure  elevated  100  mm.  to  140  mm. 
above  normal  (rarely  80  mm.) 

Briggs  and  Cook  state  that  "In  following  blood-pressure 
during  pregnancy  and  labor,  observations  are  of  great  value  in 
determining  the  efifect  of  postpartum  hemorrhage  and  its 
treatment  and  in  diagnosis  and  treatment  of  eclampsia." 

J.  M.  Slemons  cites  seven  cases  of  eclampsia  without  convul- 
sions which  terminated  fatally  and  in  which  the  diagnosis  was 
confirmed  postmortem.  Two  of  these  were  his  own.  He 
states  that  in  only  one  case  (his  own)  of  the  seven  was  the  blood- 
pressure  taken.  This  observation  was  made  after  the  patient 
had  been  delivered  some  time,  and  in  a  case  without  convulsions, 
thus  eliminating  both  labor  and  the  convulsive  seizures  from 
the  etiology  of  the  blood-pressure.     The  pressure  was  205  mm. 

Jardine,  in  his  text-book,  recites  in  detail  thirty  cases  of 
eclampsia.  No  syhygmomanometer  readings  are  given,  but  his 
report  on  the  pulse  is  as  follows:     In  thirteen  cases,  not  men- 
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tioned.  In  one  case  after  a  hemorrhage,  weak.  In  one  case, 
weak  after  a  convulsion.  In  one  case  after  fourteen  convulsions, 
thready.     In  fourteen  cases  described  as  of  high  tension. 

Allen  reports  thirty-three  cases  of  eclampsia.  He  quotes 
Kronig  in  1901  with  Riva  Rocci  instrument  as  finding  that 
eclampsia  is  always  accompanied  by  high  blood-pressure.  Allen 
thinks  blood-pressure  not  of  practical  use  because  the  instrument 
is  not  always  at  hand  and  because  long  practice  is  needed  be- 
fore results  are  of  value. 

This  was  in  1902  before  the  sphygmomanometer  came  into 
general  use. 

Ewing  and  Wolf  cite  eight  cases  of  eclampsia,  in  four  of  these 
the  pulse  tension  was  not  mentioned,  in  three  it  is  stated  as  high, 
and  in  a  fourth,  taken  by  Vogeler,  it  was  220  mm. 

Janeway  says:  "During  actual  eclamptic  seizures  tension 
becomes  very  high." 

George  Badger  says:  "  Blood-pressure  in  eclampsia  is  high,  and 
of  diagnostic  and  prognostic  importance." 

Aspell  reports  five  or  six  cases  of  eclampsia,  in  nearly  all  he 
mentioned  the  tense  pulse.     No  readings  recorded. 

Davis  quotes  Chiere  on  fifteen  cases  of  eclampsia  with  high 
blood-pressure.  Davis  at  the  University  of  Pennsylvania  Ma- 
ternity studied  blood-pressure  in  sixteen  cases  of  eclampsia,  all 
of  them  showing  high  readings,  170  mm.  to  212  mm.  Restates 
that  the  variations  corresponded  somewhat  to  the  severity  of 
the  attack. 

Vogeler,  in  his  aiticle  quoted  above,  states  that  "Since  the 
time  of  the  first  observation  by  Vaquez  and  Nobecourt,  in  1897, 
all  records  in  eclampsia  have  shown  a  high  blood-pressure." 

Vogeler  sites  two  cases  of  his  own,  one  with  convulsions  and 
recovery  showing  high-blood  pressure — 150  mm.  to  180  mm. 
until  after  delivery.  One  with  no  convulsions,  but  demonstrated 
at  postmortem  to  be  eclampsia,  with  high  tension — 190  mm. 
to  210  mm. — until  after  delivery.  His  third  case  under  our 
classification  belongs  to  pre-eclamptic  toxemia.  The  citations 
made  abundantly  show  that  the  blood-pressure  in  eclampsia 
proper  is  always  high  unless  other  factors  have  reduced  it. 

PRE-ECLAMPTIC   TOXEMIA. 

The  evidence  here  is  somewhat  less  complete,  on  account  of 
the  paucity  of  actual  records.  The  observations  made,  however, 
are  practically  unanimous. 
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Davis  quotes  Chiere  as  follows: — 'If  either  in  a  normal  preg- 
nancy or  one  complicated  by  albuminuria  an  elevation  of  blood- 
pressure  occurs,  it  is  a  sign  of  eclampsia,  and  in  some  cases  it  is  the 
only  premonitory  sign.  Chiere's  cases  include  five  pre  eclamptics. 
He  cites  a  case  of  Weisner's  of  a  pregnancy  in  which  there  was 
neither  abnormality  of  blood-pressure  nor  albuminuria  until 
after  delivery.  Immediately  postpartum  blood-pressure  was 
12  1  mm.  Five  hours  later  190  mm.  The  next  day  223  mm.; 
fifth  day  239  mm.;  sixth  269  mm.,  followed  by  convulsions. 
This  case  is  very  convincing.  Weisner  concludes  that  in  eclamp- 
sia blood-pressure  is  decidedly  higher  than  normal  and  that 
each  attack  can  be  predicted  to  a  certainty  by  a  rise  in  blood- 
pressure. 

Aspell  says:  "The  pulse  is  the  predominating  factor  in  sus- 
pected subjects." 

Cook  and  Briggs,  quoted  by  Janeway:  "Existence  of  high 
blood  tension  during  pregnancy  is  a  warning  of  more  value  than 
albuminuria.  During  labor  it  is  of  little  value  on  account  of 
normal,  high,  and  irregular  tension  at  this  time.  After  delivery, 
if  tension  does  not  fall,  eclampsia  must  be  considered  imminent." 

Badger  recites  two  cases  of  his  own  which  he  observed  and 
treated  for  several  days  before  delivery : 

Case  I. — Swelling  of  face,  eyes,  and  hands,  with  some  vomiting 
and  scanty  urination  for  three  weeks  before  admission.  On 
admission  blood-pressure  was  230  mm.  and  remained  there  after 
a  week  of  hospital  treatment.  A  retinal  hemorrhage  occurred 
and  she  was  artificially  delivered.  Blood-pressure  gradually 
decreased,  and  ten  days  later  was  150  mm. 

Case  II. — On  entrance  no  edema,  no  convulsions,  had  head- 
ache, blurred  vision,  scanty  urine,  albumin,  and  casts.  Blood- 
pressure  220  mm.  Under  treatment  urine  increased,  but  blood- 
]jressure  remained  high — 225  mm.  Had  retinal  hemorrhage; 
delivery.  Forty-eight  hours  later  blood-pressure  dropped  to  180 
mm.  He  concludes:  "If  blood-pressure  remains  high  in  spite  of 
subjective  improvement  and  increased  urine,  the  prognosis  is 
grave  and  labor  should  be  induced." 

H.  Richardson  recites  a  case  of  toxemia  of  pregnancy  in  the 
practice  of  Dr.  C.  G.  Hill,  who  four  weeks  before  labor  showed 
blood  pressure  of  208  mm. 

Richard  Norris  says:  "One  of  the  most  valuable  signs  of  a 
threatened  outburst  of  eclampsia  is  a  change  in  the  tension  and 
rapidity  of  the  pulse.  We  may  presume  that  when  toxins  have 
accumulated  in  sufficient  strength  to  produce  their  first  effect, 
that  of  irritation,  the  vasoconstrictor  nerves  are  stimulated, 
and  a  high  tension  pulse  follows." 
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Ellice  MacDonald,  in  reporting  a  case  of  toxemia  of  early 
pregnancy  at  three  and  one-half  months,  states  that  the  pulse 
was  of  extremely  high  tension. 

Ewing  and  Wolf,  reporting  nine  cases  of  pre-eclamptic  toxemia, 
do  not  mention  pulse  tension  in  two  cases.  In  the  other  seven 
it  is  stated  that  it  is  increased. 

H.  O.  Nicholson  states:  "When  a  woman  threatens  to  become 
eclamptic,  the  clinical  points  of  chief  significance  are,  first, 
certain  changes  in  the  character  of  the  pulse,  in  the  condition 
of  the  arterial  walls,  and  in  the  blood-pressure." 

William  H.  Wells,  in  a  report  of  seventy-eight  cases  of  eclamp- 
sia and  pre-eclamptic  toxemia  occurring  principally  between 
seven  and  one-half  and  eight  and  one-half  months,  states:  "The 
heart  action  is  increased  in  toxemia,  the  pulse  tension,  I  believe, 
is  always  increased." 

J.  Clifton  Edgar,  describing  the  clinical  picture  of  toxemia  of 
pregnancy,  mentions,  first,  high  arterial  tension,  together  with 
dizziness,  gastric  disturbances,  etc.  He  says:  "This  picture 
was  often  the  only  clinical  index  we  had  of  a  serious  auto- 
toxic  state,  in  persistent  vomiting  of  pregnancy  and  impending 
eclampsia. 

Vaquez  says:  "If  blood-pressure  is  very  high,  convulsions 
shortly  follow.  "  He  states  positively  that  eclamptic  convulsions 
will  never  occur  in  cases  of  normal  tension  and  that  the}'  are 
always  to  be  apprehended  in  high  tension. 

Stengel  and  Stanton  recite  several  cases  of  albuminuria  with 
edema  in  pregnancy,  with  increased  blood-pressure. 

Gold  water  recites  a  case  of  toxemia  with  a  pressure  of  185 
mm. 

Vogeler  says:  "How  many  cases  of  eclampsia  give  a  history  of 
previous  indisposition  (perhaps  mild),  swelling  of  ankles,  dimin- 
ished urine,  headaches,  etc.,  in  which  the  convulsions  could  per- 
haps have  been  prevented  had  blood-pressure  records  been  taken." 
He  cites  two  or  three  cases  imptoved  by  treatment  whose  tension 
was  high — 150  mm.  to  180  mm.  In  this  very  brief  review  of 
the  literature  I  have  not  discovered  a  case  of  blood-pressure, 
actually  measured,  below  150  mm.  in  pre-eclamptic  toxemia. 
This  study,  however,  has  been  too  brief  and  the  actual  recorded 
observations  too  few  to  allow  the  statement  that  it  is  always 
high. 

Vaquez,  however,  with  an  extensive  experience,  states  posi- 
tively that  it  is  always  high.     It  should,  however,  be  noted  that 
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blood-pressure  during  labor  is  of  very  doubtful  value  because 
of  the  normal  rise  during  labor  and  because  of  the  variations 
occurring  at  that  time. 

LEUKOCYTOSIS. 

Here  we  shall  first  attempt  to  show  the  normal  standard 
during  the  latter  months  of  pregnancy  in  both  primiparae  and 
multiparae.  Next  we  shall  offer  the  evidence  with  regard  to  the 
variations  from  this  standard  in  eclampsia  and  the  pre-eclamptic 
state. 

Here,  again,  as  in  blood-pressure  observations,  the  results 
obtained  during  labor  are  of  much  less  value  than  those  before 
confinement  or  twenty-four  hours  or  more  postpartum,  because 
of  the  normal  variations  during  this  time. 

In  the  white  blood  count,  too,  it  must  be  observed  that  the 
most  minute  care  must  be  taken  to  rule  out  so  far  as  possible 
the  many  factors,  both  physiological  and  pathological,  besides 
the  toxic  state,  which  might  have  affected  the  count. 

Digestion  leukocytosis,  however,  in  the  latter  months  of 
pregnancy  seems  to  be  remarkably  small  (it  is  denied  altogether 
by  some  observers),  except  where  the  woman  has  eaten  a  hearty 
meal  containing  a  large  proportion  of  proteid  foodstuff,  meat, 
eggs,  etc.,  as  in  the  leukocytosis  of  the  inflammatory  type  the 
polymorphonuclears  are  the  ones  increased. 

Arneth's  studies  seem  to  show  that  in  pregnancy  this  is  ef- 
fected by  the  increase  of  the  younger  cells,  in  spite  of  an 
augmented  consumption  of  the  adult  forms. 

NORMAL    PREGNANCY. 

Payer,  in  his  study  of  the  blood  in  pregnancy,  examined,  among 
other  things  the  leukocyte  count.  He  examined  this  in  twenty- 
five  women  in  the  thirty-eighth  week  of  normal  pregnancy.  At 
this  date  he  found  average  8,969,  maximum  12,700,  minimum 
4,300.  During  birth,  average  17,560,  maximum  25,600,  mini- 
mum, 13,300. 

The  leukocytosis  of  pregnancy  he  characterizes  as  just  reaching 
the  upper  limit  of  the  physiological. 

Given  examined  twelve  women  repeatedly  during  pregnancy 
and  the  puerperium.  with  the  following  results,  average  shortly 
before  labor,  10,500;  average  shortly  after  labor,  15,700;  average 
twelfth  day  postpartum  7,250. 

Thompson  quotes  Rieder  who  examined  thirty-one  pregnant 
women  after  fourteen  hours'  fasting,  with  average  count  13,000, 
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maximum  16,500,  minimum  10,200.  Thompson,  examining 
twelve  women,  concludes  that  there  is  a  slight  leukocytosis  in 
pregnancy,  but  the  value  of  his  results  is  diminished  by  the  fact 
that  only  two  of  his  women  were  examined  in  the  last  two  months 
of  pregnancy. 

Lobenstine  made  a  leukocyte  count  in  fifty  cases  of  normal 
pregnancy  taken  in  the  ninth  month  and  with  care  to  avoid 
digestion  leukocytosis.  Average  count  10,600,  maximum  18,  400, 
minimum  5,400.  Average  in  primiparae,  11,845;  multiparae, 
9,346.  In  third  day  of  puerperium  he  found  average  12,400, 
maximum  20,400,  minimum  5,600.  Average  primiparae,  13,200; 
average  multiparae,  11,600. 

Hibbard  and  White,  at  Boston  Lying-in  Hospital,  examined 
fifty-five  patients  within  twenty-four  hours  before  delivery. 
Average  lor  thirty-two  primiparae  15,021;  for  multiparae  11,700. 
In  differential  count  of  four  cases,  with  normal  number  of 
leukocytes,  they  found  the  relative  proportions  normal.  In 
fifteen  cases  with  increased  count  they  found  relative  and 
absolute  increase  of  the  polymorphonuclears. 

Dienst  quotes  Ascoli,  Cacton,  and  Arneth  to  the  efiFect  that  in 
early  pregnancy  very  slight  leukocytosis  is  present.  He  says 
that  the  authorities  are  in  accord  on  the  statement  that  in 
healthy  primiparae  toward  the  end  of  pregnancy  the  white  count 
averages  about  10,000  and  rarely  over  15,000.  During  birth 
and  shortly  thereafter  it  reaches  20,000  or  even  25,000.  With 
multiparae  leukocytosis  is  either  not  present  or  exists  within 
moderate  limits. 

Birnbaum  quotes  Zangemeister  and  Wagner  to  the  effect  that 
the  leukocyte  count  in  pregnancy  varies  between  7,500  and  15,000. 

Birnbaum  himself,  in  a  large  number  of  cases  in  the  latter 
months  of  pregnancy,  found  an  average  in  primiparae  of  10,500. 
In  multiparae  of  8,500.  Birnbaum  found  a  marked  increase  in 
the  leukocyte  count  with  the  onset  of  labor  pains,  more  marked 
in  primiparae.  The  highest  count  he  found  at  the  time  of 
placental  expulsion.  At  this  time  in  primiparae  it  averaged 
24,160;  multiparae  average  14,370.  The  high  counts  occurred 
only  in  labors  with  good  pains.  Very  high  counts  occurred  with 
postpartum  hemorrhage. 

ECLAMPSIA    AND    PREECLAMPTIC    STATE. 

Ryder,  at  the  Sloane  Maternity,  in  a  clinical  review  of  thirty- 
seven  cases  of  eclampsia,  fails  to  report  his  leukocyte  count. 
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but  says,  "in  all  cases  the  white-cell  count  was  made.  This  was 
almost  uniformly  higher  than  normal,  much  more  so  in  the 
severe  cases." 

Partridge,  in  two  reports,  describes  a  series  of  fifty-six  cases. 
In  eight  cases  leukocyte  counts  were  made.  Every  one  of  the 
cases  examined  showed  a  leukocytosis.  He  records  one  case 
of  toxemia  without  convulsions,  in  which  leukocytosis  was  pres- 
ent, and  draws  the  conclusion  that  the  toxemia,  not  the  con- 
vulsions, is  the  cause  of  the  leukocytosis. 

Lobenstine  studied  fourteen  cases  of  eclampsia  with  regard 
to  the  leukocyte  count.  Nearly  all  were  high.  His  highest 
count  with  recovery  was  54,000  on  the  day  of  delivery.  His 
highest  actual  count  was  108,000  in  a  fatal  case.  He  concludes 
as  follows : 

1.  The  toxins  of  eclampsia  cause  in  most  cases  a  leukocytosis 
whose  cause  is  unknown. 

2.  i\ll  things  being  equal  the  degree  of  leukocytosis  seems  to 
depend  very  closely  upon  the  degree  of  toxicity. 

3.  The  greater  the  resistance  of  the  patient,  the  higher  the 
leukocytosis. 

4.  A  sudden  increase  in  the  leukocytosis  in  an  individual  with 
good  resistance  usually  indicates  an  aggravation  of  the  disease. 

5.  A  low  leukocyte  count  in  a  highly  toxic  patient  is  a  bad 
omen. 

6.  A  leukocytosis  originally  high  that  falls  rapidly  in  a  badly 
toxic  patient  is  likewise  a  danger  signal. 

7.  There  is  no  direct  relation  between  the  leukocyte  curve 
and  the  temperature  curve. 

Dienst  examined  two  series  of  cases;  of  the  first  series  of 
twenty  cases  he  says:  "In  short,  I  found  always  a  high  grade  of 
leukocytosis  in  eclampsia." 

The  second  series  he  reports  in  more  detail.  Of  thirteen  cases, 
seven  developed  convulsions  during  labor,  six  of  them  after 
labor.  In  all  of  them  a  leukoc3'tosis  varying  from  25,000  to 
49,600  was  found.  Of  the  intrapartum  cases,  one  fatal  case 
showed  a  count  of  37,500  at  time  of  birth,  and  49,600  three 
hours  before  death  (Agonal  leukocytosis).  One  case  which 
recovered  showed  44,500  twenty-four  hours  after  delivery. 
This  was  a  very  severe  case  clinically.  Another  severe  case 
showed  32,000  two  hours  after  delivery. 

The  six  cases  of  postpartum  eclampsia  were  as  follows:  In 
two  cases  terminating  favorably  the  count  was  made  on  the 
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third  day  postpartum.  Case  I  showed  20,000,  Case  II  23,000. 
Of  four  taken  during  the  attack  two  ending  fatally  had  a  grad- 
ually increasing  count.  Case  I,  first  count  35,300,  last  count 
48,500.  Case  II,  first  count,  37,000,  last  count  49,800.  Two 
terminating  favorably.  Case  I,  mild,  26,000;  Case  II,  severe, 
40,900. 

Birnbaum  in  his  examination  of  pregnancy  with  edema  found 
always  a  moderate  leukocytosis.  In  eclampsia  he  found  no  rise 
over  the  normal  leukocytosis  of  birth.  (Apparently  his  cases 
were  taken  during  labor.) 

Hibbard  and  White  report  a  case  of  eclampsia  with  a  count 
of  17,700  before  delivery,  and  21,300  the  day  following  delivery. 

An  analysis  of  the  above  reports  shows  practical  unanimity 
regarding  the  normal  leukocytosis  of  pregnancy.  We  may 
safely  say  that  in  primiparae  before  labor  it  rarely  goes  above 
14,000  or  15,000,  and  in  multiparae  10,000  to  12,000  is  the  upper 
limit. 

With  regard  to  an  increase  in  eclampsia  and  the  pre-eclamptic 
state  Birnbaum's  is  the  only  dissenting  voice,  and  as  his  counts 
were  apparently  made  during  labor,  his  conclusions  in  this 
respect  are  doubtful.  On  the  whole,  we  may  say  that  an 
increase  of  from  50  per  cent,  to  100  per  cent,  is  usual,  and  as  much 
as  200  per  cent,  not  rare  in  these  conditions. 

Lobenstine's  work  shows  the  normal  rapid  decrease  in  the 
count  postpartum.  This  should  be  of  value  in  late  cases  of 
eclampsia. 

OCULAR  CHANGES. 

Under  this  heading  I  wish  to  emphasize  the  diagnostic  value 
of  an  ocular  examination  and  the  extreme  importance  of  these 
changes  when  found.  I  have  been  unable  to  determine  in 
what  proportion  of  toxic  and  pre-eclamptic  cases  of  pregnancy 
demonstrable  lesions  are  present.  This  much  is  certain,  how- 
ever, that  when  so-called  albuminuric  retinitis  or  other  forms 
of  a  toxic  neuroretinitis  or  marked  disturbances  of  the  visual 
fields  are  present,  they  constitute  the  most  urgent  indication 
we  have  in  this  class  of  cases  for  emptying  the  uterus. 

Holzbach,  in  a  recent  article  on  Ocular  Lesions  in  Pregnancy, 
states  that  "when  neuritis  optica  gravidarum  appears,  the 
pregnancy  must  be  terminated  if  the  vision  is  to  be  saved." 
He  cites  a  case  about  seven  and  one-half  months  pregnant 
referred  to  his  clinic  totally  blind.     Termination  of  pregnancy 
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restored  vision  in  the  right  eye,  but  atrophy  of  the  optic  nerve 
had  occurred  in  the  left  eye  and  loss  of  vision  there  was  of 
course  permanent. 

Bosse  cites  thirty-four  cases  of  albuminuria  in  pregnancy, 
in  four  of  whom  marked  retinal  changes  had  occurred;  but  his 
figures  give  absolutely  no  notion  of  the  frequency  of  the  con- 
dition in  the  toxic  or  eclamptic  state  because,  as  we  have  seen,  a 
trace  of  albumin  occurs  in  many  normal  pregnancies. 

Knapp  reports,  in  1907,  three  cases  of  neuritis  optica  gravi- 
darum with  no  other  visible  changes  in  the  fundus.  He  says 
vision  may  be  regained  or  the  condition  may  result  in  complete 
blindness. 

Pooley  reviews  briefly  the  work  done  along  this  line  and 
recites  eleven  cases,  some  his  own  and  some  from  the  literature, 
in  which  more  or  less  loss  of  vision  occurred.  He  demonstrates 
from  these  cases  the  necessity  of  emptying  the  uterus  to  save 
vision.  He  concludes:  "The  eyes  should  be  examined  in  preg- 
nancy for  vision  and  with  the  ophthalmoscope  as  routinely  as 
the  urine.  Because,  as  is  well  known  to  oculists,  a  large  number 
of  cases  having  lesions  of  the  optic  nerve  and  of  the  retina,  do 
not  make  complaint  of  loss  of  vision.  Moreover,  the  evidence  of 
disease  of  the  kidney  not  infrequently  shows  itself  in  the  eye 
before  it  does  in  the  urine.  In  uremic  amaurosis  of  pregnancy, 
without  changes  in  the  eye,  visible  through  the  ophthalmoscope, 
even  should  the  usual  symptoms,  such  as  dizziness,  nausea,  and 
threatened  convulsions  be  absent,  their  occurrence  is  soon  to  be 
feared  and  labor  should  be  induced  without  waiting  until  the 
life  as  well  as  the  sight  of  the  patient  is  in  danger." 

Hiram  Woods  cites  several  cases  of  albuminuric  retinitis 
and  two  of  neuroretinitis,  with  no  albuminuria,  of  serious  type. 
In  the  discussion  which  followed  there  was  a  surprising  unanimity 
of  opinion  among  the  oculists  present  that  these  conditions, 
in  and  of  themselves  are  sufficient  reasons  for  immediate  empty- 
ing of  the  uterus. 

Posey  and  Hirst,  in  a  very  satisfactory  article,  say  that  obstet- 
ricians frequently  consult  the  oculist  when  albumin  occurs  in 
the  urine,  but  that  serious  toxemia  may  occur  without  a  trace 
of  albumin  in  the  urine,  and  that  it  is  in  just  these  cases  that 
an  ocular  examination  gives  valuable  independent  and  cor- 
roborative evidence.  They  cite  a  case  of  Hirst's,  who  had 
always  been  well,  who  when  ten  weeks  pregnant  complained  of 
aching  fullness  in  the  back  of  the  head.     Four  weeks  later  she 
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complained  of  disturbed  vision.  Examination  by  Posey  showed 
reduced  vision  in  both  eyes,  with  a  pronounced  retinitis  in  both 
eyes,  vessels  full  and  tortuous  and  some  fluffy  lymph  extrava- 
sations. Careful  studies  of  urine  and  blood  revealed  nothing. 
Active  treatment  did  not  relieve  the  condition.  Labor  was 
induced  and  the  general  symptoms  disappeared  at  once;  the 
ocular  changes  after  some  weeks.  They  state  that  ocular 
symptoms  in  the  course  of  pregnancy  only  arise  in  the  presence 
of  a  pronounced  acute  intoxication.  They  apparently  agree 
with  Randolph  that  so  far  as  vision  is  concerned  ocular  changes 
in  the  early  months  of  pregnancy  demand  immediate  evacuation 
of  the  uterus;  while  in  the  last  few  weeks  the  policy  of  careful 
watching  is  preferable. 

While  we  should  not  expect  to  find  in  the  toxemia  of  preg- 
nancy any  more  than  in  any  other  pathological  condition  all 
of  the  possible  signs  and  symptoms  present  in  an  individual 
case,  yet  a  recent  case  of  my  own  to  be  published  more  in  detail 
elsewhere  shows  that  sometimes  we  may  have  a  typical  case. 

Mrs.   B.,  aet. ,  seven-para,  was  sent  to  my  clinic  by  Dr. 

Pollock  on  account  of  an  increasing  albuminuria  and  disturbed 
vision.  She  had  considerable  edema  of  the  lower  extremities 
with  the  following  general  findings: 

Albumin  25  per  cent,  by  volume,  urine  diminished,  exact 
twenty-four  hour  quantity  not  known.  Systolic  blood  pressure 
280  mm.,  leukocyte  count  (digestion  leukocytosis  excluded) 
21,300.  Ocular  examination  by  Dr.  William  Shackleton  showed 
marked  exudative  (toxic?)  retinitis  in  both  eyes,  diminished 
vision  in  both  eyes,  worse  on  left  side.  I  report  the  examination 
of  this  case  here  merely  to  illustrate  the  value  as  a  guide  to 
clinical  treatment,  of  such  an  examination.  This  patient  had 
been  under  active  treatment  for  some  time  before  being'  referred 
to  me.  There  could  be  no  possible  doubt  with  such  a  report  of 
the  necessity  of  immediate  evacuation  of  the  uterus.  On  the 
basis  of  the  urinary  findings  alone  considerable  doubt  would 
exist  as  to  whether  this  patient  should  not  be  treated  in  the 
hospital  for  a  time  before  radical  action  was  taken.  In  this 
case  such  delay  would  undoubtedly  have  cost  the  patient  her 
vision  and  probably  her  life. 

Our  general  conclusions  from  the  data  we  have  collected 
are  as  follows: 

Albumin  as  a  trace  in  the  urine  is  of  no  value.  It  is  present 
in  a  large  proportion  of  cases  of  normal  pregnancy. 
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Albumin  in  considerable  quantity,  especially  if  increasing, 
is  a  strong  indication  of  mischief.  The  entire  absence  of  albumin 
is  no  proof  that  the  women  is  not  toxic.  Casts  and  diminished 
twenty-four  hour  quantity  add  to  the  value "  of  the  urinary 
findings.  Specific  gravity  is  of  aid  if  the  twenty-four  hour 
quantity  is  known. 

Blood-pressure  findings  taken  by  the  fingers  are  of  little  or  no 
value.  The  instrumental  method  must  be  used  if  the  test  is 
to  be  a  clinical  guide. 

The  blood-pressure  of  pregnancy  is  normal  until  the  last  two 
months  when  a  slight  rise  occurs.  This  rise  should  not  give  a 
reading  in  excess  of  150  mm.  The  presence,  over  any  period,  of 
a  greater  pressure  than  this  should  be  considered  a  serious 
matter.  During  labor  the  pressure  is  somewhat  elevated  and 
quite  variable,  and  is  consequently  not  to  be  depended  upon. 
After  labor  blood-pressure  should  quickly  drop  to  normal.  In 
eclampsia  the  blood  pressure  is  uniformly  elevated,  often  to 
an  extreme  degree.  In  pre-eclamptic  toxemia  blood-pressure  is 
probably  always  elevated,  and  is  of  diagnostic  and  prognostic 
importance. 

The  fact  that  albumin  and  casts,  with  rise  of  blood-pressure 
may  also  be  present  in  nephritis  in  no  way  detracts  from  their 
value  here  because  we  know  that  with  increasing  albumin  and 
increasing  blood -pressure  in  pregnancy,  convulsions  are  im- 
minent, regardless  of  whether  or  not  we  are  able  to  distinguish 
the  immediate  cause  of  the  patient's  condition. 

The  leukocyte  count  in  eclampsia  and  pre-eclamptic  toxemia 
is  increased  50  per  cent,  and  upward  over  the  normal  at  the 
given  period. 

When  using  the  leukocyte  count  in  these  patients  care  must 
be  taken  to  exclude  the  leukocytosis  of  digestion,  inflammation, 
hemorrhage,  drugs,  etc.,  and  to  remember  the  normal  marked 
increase  during  and  immediately  following  labor.  One  must 
also  bear  in  mind  the  greater  count  normally  present  in  primiparae 
as  compared  with  multiparae  throughout  pregnancy,  labor,  and 
puerperium. 

In  demonstrable  ocular  disturbances  of  early  pregnancy 
especially  when  accompanied  by  ophthalmoscopic  lesions, 
evacuation  of  the  uterus  is  indicated.  In  the  latter  two  months 
of  pregnancy  these  same  lesions  indicate  a  high  grade  of  tox- 
emia, but  should  be  compared  with  the  other  findings  to  decide 
the  treatment. 
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The  whole  symptom-complex  should  be  carefully  studied  day 
by  day  and  as  all  the  methods  described  are  readily  available  in 
nearly  every  community,  the  general  practitioner  should  have  no 
difficulty,  in  making  use  of  them. 

The  complete  examination  of  these  patients  along  the  lines 
indicated  is  of  much  more  value  for  prognosis  and  treatment 
than  any  possible  investigation,  no  matter  how  complete,  in  one 
direction  only.  It  is  greatly  to  be  desired  that  obstetricians 
having  large  clinics  at  their  command  should  cause  such  examina- 
tions to  be  made  as  a  matter  of  routine,  and  that  these  reports 
should  be  published  in  such  form  as  to  make  possible  com- 
parison of  the  relative  value  of  the  data  obtained. 
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(With  two  illustrations.) 

To  the  present  day  the  finding  of  decidual  change  in  the 
curetting  of  the  uterus  is  regarded  as  prima  facie  evidence 
either  of  the  presence  of  a  fertilized  ovum  or  of  a  recent  abortion. 
Not  only  is  this  the  case,  but  the  finding  of  decidual  change  in  the 
curettings  of  a  suspected  ectopic  gestation  immediately  confirms 
the  diagnosis. 

It  has  fallen  to  my  lot  to  find  decidual  change  in  quite  a  number 
of  cases  in  which  one  felt  absolutely  certain  that  a  pregnancy 
was  not  present  at  the  time  of  operation.  Yet  such  cases  will  not 
stand  a  critical  examination,  owing  to  the  fact  that  one  cannot 
exclude  the  possibility  of  an  easy,  unsuspected  pregnancy.  But 
over  and  above  all  these  three  remain  four  cases,  in  which  a 
most  typical  widespread  decidual  change,  involving  the  whole 
endometrium,  was  present  w4th  conditions  which  absolutely 
excluded  all  possibility  of  a  pregnancy.  It  will  be  understood 
that  in  these  four  cases  there  was  not  a  question  of  membranous 
dysmenorrhea  nor  of  the  light  pseudodecidual  change  such  as 
Hitschman  has  found  in  uteri  when  menstruation  is  about  to 
set  in.  This  latter  is  far  from  being  a  typical  decidual  change. 
It  involves  only  the  most  superficial  cells  of  the  endometrium, 
and  at  that  period,  i.  e.,  just  before  menstruation  sets  in,  the 
*  Read  before  the  McGill  Lister  Microscopical  Society  in  ?^Iarch,  1907. 
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glands  show  marked  hypertrophy  and  hyperplasia.  This  was 
formerly  described  as  glandular  endometritis. 

My  cases  do  not  conform  to  this  menstrual  type  of  pseudo- 
decidual  change,  but  are  typical  of  the  widespread  mosaic-like, 
glassy,  decidual  change  which  is  found  in  utero  shortly  after 
abortion. 

Before  beginning  a  description  of  the  cases  a  few  lines  upon 
decidual  tissue  in  general  and  the  various  types  of  decidual 
tissue  in  particular  may  have  the  effect  of  rendering  the  subject 
more  readily  understood. 

In  the  first  place,  a  wrong  notion  frequently  exists  about  the 
origin  of  decidual  tissue.  It  is  not  a  new-growth,  but  is  simply  a 
change  in  the  embryonic  connective  tissue  which  together  with 
the  glands  forms  the  endometrium.  This  change  in  the  appear- 
ance of  the  cells — this  taking  on  of  characters  which  allows  one 
to  distinguish  decidual  tissue  from  other  types  of  cells — begins 
in  the  early  days  of  pregnancy  synchronously  in  two  different 
places,  namely,  in  the  surface  layers  of  the  endometrium  and 
about  the  small  vessels  in  the  deeper  layers  of  the  mucous  mem- 
brane The  further  the  pregnancy  has  advanced,  at  least  until 
the  third  month,  the  more  widespread  is  this  change,  though 
frequent  individual  variations  of  this  rule  are  found. 

A  new  division  of  decidual  tissue,  w^e  think,  is  warranted  by 
the  strikingly  different  characters  which  these  cells  present, 
on  the  one  hand,  if  hardened  when  in  full  discharge  of  their  func- 
tion or,  on  the  other  hand,  if  hardened  some  hours  or  days  after 
loss  of  function.     Hence  we  classify  decidual  tissue  as: 

1.  Active  decidual  tissue,  i.e.: 

Decidual  tissue  which  is  removed  when  in  full  function  and 
is  immediately  fixed.  Such  tissue  is  obtained  practically  only 
when  a  rapid  emptying  of  the  uterus  is  performed,  when  the 
child  is  still  living. 

2.  Inactive  decidual  tissue,  i.e.: 

Decidual  tissue  which  for  hours  or  days  after  loss  of  function 
has  been  subjected  to  the  soddening  and  macerating  influence 
of  the  body  heat  and  moisture,  and  perhaps  powerfully  influenced 
by  dead  extravasated  blood.  This  is  by  far  the  most  common 
type,  because  it  is  derived  from  a  great  many  conditions,  such  as 
missed  and  incomplete  abortions,  curettings  after  abortions, 
decidual  casts,  etc. 

Fresh  decidual  tissue,  removed  when  in  full  function  and 
immediately  hardened,  presents  a  microscopical  picture  such  as 
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we  have  never  seen  reproduced  by  any  cause  other  than  preg" 
nancy.  The  decidual  cells  are  large,  oval  or  subspherical,  the 
cell  outline  is  very  poorly  defined  and  one  cell  passes  almost 
insensibly  into  the  protoplasm  of  its  neighbor.  The  inter- 
cellular substance,  though  large  in  amount,  is  not  distinguishable 
from  cell  protoplasm  by  the  routine  staining  methods.  The 
nucleus,  round,  of  moderate  size,  is  surrounded  by  a  liberal  amount 
of  cell  protoplasm.  The  most  characteristic  features  of  this 
type  of  cell  lie  in  its  staining  properties.  It  resembles  granu- 
lation tissue  very  closely  indeed.  The  nucleus  does  not  stain 
deeply  with  hematoxylin  and  the  nuclear  limits  are  not  clearly 
defined,  so  that  the  marked  contrast  between  nucleus  and 
cytoplasm  is  lost.  This  is  due  to  the  fact  that  the  hematoxylin 
also  stains  the  cell  protoplasm,  as  it  does  the  nucleus,  though 
less  intensely,  and  still  progressively  less  intensely  as  the  per- 
iphery of  the  cell  is  neared.  It  strikes  one  that  the  chromatin 
of  the  nucleus  is  no  longer  held  within  the  meshes  of  the  nuclear 
reticulum  alone,  but  has  diffused  itself  widely  in  the  surrounding 
cell  protoplasm,  though  growing  less  and  less  abundant  the 
farther  one  recedes  from  the  center  of  the  cell.  The  glandular 
lining,  which  at  this  stage  is  not  readily  distinguished  from  the 
surrounding  decidual  cells,  presents  nothing  characteristic. 

Moreover,  one  need  but  to  mention  the  division  of  the  mucous 
membrane  into  its  two  layers :  compact  and  glandular.  On  the 
other  hand,  decidual  tissue,  which  has  been  retained  in  utero  for 
some  time  after  loss  of  function,  and  has  been  subjected  to  the 
influence  of  body  heat  and  moisture,  presents  the  following 
characters:  The  cell  protoplasm  is  well  defined  and  stains  very 
poorly  with  any  of  the  ordinary  stains.  It  presents  a  glassy 
appearance.  The  nucleus  now  has  clearly  defined  hmits  and 
stains  deeply  with  hematoxylin,  though  the  intensity  is  variable 
and  dependent  somewhat  upon  the  length  of  time  which  had 
elapsed  between  loss  of  function  and  the  immersion  in  fixing 
fluid.  The  chromatin  of  the  nucleus  is  usually  skein-like.  The 
intercellular  substance,  large  in  amount,  varies  usually  slightly 
in  staining  properties  from  that  of  the  cell  protoplasm,  and  the 
picture  is  not  unlike  that  found  in  the  deeper  layers  of  epithelial 
structures  and  has  a  peculiar  characteristic  mosaic  appear- 
ance. 

A  very  good  idea  of  the  difference  between  these  tw^o  types 
of  decidual  tissue  may  be  obtained  by  comparing  Figs,  i  and  2. 
Fig.   I  is  from  a  case  of  induced   abortion,   and  the   tissue  was 
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living  when  removed.  Fig.  2  is  from  Case  I,  and  is  typical  of 
decidual  tissue  which  has  lost  function  for  some  days. 

The  following  are  the  histories  and  the  pathological  findings 
in  these  four  cases. 

Case  I. — In  February,  1905,  Miss  P.,  a  young  school  girl  of 
seventeen  years,  came  to  consultation,  complaining  of  abdominal 
pain,  metrorrhagia  and  menorrhagia.  She  had  suffered  from 
pelvic  pain  and  premenstrual  dysmenorrhea  for  two  years,  and 
menstruation  had  gradually  grown  more  profuse,  until  finally 
metrorrhagia  was  almost  constant. 

Two  weeks  before  operation  she  was  seized  with  acute  pelvic 


Fig.  I. — M.  500+.  Photomicrograph  of  normal  decidual  tissue  hardened  im- 
mediately after  removal.  From  a  case  of  induced  abortion.  Ill-defined  nucleus 
and  cell  body  and  deeply  stained  cell  protoplasm. 

pain  in  the  right  lower  quadrant,  and  she  showed  all  the  signs 
of  an  acute  pelvic  peritonitis.  There  was  a  well-defined  mass, 
palpable  in  the  hypogastrium.  Examined  under  ether,  the  hymen 
was  intact  and  cribriform.  The  cervix  small  and  conical;  the 
uterus  retroverted,  mobile;  overlying  it  a  large  cystic  mass. 

Patient  was  operated  upon  on  February  13,  1905.  The 
curet  gave  a  very  copious  result,  and  the  uterine  cavity 
measured  three  inches.  Laparotomy  revealed  a  low-grade  recent 
tuberculous  peritonitis  with  adhesions  about  uterus  and  appen- 
dages. The  pelvic  peritoneum  was  everywhere  studded  with 
miliary  tubercles. 
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The  right  tube,  distended  and  trumpet-shaped  and  possessing 
an  unusually  long  mesosalpinx,  had  a  double  torsion  of  its 
pedicle  without  involving  the  ovarv.  There  were  onlv  verv 
recent  adhesions  to  the  ovary  and  uterus  and  the  fimbriated  end 
was  completely  closed  by  inflammatorv  mischief.  The  dis- 
tended tube  contained  a  little  less  than  two  ounces  of  thick 
tuberculous  material.  The  ovary  contained  a  cvst  with  clear 
contents.     The  tube  was  removed  and  the  ovarv  resected. 

The  left  tube  was  completelv  occluded  and  similarly  distended 
with  tuberculous  pus.  The  mesosalpinx,  but  not  the  tube  itself 
had  formed  between  its  posterior  laver  and  the  upper  marc^in 


T  /^^"  ^■~^-  ^°°  n  •  ^^"d"^'  'Change  in  Case  i.  Cells  epithelioid  in  character. 
i.arge  amount  of  ceil  protoplasm  and  clearly  defined  nucleus  and  cell  outline. 

of  the  .ovary,  a  pocket  of  tuberculous  pus.  Tube  and  ovarv 
were  removed. 

Pathological  Report:  Appendages. —Sections  of  tubes  present 
all  the  signs  of  an  old  caseous  tuberculosis  with  a  recent  acute 
implantation  of  the  same  nature.  Sections  of  the  right  ovary 
show  an  edematous  ovarian  stroma  about  a  cvst  with  a  single 
lining  of  cubical  cells.  Sections  of  left  ovarv  present  no  signs 
ot  tuberculosis.  ' 

Endometrium.— Sections  of  the  endometrium  show  a  chronic 
tuberculous  disease  characterized  bv  giant  cells  and  tvpical 
tubercle  formation.  About  the  small  blood-vessels  of  the^lower 
third  of  the  endometrium  together  with  the  whole  of  the  tissue 
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of  the  inner  two  thirds,  there  is  a  typical  pseudo-change,  indis- 
tinguishable from  that  found  in  decidual  tissue,  removed  some 
time  after  loss  of  function.  Fig.  2.  The  change  about  the 
small  blood-vessels  is  typical  in  outline  with  that  found  in  an 
early  interrupted  pregnancy. 

There  are  no  marked  signs  of  a  separation  of  the  endometrium 
into  two  layers  as  in  the  normal  decidua,  though  there  is  a 
distinct  compactness  of  the  superficial  layers  and  a  sparsity  of 
glandular  structure. 

Case  II. — Mrs.  C.  came  to  consultation  in  February,  1906, 
complaining  of  attacks  of  dizziness,  headache,  pain  and  tender- 
ness in  the  hypogastrium,  backache  and  sterility. 

She  was  thirty-two  years  of  age  and  had  been  married  eight 
years.  She  miscarried  at  the  fifth  month,  six  months  after 
marriage  and  she  states  that  her  doctor  told  her  that  there  was  a 
great  excess  of  fluid  about  the  child.  During  her  convalescence, 
which  was  slow,  she  suffered  from  pain  in  the  lower  part  of  the 
abdomen  and  in  the  ankles  and  knees. 

Four  months  after  this  miscarriage  she  was  confined  to  bed 
for  five  weeks  with  severe  abdominal  pain,  and  since  then  has 
had  several  attacks  of  "inflammation  of  the  bowels,"  two  of 
which  confined  her  to  bed  during  six  and  eleven  weeks,  respect- 
ively, and  after  one  of  these  she  developed  an  abscess  about 
the  womb,  which  was  incised.  Menstruation  since  miscarriage 
has  been  very  copious,  often  lasting  twelve  days,  and  preceded 
by  a  great  deal  of  pain.  She  had  never  passed  any  appreciable 
clots  nor  pieces  of  membrane. 

This  case,  though  the  vulva  showed  no  signs  of  disease  as  is  so 
frequently  the  case,  is  undoubtedly  one  of  gonorrhea,  contracted 
from  a  gleet  in  the  male.  The  history  and  the  findings  at  oper- 
ation confirm  this  diagnosis  though  the  diplococcus  was  not 
found. 

Patient  was  operated  upon  on  February  18,  1906.  Curettage 
gave  a  very  copious  result,  without  anything  noteworthy  in  the 
scrapings.  Depth  of  uterus,  3  1/4  inches.  Laparotomy  revealed 
dense  adhesions  of  the  omentum  to  the  brim  of  the  pelvis.  This 
was  detached  and  a  large  portion  of  torn  and  bleeding  omentimi 
removed.  There  were  very  dense  adhesions  between  uterus, 
ovaries,  intestines  and  tubes.  The  Fallopian  tubes  were  both 
occluded  and  distended  with  clear  fluid,  which  was  in  about 
equal  amount  in  both  tubes;  and  though  these  were  ruptured 
during  the  extraction,  the  quantity  was  estimated  from  two  to 
three  ounces.  The  right  ovary  contained  a  cyst  about  the  size 
of  an  orange  with  clear  contents. 

The  adhesions  were  very  dense  and  of  long  standing.  Both 
appendages  were  removed.  When  the  abdomen  was  opened 
there  was  free  fluid  in  the  general  peritoneal  cavity  and  the 
peritoneum  was  considerably  injected. 

Pathological  Examination. — -Sections  of  the  ovaries  show  only  a 
fibrocystic  condition,  and  the  lining  of  the  large  cyst  is  of  the 
single-layered  cubical  type. 
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Sections  of  the  tubes  present  a  very  typical  cystic  hydrosalpinx 
with  cysts  of  all  sizes  and  lined  by  columnar  epithelium  showing 
all  grades  of  pressure  atrophy. 

Endometrium. — Sections  of  the  endometrium  show  a  typical 
decidual  change  about  the  smaller  blood-vessels  of  the  inner 
and  middle  third  of  the  endometrium,  with  intervening  portions 
which  do  not  show  any  characteristic  changes.  The  change 
has  become  so  widespread  that  the  areas  about  the  vessels  have 
become  confluent,  so  that  almost  the  whole  of  the  inner  two- 
thirds  of  the  endometrium  is  converted  into  decidual  tissue. 
The  glandular  structures  show  no  marked  departure  except  that 
of  hyperplasia  of  the  lining. 

The  endothelium  of  the  vessels  is  swollen,  but  not  otherwise 
affected.  Here  and  there  throughout  the  mucosa  are  small 
circumscribed  areas  of  small  round  cells,  so  well  defined  and 
the  cells  so  closely  packed  together  that  they  resemble  lymphoid 
tissue. 

Case  III. — Miss  A.  M.,  twenty  years  of  age,  came  to  the  out- 
patient's department  of  the  Royal  Victoria  Hospital,  March  24, 
1906.  She  complained  of  weakness,  pain  in  the  lower  part  of 
the  abdomen,  backache,  frequency  of  micturition  and  leukor- 
rhea. 

These  symptoms  began  about  one  year  ago,  but  have  grown 
very  much  worse  during  the  last  three  months. 

Menstruation  began  at  fifteen,  and  is  always  delayed  a  few 
days  beyond  the  month.  The  quantity  is  copious  and  there  is 
but  very  little  dysmenorrhea.  She  has  never  passed  any  shreads 
or  membrane. 

There  was  a  distinct  mass  palpable  above  the  pubic  arch  on 
the  right  side.  Pudenda  healthy;  hymen  unruptured;  a  thin 
leukorrhea  escapes  through  the  orifice  and  there  are  no  signs  of 
Skenitis  or  of  Bartholinitis. 

Under  ether,  the  cervix  was  small,  conical,  everted  and  catar- 
rhal; uterus,  small,  antiposed,  is  pushed  to  the  left  by  a  large 
cystic,  movable  mass  behind  and  to  the  right  of  it. 

Curettage  gave  a  very  copious  result;  depth  of  uterus,  3  inches. 
Abdominal  section  revealed  thickening  of  the  peritoneum  and 
a  considerable  quantity  of  free  straw-colored  fluid  in  the  cavity. 
Extensive  adhesions  of  intestines,  of  bladder,  and  of  omentum 
to  the  uterus,  ovaries,  tubes  an  adjacent  structures  were  found. 

Everything  in  the  pelvis  is  studded  with  recent  miliary 
tubercles.  The  right  tube,  distended  to  the  size  of  an  orange, 
contains  thick,  creamy  pus.  The  left  is  similarly  affected,  but 
to  a  s  ghtly  less  degree  of  distention.  The  ovaries  are  cystic 
and  densely  adherent.  Both  tubes  with  the  right  ovary  were 
removed. 

Pathological  Report. — Sections  of  tubes  show  a  chronic  caseous 
tuberculous  endosalpingitis  and  an  acute  miliary  process  on  the 
peritoneal  surface.  The  right  ovary  presents  only  a  fibrocystic 
degeneration. 

A  widespread  tuberculous  involvement  of  the  endometrium 
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is  found.  Giant  cells  abound,  but  typical  tubercles  are  not 
numerous,  nor  is  there  more  than  the  slightest  round-celled 
reaction.  Throughout  the  endometrium  is  a  decidual  change 
quite  indistinguishable  in  staining  properties  and  morphology 
of  cells  from  that  of  an  incomplete  abortion.  Moreover,  to 
accentuate  the  similarity,  the  mucosa  presents  a  well-marked 
tendency  to  divide  itself  into  compact  and  glandular  layers  as 
found  in  the  decidua  vera  of  an  early  pregnancy.  This  is  by 
far  the  most  characteristic  case,  and  the  decidual  change  involves 
the  whole  depth  of  the  endometrium. 

Case  IV. — Mrs.  H.,  aged  thirty-three,  had  been  married  nine 
years  and  had  given  birth  to  one  child  six  years  and  eight  months 
ago.  It  was  a  forceps  delivery.  Her  convalescence  was  slow 
and  she  never  regained  her  former  vigorous  state  of  health, 
though  she  suffered  no  pain  nor  discomfort  of  any  sort  during 
her  puerperium.     She  did  not  nurse  her  child. 

She  complained  of  pelvic  and  abdominal  pain,  weakness, 
backache,  and  abdominal  distention  and  a  constant  bruised 
feeling  about  the  abdomen.  Menorrhagia  and  metrorrhagia 
with  a  copious  leukorrhea  were  troublesome. 

Menstruation  was  quite  normal  before  conception,  and  she 
dates  the  onset  of  all  her  symptoms  from  that  time. 

She  states  that  the  bruised  feeling  about  the  abdomen  is  not 
increased  by  walking  and  is  often  worse  by  night  than  by  day. 
She  has  become  nervous,  irritable,  emotional,  and  low-spirited. 

Examination. — The  abdomen  presents  nothing  unusual  except 
a  movable  right  kidney.  Vaginal  outlet  and  vagina  much 
relaxed.  Cervix  bulky,  everted,  and  catarrhal.  The  uterus, 
mobile,  is  slightly  enlarged  and  in  normal  position.  Appendages 
tender  and  prolapsed.  Marked  tenderness  in  the  region  of 
Douglas'  pouch  and  a  cystic  mass  to  the  right  of  the  uterus  can 
be  made  out. 

The  menorrhagia  was  very  copious,  so  much  so  that  it  always 
left  the  patient  in  a  very  weakened  state.  She  had  had  slight 
intermittent  metrorrhagia  for  some  months,  at  variable  periods 
from  three  to  five  days.  Her  next  menstruation  was  due  on 
January  29,  1907.  So  it  was  decided  to  operate  as  soon  as 
possible  so  as  to  prevent,  if  possible,  this  great  loss  of  blood,  but 
the  tlow  started  in  copiously  just  before  ether  was  administered. 

Operation,  January  28,  1907. — Curettings  were  very  copious, 
but  presented  none  of  the  naked-eye  signs  of  malignancy  nor  of 
pregnancy.     Emmet's  operation  on  cervix  and  perineum. 

Abdominal  section  revealed  prolapsed  appendages  with  few 
adhesions.  Both  tubes,  though  but  slightly  adherent,  were 
closed  and  were  filled  with  clear  fluid.  The  right  contained 
14  drachms  and  the  left  10. 

Pathological  Report. — Sections  of  tubes  show  a  similar  con- 
dition in  both.  The  endosalpinx  is  greatly  hyj)erplastic  in 
places  and  in  others  thinned  and  atrophic.  Many  of  the  mucosal 
folds  are  adherent  one  to  another  to  form  cystic  cavities.  No 
signs  of  tuberculosis  nor  of  any  of  the  other  granulomata. 
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Endometrium. — The  endometrium  is  very  thick  and  presents 
a  marked  glandular  hyperplasia.  The  decidual  tissue  presents 
all  the  features  of  a  true  decidual  change  and  the  glandular  struc- 
tures are  affected  in  a  manner  that  would  at  once  lead  one  to 
suspect  pregnancy.  But  the  distribution  is  not  uniform  through- 
out the  whole  depth  of  the  mucosa.  The  surface  third  is  uni- 
formly affected,  but  in  the  deeper  two-thirds  large  areas  only 
about  the  vessels  show  the  true  change.  These  areas  under  the 
low  power  of  the  microscope  present  in  distribution  an  appearance 
strikingly  like  that  of  the  early  stage  of  pregnancy  in  the  cat  and 
rabbit,  but  the  cells  when  examined  with  the  higher  power 
present  all  the  characters  of  retained  decidua  from  an  incom- 
plete abortion. 

Such,  then,  are  the  four  cases  which  I  look  upon  as  conclusive 
proof  that  decidual  change,  typical  in  every  detail,  can  occur 
without  pregnancy,  and,  moreover,  it  has  this  in  addition  that 
the  change  in  pseudodecidua  is  similar,  not  to  fresh  living  and 
functioning  decidual  tissue,  but  to  tissue  that  has  undergone 
some  degree  of  morbid  retrogressive  change,  such  as  one  finds 
in  the  endometrium  of  incomplete  abortions  and  in  casts  of  ec- 
topic gestation. 

This  fact  makes  the  findings  of  greater  interest  medicolegally 
and  is  just  the  condition  which  one  usually  find  in  sections  of 
uterine  casts  from  cases  of  ectopic  gestation.  It  will  have  been 
noted  that  in  all  of  the  cases  there  was  grave  pelvic  disease  and 
in  some  of  them  fluctuation  could  be  detected,  and  as  it  is  quite 
a  common  condition  for  the  menses  to  be  retarded  for  variable 
lengths  of  time  in  tuberculous  disease,  as  pointed  out  by  many 
authors,  so  can  the  resemblance  to  a  ruptured  ectopic  gestation 
be  very  close  not  only  in  symptoms  but  also  in  physical  signs. 

The  questions  naturally  suggest  themselves:  Can  a  cause  be 
found  for  the  change  in  such  cases? 

It  is  impossible  in  the  present  state  of  our  knowledge  to  an- 
swer either  of  these  questions  with  anything  that  even  borders 
upon  scientific  principles.  But  my  cases  present  some  interest- 
ing features  in  themselves — -features  which  perhaps  may  throw 
some  light  upon  the  causes  of  pseudodecidual  change.  In  the 
first  place,  the  curettings  in  all  four  cases  were  copious,  so  much 
so  in  one  case  that  one  might  readily  have  suspected  a  widespread 
adenomatous  condition  or  even  malignancy.  All  four  cases  had 
suffered  from  very  severe  menorrhagia  or  metrorrhagia.  So 
marked  a  feature  was  this  in  one  case  that  the  patient  was  weak 
for  days  afterward.  Moreover,  all  had  chronic  appendage 
disease  and  dilatation  of  the  tubes,  and  a  singular  fact  is  that 
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two  of  the  four  cases  suffered  from  tuberculous  disease  of  the 
genitals.  Now,  tuberculous  disease  of  the  genitals  varies  from 
8  to  15  per  cent,  of  all  cases  of  inflammatory  diseases  of  the 
appendages,  and  it  is  rather  singular  that  is  should  occur  in  50 
per  cent,  of  these  four  cases. 

Moreover,  in  three  out  of  the  four  cases  there  were  signs  of 
general  peritonitis — acute  tuberculous  peritonitis  in  two  cases 
and  a  low-grade  peritonitis  with  slightly  turbid  fluid  in  the  third. 

That  tuberculosis  of  the  endometrium  i  not  as  factor  in  itself 
which  will  cause  decidual  change  is  evidenced  by  the  fact  that 
two  cases  of  this  disease,  without  any  palpable  affection  of  the 
appendages,  do  not  show  any  trace  whatsoever  of  decidua. 
Moreover,  appendage  disease,  with  or  without  peritoneal  involve- 
ment ,  is  not  in  itself  a  sufficient  cause,  for  in  a  series  of  several 
hundred  no  trace  of  decidua  was  found. 

The  only  adequate  answer  seems  to  be  that  this  pseudode- 
cidual  change,  indistinguishable  from  that  of  true  pregnancy, 
arises  from  a  multiplicity  of  local  causes  coupled  with  certain 
idiosyncrasies  in  the  patient.  One  is  led  to  this  conclusion  owing 
to  the  following:  We  know  that  the  uterine  mucosa  possesses 
a  certain  specificity  to  develop  decidual  change — a  specificity 
which  is  called  into  action  whether  the  fetus  lie  in  the  uterus  or 
remotelv  removed  from  it.  No  other  tissue  of  the  body  possesses 
this  property  in  the  same  degree,  but  the  extent  of  development 
of  decidual  change  varies  in  each  individual,  between  the  ex- 
treme where  the  endometrium  alone  is  involved  to  the  other  ex- 
treme where  ovaries,  tubes  (both),  peritoneum  and  omentum 
show  the  widespread  change. 

Why  one  case  of  ectopic  should  show  a  decidua  in  the  endo- 
metrium only  without  even  a  trace  of  this  change  even  through 
out  the  pregnant  tube,  while  another  will  show  the  most  wide- 
spread change  involving  all  the  pelvic  and  some  abdominal  or- 
gans, is  a  question  to  which  the  only  adequate  answer  is  that 
of  the  "individual  equation." 

So  it  seems  in  the  present  cases;  that  the  diseases  found  are 
not  sufficient  in  themselves  to  call  forth  the  change,  I  believe, 
most  will  agree.  But  given  a  case  prone  to  develop  decidual 
change — just  as  many  pregnant  women  are  prone  to  develop  that 
characteristic — then  these  agents,  call  them  ovarian  irritation, 
tubal  tension  or  other,  may  operate  in  producing  such  a  typical 
tissue. 

The  question  has  often  suggested  itself  whether  the  develop- 
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ment  of  decidual  change  is  proportionate  to  the  maternal 
tolerance  of  the  fetus.  We  have  but  one  case  which  bears 
upon  this  point,  that  of  a  young  married  woman  who  had  had 
two  children,  which  she  bore  without  the  slightest  discom- 
She  suddenly  developed  severe  pain  over  the  appendix  region 
and  was  operated  upon  to  remove  the  offending  organ.  Dur- 
ing a  rapid  examination  of  the  pelvis  at  the  completion  of 
the  operation  a  small  almond-nut  sized  swelling  was  found 
in  the  left  tube,  which  was  suspected  as  being  an  ectopic  owing 
to  the  great  vascularity  about  the  region.  The  tube  was  re- 
moved, and  the  specimen  proved  to  be  a  thirty-five  day  un- 
ruptured tubal  pregnancy.  Sections  of  this  tube,  even  through 
the  placental  area,  showed  no  signs  whatsoever  of  decidual 
change,  nor  had  the  women  suspected  that  she  was  pregnant.* 
*This  specimen  was  shown  by  Dr.  Chipman  before  the  Montreal  Medico- 
Chirurgical  Society  in  1905. 

She  had  shown  no  signs  of  pregnancy  sickness  nor  had  she  had 
any  of  these  signs  with  her  former  pregnancies. 

So  the  following  conclusions  seem  to  follow  from  a  study  of 
these  cases: 

1.  That  tpyical  decidual  tissue,  involving  the  whole  endome- 
trium and  indistinguishable  from  that  associated  with  pregnancy 
can  occur  without  the  presence  of  a  fertilized  ovum. 

2.  That  the  agents  concerned  in  the  present  cases  in  producing 
this  change  seem  to  be  a  combination  of  chronic  pelvic  inflam- 
matory changes  acting  upon  a  susceptible  patient. 

Royal  Victoria  Hospital. 


A  VARIETY  OF  CHRONIC  ENDOMETRITIS,  CHARACTER- 
IZED CLINICALLY  BY  PROFUSE  HEMORRHAGES. 

REPORT    OF   TWO    CASES. 

C.  C.  NORRIS,  M.  D., 

Instructor  in  Gynecology,  University  of  Pennsylvania;  Attending  Physician,  Maternity 

Hospital,  Philadelphia,  Pa. 

(With  one  illustration.) 

During  the  last  five  years  much  has  been  written  on  the  sub- 
ject of  endometritis.  The  chief  points  under  discussion  being, 
first,  the  exact  meaning  of  the  word  endometritis,  i.e.,  should 
this  term  be  confined  to  those  endometrii  which  show  histological 
evidence  of  active  inflammation,  or  should  the  word  endometritis 
embrace  those  changes  in  the  endometrium  which  show  no 
active  inflammation,  but  which  are  due  to  an  impaired   blood- 
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supply  or  are  the  residuum  of  inflammation.  These  differences 
in  Opinion  have  naturally  led  to  numerous  classifications.  En- 
deavors have  been  made  to  classify  on  the  following  grounds :  i . 
Symptomatic  or  clinical,  as  hemorrhagic  endometritis,  puru- 
lent endometritis,  etc.  This  classification  has  failed  because,  as 
pointed  out  by  Clark,  Tucker  and  Marcy  (Am.  Jr.  Med.  Ass., 
1907,  xlviii,  1002),  the  symptoms  often  have  no  relation  to  the 
anatomical  findings;  thus  purulent  endometritis  and  hemorrhagic 
endometritis  may  be  different  stages  of  the  same  disease.  An 
other  attempt  has  been  made  to  classify  under  a  bacteriological 
heading,  as  tubercular,  gonococcal,  septic,  etc.  This  has  failed 
because  of  the  well-known  difficulty  of  finding  gonococcus  in  the 
endometrium,  even  though  its  presence  may  be  known.  An- 
other suggestion,  and  the  one  most  commonly  adopted,  is  a  classi- 
fication based  on  the  anatomical  findings.  Winckel  and  others 
have  endeavored  to  combine  the  clinical  and  anatomical  classifi- 
cation, but  have  failed.  There  are,  however,  a  few  types  of 
endometritis,  using  the  word  in  its  broadest  sense,  which  under 
the  anatomical  classification  give  characteristic  symptoms,  as  in 
puerperal  septic  endometritis  the  symptoms  are  characteristic 
of  certain  histological  lesions.  An  even  better  example  of  this 
is  found  in  cases  of  exfoliative  endometritis  (membranous 
dysmenorrhea).  Certain  writers  have  suggested  that  a  more 
careful  study  of  the  clinical  symptoms  and  a  comparison  of  these 
with  the  anatomical  findings  might  add  to  this  list.  In  other 
words,  that  a  careful  study  of  the  symptoms  might,  for  example, 
lead  to  knowledge  by  which  a  differential  diagnosis  between  an 
interstitial  and  a  glandular  endometritis  could  be  made.  Al- 
though this  theory  is  a  very  attractive  one  from  a  scientific 
standpoint,  to  the  writer  it  appears  impracticable. 

In  a  routine  examination  of  some  six  hundred  specimens  of  the 
endometrium,  the  writer  has  found  two  cases  in  which  there 
were  uniform  and  characteristic  histological  lesions  and  in  which 
the  symptoms  were  of  such  a  pronounced  type  and  were  in  each 
case  so  similar  as  to  lead  to  the  conclusion  that  they  represented 
a  particular  disease  and  should  not  be  classified  simply  under 
interstitial  endometritis,  which,  according  to  the  usual  anatomical 
classification,  they  most  resembled.  It  will  be  seen,  however, 
in  the  description  of  the  histological  findings,  that  these  cases 
varied  quite  widely  from  the  usual  interstitial  endometritis  and 
that  they  constitute  a  new  or  at  least  little  known  variety  of 
endometritis. 
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Case  I. — Age  thirty-one.     Colored. 

Marital  History. — Married  five  years,  one  child  four  years  ago, 
labor  normal.     No  miscarriages.     Sterile  for  the  last  four  years. 

Previous  History. — Until  the  onset  of  the  present  illness,  the 
patient  was  a  strong,  healthy  woman.  Usual  diseases  of  child- 
hood, including  scarlatina  and  measles.  No  history  of  venereal 
disease. 

Menstrual  History. — Onset  at  fourteen  years.  Regular,  three- 
to  four-day  type.  Until  the  birth  of  child  always  had  a  certain 
amount  of  dysmenorrhea,  paroxysmal  in  type,  for  the  first 
day  of  the  period.  Since  the  birth  of  the  child  this  has  disap- 
peared. 

Development  of  Present  Condition. — Two  years  ago  the  men- 
strual periods  became  prolonged,  at  first  four  and  five  days' 
After  five  or  six  months,  the  duration  of  bleeding  had  increased 
to  seven  or  eight  days.  The  flow  was  bright  red  in  color,  very 
profuse  throughout  entire  period.  There  never  was  any  pain 
but  toward  the  end  of  the  period  the  patient  felt  exhausted, 
was  easily  tired  and  often  suffered  from  frontal  headaches. 
About  this  time  the  patient  noticed  a  thin  dark-colored  leukor- 
rhea  which  on  some  days  was  quite  profuse  and  on  others  was 
absent.  At  this  time  her  family  physician  advised  and  per- 
formed a  dilatation  and  curettage.  The  currettings  were  not 
examined  microscopically.  The  mucosa  was  said  to  have  been 
thicker  than  normal.  The  menstrual  period  following  the 
operation  was  normal.  After  this  the  periods  again  became 
prolonged  and  metrorrhagia  and  blood-stained  leukorrhea  be- 
came prominent  symptoms.  Four  months  after  the  curettage, 
or  ten  months  after  the  onset  of  symptoms,  the  patient  came 
under  my  observation.  She  was  at  this  time  very  anemic. 
Hemoglobin,  42  per  cent.  The  mucous  membranes  were  pale, 
the  conjunctiva  bluish.  Headaches  and  dizziness  were  frequent 
symptoms.  The  last  menstrual  period  had  lasted  ten  days  de- 
spite the  administration  of  hydrastin  and  ergot,  rest  in  bed  and 
other  treatments  usually  adapted  for  such  cases.  The  patient  was 
put  to  bed  and  under  the  exhibition  of  tonics  and  forced  feeding 
the  hemoglobin  was  brought  up  to  55  per  cent.  Further  delav 
seemed  unwise  as  the  next  menstrual  period  was  almost  due. 
A  thorough  curettage  was  performed;  examination  under  ether 
revealed  no  pelvic  abnormalities.  The  cervix  showed  a  healed 
laceration;  the  pelvic  floor  was  in  good  condition;  the  uterus 
normal  in  shape,  size  and  consistancy,  and  in  normal  position. 
Both  ovaries  palpable  and  apparently  normal.  There  was  no 
evidence  of  infection  of  any  kind. 

Pathological  Report  on  the  Curettage  (from  the  Laboratory  of 
Gynecological  Pathology,  University  of  Pennsylvania). 

Macroscopic  Description. — The  specimen  consists  of  a  large 
amount  of  curettings.  These  are  made  up  of  strips  of  tissue, 
mostly  about  3  mm.  in  width  and  from  4  to  16  mm.  in  length. 
The  mucosa  is  distinctly  thicker  than  normal.  The  surface  is 
smooth  and  velvety.     Here  and  there  small  collections  of  blood 
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are  seen  on  the  surface.  No  irregularity  or  polyps  are  present, 
nor  does  the  tissue,  from  its  gross  appearance,  suggest  malignancy. 
Histological  Description. — The  surface  is  smooth  and  even 
and  presents  none  of  the  wavy  outline  commonly  found  in 
the  normal  endometrium.  The  surface  epithelium,  for  the 
most  part,  consists  of  a  single  row  of  slightlv  flattened  columnar 
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The  surface  is  smooth.  The  surface  epithelium  is  somewhat  llattcned.  A  sub 
epithelial  hematoma  is  present,  from  the  surface  of  which  the  epithelium  is  partially 
desquamated.  The  glands  are  reduced  in  number  and  are  atrophic.  The  gland- 
ular epithelium  is  normal.  At  one  point  the  stroma  is  condensed  and  fibrous  and 
is  composed  of  spindle-shaped  cells.  A  great  number  of  engorged  blood-vessels 
are  present.     The  stroma  is  everywhere  infiltrated  with  free  blood. 

At  (a)  engorged  blood-vessels  subepithelial  hematoma  and  extravasation  of  free 
blood.  At  (b)  is  a  somewhat  atrophic  gland;  (c)  is  the  stroma.  At  (d)  is  an 
area  of  stroma,  which  shows  condensation  and  fibrous  change;  (e)  shows  the 
uterine  muscle. 

cells.  These  cells  have  deeply  staining  nuclei.  Their  pro- 
toplasm is  somewhat  granular.  They  are  fairly  regular  in 
size  and  shape.  Marked  nuclear  activity  is  present  at  some 
points.  In  one  or  two  fields  this  epithelium  is  reduplicated, 
forming  three,  or  in  one  area  four,  layers.  At  these  points  it  is 
somewhat  irregular  in  shape.      Two  sub-epithelial  hematoma  are 
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present,  and  from  one  of  these,  the  surface  epithelium  has  been 
almost  entirely  lost.  The  glands  are  reduced  in  number.  Thev 
are  straight  and  rather  narrow  and  are  regularly  distributed. 
Many  are  empty,  while  others  contain  blood,  mucus  or  a  little 
epithelial  debris.  The  glandular  epithelium  consists  of  a  single 
layer  of  cells.  This  epithelium  has  the  same  characteristics  as 
that  of  the  surface,  but  is  of  a  somewhat  higher  type.  The 
stroma  is  increased  in  amount.  In  some  areas  it  is  condensed, 
while  in  others  in  is  rarefied.  These  changes  seem  to  bear  no 
relation  to  the  relative  depths  at  which  thev  are  found.  In  the 
very  cellular  areas  the  stroma  cells  are  ch'ieflv  spindle  shaped, 
their  outlines  are  distinguished  with  difficultv,  the  nuclei  are 
oval,  deeply  staining  and  are  comparativelv  large  for  the  cells. 
In  the  rarefied  areas,  the  stroma  cells  are  large  and  swollen,  the 
protoplasm  granular.  The  nuclei  are  round  or  oval  and  less 
tingible.  Small  round  cell  infiltration  is  present  at  one  or  two 
points.  The  chief  pathological  lesion  is  found  in  the  blood-ves- 
sels. These  are  greatly  increased  in  number,  in  some  fields  far  out- 
numbering the  glands.  They  are  of  a  fairly  uniform  size;  in 
some  a  poorly  developed  muscular  coat  is  present,  but  more  com- 
monly this  is  entirely  lacking,  the  vessel-wall  consisting  only  of  en- 
dothelium; at  some  points  branching  of  the  vessels  can  be  seen. 
In  not  a  few  areas  rupture  of  a  vessel  has  occurred  and  the 
surrounding  tissue  is  infiltrated  with  free  blood.  The  two  sub- 
epithelial hematoma,  above  noted,  are  evidently  caused  by  this 
condition.  The  few  shreds  of  uterine  muscle  which  are  present 
show  no  abnormalities.  Sections  stained  for  fibrous,  and  for 
connective  tissue  revealed  no  further  lesions.  A  negative  result 
was  obtained  in  sections  stained  for  gonococci. 

Histological  Diagnosis. — Chronic  interstitial  endometritis  with 
marked  angiogenesis  and  angiorrhexis. 

For  a  few  months  following  the  operation,  the  patient  was 
relieved  of  symtoms.  These,  however,  recurred  and  a  supra- 
vaginal hysterectomy  and  bilateral  salpingectomv  was  performed. 
Convalescence  was  normal.  Since  the  operation  the  patient  has 
been  entirely  relieved  of  symptoms  and  has  put  on  considerable 
weight. 

Pathological  Report  (from  the  Laboratorv  of  Gynecological 
Pathology,  University  of  Pennsylvania). 

Macroscopic  Description. — The  specimen  consists  of  a  uterus 
and  tubes. 

Uterus. ^Xmpvit2Lt\on  has  been  performed  through  the  cervico- 
uterine  junction.  From  this  point  to  the  top  of  the  fundus  the 
organ  measures  6.5  cm.,  latterally,  at  the  level  of  the  insertion  of 
the  round  ligaments,  5.75  cm.,  and  4.50  cm.  anteroposteriorlv. 
The  uterus  is  normal  in  shape,  the  peritoneal  surface  is  smooth. 
On  opening  the  organ,  the  musculature  is  normal.  The  endo- 
metrial cavity  is  5.40  cm.  in  depth,  and  normal  in  shape.  At  the 
lowermost  portion  the  mucosa  appears  normal,  but  as  the 
body  of  the  uterus  is  approached  it  becomes  thickened,  measuring 
4  to  5  mm.  in  depth  at  the  fundus.     The  surface  is  smooth  and 
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velvety  in  appearance.  The  mucosa  is  evidently  very  hemor- 
rhagic, as  scattered  thickly  in  the  surface  are  many  small  collec- 
tions of  blood.  These  vary  from  2  to  5  mm.  in  diameter  and 
appear  to  lie  immediately  beneath  the  surface.  The  entire 
mucosa  is  congested. 

Right  tube  is  10  cm.  in  length.  The  surface  is  free  of  ad- 
hesions. The  abdominal  ostium  is  open.  The  tube  is  normal 
in  shape  and  presents  no  gross  lesions. 

Left  tube  is  9.60  cm.  in  length  and  presents  no  macroscopic  lesions. 

Histological  Description  of  the  Endomctriuni  (omitted). — The 
findings  are  almost  identical  to  those  of  the  curettage.  The 
line  of  demarcation  between  the  mucosa  and  muscle  is  distinct. 
The  musculature  is  normal.  Sections  stained  with  Weigert's 
and  with  von  Giesaon's  stains  show  no  further  lesions. 

The  tubes  are  normal. 

Histological  Diagnosis. — Chronic  Interstitial  Endometritis 
with  marked  Angiogenesis  and  angiorrhexis.  Normal  uterine 
muscle.     Normal  tubes. 

Case  II. — Age,  thirty-eight.     White. 

Marital  History. — Married  thirteen  years.  One  miscarriage 
twelve  years  ago,  at  about  four  and  a  half  months. 

Menstrual  History. — Onset  at  fourteen  years.  Regular  twenty- 
eight-day  type,  always  rather  profuse.  Flow  lasts  four  or  five 
days.     Cramp-like  dysmenorrhea  usually  present  for  the  first  day. 

Family  History  is  negative. 

Previous  History. — Diseases  of  childhood,  but  since  then  has 
had  no  serious  illnesses. 

Development  of  Present  Condition. — Ten  months  ago  the 
patient  noticed  that  her  menstrual  periods  were  lasting  longer 
than  usual,  but  as  there  was  no  pain  or  other  symptoms  she 
paid  little  attention  to  it.  The  menorrhagia,  however,  became 
progressively  worse  and  about  six  months  ago  became  so  pro- 
fuse and  of  such  an  alarming  character  that  she  sought  relief 
at  a  hospital,  where  a  curettage  was  performed.  The  bleeding 
was  relieved  for  two  months  when  the  menstrual  periods  again 
became  prolonged,  lasting  nine  days  and  were  very  profuse.  .No 
clots  were  present.  The  periods  were  painless.  About  this  time 
she  began  to  bleed  at  irregular  intervals,  sometimes  lasting  a 
few  hours  and  at  other  times  a  day  or  more.  This  condition 
has  continued,  becoming  rather  worse,  until  the  present  time. 
For  the  last  six  months  a  thin  dark  colored  leukorrhea  has  been 
present  for  a  few  days  preceding  and  following  the  menstrual 
periods.  Headaches,  dizziness  and  faintings  have  been  present. 
These  symptoms  are  worse  toward  the  end  of  and  immediately 
following  the  menstrual  period.  Occasionally,  during  the  last 
few  months  the  patient  has  suffered  from  a  dull  pain  over  the 
central  portion  of  the  lower  abdomen. 

Physical  Examination. — Shows  a  pale,  anemic,  and  poorly 
nourished  woman.  The  hemoglobin  is  55  ]>er  cent.  The  heart 
and  lungs  are  negative.  The  urine,  beyond  a  slight  trace  of 
albumin,  is  negative. 
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Abdominal  Examination  is  negative. 

Pelvic  Examination. — No  evidence  of  infection  is  present. 
The  pelvic  floor  gives  good  support.  The  cervix  is  normal. 
The  uterus  is  in  good  position,  movable  and  normal  in  size. 
The  appendages  are  normal.  The  diagnosis  of  carcinoma  of  the 
fundus  was  made.  Hysterectomy  was  performed.  The  append- 
ages were  removed  with  the  exception  of  the  left  ovary.  The 
convalescence  was  normal.  The  patient  rapidly  overcome  the 
anemia.  She  was  under  observation  for  a  few  months  after  the 
operation  and  was,  during  that  time,  entirely  well. 

Pathological  Report. — (from  the  Laboratory  of  Gynecological 
Pathology,  University  of  Pennsylvania). 

Macroscopic  Description. — The  specimen  consists  of  a  uterus 
and  appendages  lacking  the  left  ovary. 

Uterus. — From  the  lowermost  portion  of  the  cervical  canal  to 
the  top  of  the  fundus  measures  7.15  cm.,  latterally  at  the  level  of 
the  insertion  of  the  round  ligaments  5. 85  cm.,  and  4.10  cm.  an- 
teroposetriorly.  The  organ  is  normal  in  shape.  The  peritoneal 
surface  is  free  of  adhesions.  On  opening  the  endometrial  cavity 
it  is  found  to  be  6  cm.  in  depth.  The  uterine  musculature  is 
normal  in  appearance.  The  endometrial  cavity  is  normal  in  shape. 
The  mucosa  of  the  cervical  canal  and  the  lower  part  of  the  body  of 
the  uterus  presents  no  gross  abnormalities.  Toward  the  fundus, 
the  mucosa  is  thickened  (4  to  6  mm.).  It  is  smooth  and  glisten- 
ing in  appearance,  no  polyps  or  other  irregularities  are  present. 
It  is  grayish  in  color.  Scattered  thickly  over  the  surface  are 
small  ecchymotic  areas.  These  vary  from  i  to  5  cm.  in  diame- 
ter. Some  are  bright  red  in  color  and  are  evidently  of  recent 
origin,  others  are  dark  and  somewhat  shrunken  in  appearance. 
From  a  lateral  view,  some  of  the  largest  of  these  areas  can  be  seen 
to  slightly  project  from  the  surface.  On  section  into  one  of  these 
areas  it  is  found  to  be  a  small  blood  cyst.  Other  similar  hema- 
toma are  seen  lying  deeper  in  the  tissue. 

The  right  tube  is  9  cm.  in  length  and  is  macroscopically 
normal. 

The  right  ovary  measures  2  x  1.8  x  .8  cm.  and,  apart  from 
being  slightly  senile  in  appearance,  presents  no  gross  abnormal- 
ities. 

The  left  tube  is  8.25  cm.  in  length  and  similar  to  the  cor- 
responding organ  of  the  opposite  side. 

HISTOLOGICAL    DESCRIPTION. 

The  Mucosa  of  the  Cervical  Canal  at  about  the  Level  of  the  In- 
ternal Os. — It  presents  no  abnormalities  beyond  the  evidence 
of  a  slight  chronic  diffuse  endometritis. 

Endometrium. — Sections  from  the  sides  and  fundus  of  the 
uterus  including  the  uterine  muscle:  All  the  slides  show  practi- 
cally the  same  histological,  picture.  The  mucosa  is  thickened. 
The  surface  is  smooth  and  flat.  The  surface  epithelium  consists 
of  a  single  layer  of  columnar  cells  In  some  areas  these  are 
flattened   and   almost  cuboidal.     The  glands   are   decreased   in 
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number.  They  are  straight  and  narrow,  and  are  regularly  dis 
tributed.  They  do  not  penetrate  the  uterine  muscle.  The 
glandular  epithelium  consists  of  a  single  layer  of  columnar  cells 
which  are  of  a  higher  type  than  those  found  on  the  surface. 
There  is  but  little  nuclear  activity  present  in  the  glandular 
epithelium.  The  gland  lumens  are  smooth  and  free  of  any  fern- 
like ingrowths.  Some  of  the  glands  contain  blood.  The 
majority  are  empty.  The  stroma,  in  addition  to  an  increase  in 
its  cellular  elements,  shows  in  many  fields  a  change  in  the  shape 
of  its  cells.  These,  instead  of  being  small,  round  and  almost  en- 
tirely filled  with  deeply  staining  nuclei,  are,  in  many  areas,  spindle 
shaped.  These  areas  are  found  alternating  with  small  round  cell 
infiltration.  In  one  or  two  fields  the  stroma  is  rarefied  at  these 
points — the  cell  outline  is  more  distinct,  the  nuclei  are  oval,  some 
are  finely  granular  and  all  are  less  tingible.  Everywhere  the 
stroma  contains  a  more  or  less  dense  infiltration  of  free  blood. 
The  blood-vessels  are  increased  in  number  and  size.  They  are 
more  numerous  than  the  glands  and  are  of  about  the  same  dia- 
meter. As  a  rule,  their  size  is  fairly  uniform.  They  are  found 
running  in  various  directions  through  the  stroma.  Some  show 
branching.  A  few  have  poorly  developed  muscular  walls  but  in 
the  majority  these  elements  are  lacking.  At  not  a  few  points 
rupture  of  a  blood-vessel  has  occurred  and  a  hematoma  has 
formed.  At  other  points  the  stroma  is  infiltrated  with  free  blood, 
evidently  the  result  of  diapedesis.  Two  subepithelial  hematoma 
are  present.  One  of  these  is  apparently  the  result  of  an  apo- 
plexy of  an  adjacent  blood-vessel  while  the  other  seems  to  result 
from  a  diapedesis.  Both  are  similar  to  the  hematoma  of  Geb- 
hard,  but  are  more  flattened.  There  is  little  doubt  that  these 
hematoma  correspond  to  the  small  collections  of  blood  noted  on 
the  surface  of  the  specimen  in  the  macroscopic  description.  The 
uterine  musculature  is  normal.  No  abnormalities  in  the  fibrous 
or  elastic  tissue  are  noted  in  sections  stained  by  Van  Gieson's 
or  Weigert's  stains. 

The  right  tube  is  normal. 

The  right  ovary  shows  a  slightly  thickened  tunica  albuginea,  but 
is  otherwise  normal. 

The  left  tube  is  normal. 

Histological  Diagnosis. — Chronic  interstitial  endometritis 
with  marked  angiogenesis  and  angiorrhexis.  Normal  tubes  and 
ovary. 

A  summary  of  these  two  cases  leads  the  writer  to  the  follow- 
ing conclusions:  That  this  is  a  distinct  type  of  endometritis, 
which  is  characterized  clinically  by  progressively  increasing 
menorrhagia  and  metrorrhagia.  Blood-stained  leukorrhea  is 
often  present.  General  weakness,  dizziness,  loss  of  weight,  pallor, 
blanching  of  the  mucous  membranes,  headache  and  other  symp- 
toms secondary  to  severe  anemia  are  always  present  as  the 
disease  progresses. 
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One  of  the  chief  symptoms  of  ordinary  polypoid  endometritis 
is  bleeding,  but  the  bleeding  in  these  cases  is  not  usually  as  severe 
as  in  the  cases  just  recorded.  The  writer  has  seen  cases  of  poly- 
poid endometritis  in  which  bleeding  was  not  a  pronounced  symp- 
tom, but  in  the  cases  just  described  bleeding  is  always  severe. 
The  symptoms  of  the  second  case  reported  closely  simulated 
carcinoma  of  the  fundus  and  this  condition  should  always  be 
excluded  before  any  palliative  treatment  is  begun. 

Macroscopically,  the  endometrium  in  this  condition  shows 
numerous  small  apoplexies  and  is  slightly  thickened.  Histo- 
logicallv,  the  glands  are  decreased  in  number  and  are  atrophic. 
The  stroma  is  condensed  and  shows  the  results  of  chronic  inflam- 
mation. It  is  infiltrated  more  or  less  densely  with  free  blood. 
Numerous  hematoma  are  present.  The  free-blood  is  the  result 
of  angiorrhexis  and  diapedeses.  The  blood-vessels  are  greatly 
increased  in  number  and  size.  All  are  engorged.  Some  contain 
poorlv  developed  muscular  walls,  but  in  more  the  muscular  ele- 
ments are  entirely  lacking.  No  atheroma  of  the  vessel  walls  can 
be  demonstrated.  With  this  condition  the  prognosis,  after  a 
simple  curettage,  is  extremely  poor.  Repeated  curettage  may, 
in  some  cases,  affect  a  cure,  but  in  more  cases  it  will  be  neces- 
sary to  perform  hysterectomy.  The  etiology  of  this  condition  is 
obscure;  in  neither  of  the  reported  cases  was  there  any  cHnical 
evidence  of  infection,  nor  was  there  any  tendency  toward  a  gen- 
eral atheroma  of  the  blood-vessels.  Neither  of  these  patients  had 
ever  had  gout  or  rheumatism.  Pierra  and  Dalche  {La  Gynecolo- 
gie,  1904,  pages  139  and  212)  have  described  a  somewhat  similar 
condition,  which  they  attribute  to  vasomotor  disturbances  of 
nervous  origin,  occurring  in  arthritic  patients.  Hurden  ("Gyne- 
cology and  Abdominal  Surgery,"  Kelly  and  Noble,  page  1 10)  also 
mentions  a  somewhat   analogous  condition. 

Both  these  cases  are  from  the  service  of  Dr.  John  B.  Shober,  at 
the  Howard  Hospital,  to  whom  I  am  indebted  for  the  privilege 
of  reporting  them. 

1503  Locust  Street. 
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OBSERVATIONS     UPON     THE    SARCOMATOUS     META- 
PLASIA OF  CERTAIN  UTERINE  FIBROMATA.* 

BY 

EDWARD  A.  SCHUMANN,  M.  D.. 

Out-Patient  Surgeon,  Gynecean  Hospital;  Pathologist,  Gynecean  Hospital, 
Philadelphia,  Pa. 

Whether  sarcoma  of  the  uterine  parenchyma  is  always 
primary,  always  results  from  degenerative  changes  in  pre-existing 
fibromyomata,  or  may  be  the  result  of  either  process,  has  not  as 
yet  been  satisfactorily  determined,  although  occupying  the 
attention  of  pathologists  for  some  years. 

Lately  the  trend  of  thought  has  been  to  consider  that  these 
growths  are  ordinarily  secondary  to  fibromyomata,  though  a 
careful  review  of  the  literature  fails  to  disclose  any  reported  cases 
in  which  the  direct  transition  of  flat  muscle  cells  into  true 
sarcomatous  elements  has  been  satisfactorily  demonstrated. 

The  earlier  writers  on  gynecological  pathology  universally 
considered  sarcoma  of  the  uterus  as  a  primary  neoplasm,  and  it 
was  not  until  Virchow's  observations  upon  the  possibility  of 
metaplasia  of  fibroids  had  received  corroboration  from  many 
sources  that  the  great  frequency  of  this  phenomenon  as  a  causal 
factor  in  the  production  of  such  tumors  was  recognized. 

While  it  is  true,  as  has  been  stated,  that  the  actual  transition 
of  muscle  cells  into  sarcoma  has  not  been  shown,  the  fact  remains 
that  so  many  cases  are  recorded  where  the  unchanged  muscle 
cells  and  the  sarcomatous  spindle  cells  are  found  in  such  clear 
apposition  that  the  direct  metaplasia  must  be  accepted  as  a  fact. 

Upon  the  other  hand,  there  are  so  many  cases  of  uterine 
sarcoma  in  which,  upon  microscopic  examination,  there  is  found 
no  trace  of  fibromyomatous  elements  and  in  which  the  clinical 
history  gives  no  hint  of  a  pre-existing  fibroid  that  it  is  logical  to 
assume  the  common  occurrence  of  primary  sarcoma  of  the 
myometrium,  especially  as  sarcoma  is  a  not  infrequent  primary 
tumor  of  connective  tissues  in  general. 

The  old  idea  that  malignant  degeneration  of  a  fibroid  tumor 
was  extremely  rare  was  in  all  probability  due  to  the  relatively 
small  number  of  fibroids  removed  and  to  the  imperfection  of 
histological  technic. 

In  recent  years  the  comparatively  great  frequency  of  such 
degeneration  has  been  brought  out  with  much  emphasis;  the 
statistics  of  McDonald  and  Noble,  in  particular,  showing  a  strik- 
*  Read  before  the  Obstetrical  Society  of  Philadelphia. 
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ingly  large  percentage  of  malignant  growths  directly  traceable 
to  fibromyomata. 

A  review  of  the  existing  literature  on  this  subject  finds  about 
loo  reported  cases  of  sarcomatous  degeneration  of  uterine  fibroids. 
In  most  of  these  the  histological  examination  was  complete,  but 
in  no  case  has  direct  metaplasia  been  shown.  It  would  seem, 
however,  that  this  must  not  infrequently  take  place. 

Granting,  then,  that  such  metamorphosis  does  occur,  the 
difficulty  arises  of  explaining  the  mechanism  involved.  It  is 
still  an  open  question  whether  the  sarcoma  develops  from  the 
intercellular  connective  tissue,  from  the  blood-vessel  wall,  or 
directly  from  the  muscle  cell  by  direct  proliferation  and  mitosis. 

In  view  of  the  very  strong  argument  and  the  fact  that  all  three 
are  logical  and  usual  forms  of  origin  of  sarcomata,  it  seems 
natural  to  suppose  that  any  one  of  these  originative  points  may 
be  active  in  any  case. 

This  is,  in  part,  the  view  of  Von  Kahlden  who  gave  as  the 
histogenetic  basis  of  uterine  sarcoma. 

(a)  The  deeper  layers  of  the  mucosa. 

(b)  The  muscular  coat  of  the  uterus  developing  directly  from 
the  muscle  cell. 

(c)  From  the  blood-vessel  walls  forming  true  angiosarcoma. 
Virchow  advances  the  theory  that  the  apparent  sarcomatous 

degeneration  of  a  fibroid  was  really  produced  by  the  change  of  the 
interstitial  substance  into  sarcomatous  elements,  and  that  the 
muscle  cells  themselves  were  unchanged.  Von  Kahlden  held 
closely  to  the  theory,  and  demonstrated  the  fact,  that  even  in 
the  smallest  microscopic  nodules  of  fibrosarcoma  the  muscle 
cells  and  the  sarcoma  cells  were  never  mixed,  and  were  always 
arranged  in  separate  layers.  Pick  and  Williams,  however,  quote 
cases  and  demonstrate  specimens  which  seem  to  disprove  the 
statement  of  Von  Kahlden;  Pick  takes  the  ground  that  the  flat 
muscle  cells  form  the  basis  of  the  giant  cells  of  sarcoma,  but  giant 
cells  are  rarely  found  in  uterine  sarcoma,  only  22  cases  being 
reported. 

In  Pick's  case  it  was  demonstrated  that  in  the  arrangements 
of  the  bands  and  tissue  layers,  the  muscle  bundles  and  sarcomatous 
bands  are  identical.  There  were  shown,  in  the  proliferative 
processes,  all  gradations  from  the  deeply  staining,  rod-shaped 
nucleus  of  the  muscle  cell  to  the  pale,  faintly  granular,  round 
cell  of  the  sarcoma.  In  all  parts  of  this  specimen  the  sarcomat- 
ous elements  were  intimatelv  mixed  with  the  muscle  cells. 
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On  the  other  hand,  Ricker,  on  the  basis  of  a  case  studied  by 
him,  states  that  the  sarcomatous  elements  are  derived  from 
intermuscular  connective  tissue,  taking  the  stand  that  all  these 
cases  are  in  reality  due  to  the  coexistent  growth  of  myoma 
bundles  and  sarcoma  cells.  Gebhard,  in  discussing  this  question, 
admits  the  probability  of  the  intermuscular  connective  tissues 
being  the  sarcoma  matrix,  but  also  believes  in  the  direct  transi- 
tion of  the  muscle  cells.  He  describes  the  process  as  a  direct 
hyperplasia,  in  which  the  cells  increase  greatly  in]  numbers  and 
grow  close  together,  the  tissues  becoming  relatively  more  rich 
in  cells  and  nuclei.  Or  a  true  hypertrophy  may  occur  in  which 
the  cells  increase  to  three  and  four  times  their  former  size,  the 
nuclei  becoming  thicker  and  longer,  rich  in  chromatin  and 
frequently  polymorphous. 

Ricker  also  holds  that  in  such  cases  there  is  a  sarcomatous 
infection  of  the  surrounding  healthy  membrane,  the  cells  of 
which  rapidly  become  sarcomatous.  Moraller  takes  the  ground, 
however,  that  since  the  metaplasia  of  smooth  muscle  cells  and 
connective-tissue  cells  is  not  met  with  in  any  other  condition, 
and  since  no  case  has  been  definitely  demonstrated  to  be  the 
direct  transition  of  muscle  cells  into  sarcomatous  cells,  the 
process  should  be  regarded  as  doubtful. 

He  quotes  his  own  case  and  attempts  to  solve  the  problem 
of  the  origination  of  malignant  cells.  The  evidence  points  to 
the  adventitia  of  the  blood-vessels,  in  which  the  growth  was 
very  rich,  as  its  point  of  development. 

In  Moraller's  case  there  were  no  polynuclear  giant  cells,  this 
rather  disproving  the  theories  of  Pestalozza  and  Pick  that  the 
single  or  polynuclear  giant  cells  were  the  products  of  metaplasia 
of  smooth  muscle  fibers  and  were  to  some  extent  the  basis  of 
sarcomata. 

In  the  opinion  of  the  writer,  based  upon  a  study  of  the  liter- 
ature and  upon  three  cases  personally  examined,  sarcomata  may 
develop  subsequent  to  the  appearance  of  a  fibroid,  and  since  the 
sarcoma  is  probably  stimulated  or  even  has  its  inception  in  the 
hypertrophy  of  the  connective  tissue  occurring  in  fibromata,the 
process  may  fairly  be  termed  a  true  metaplasia. 

In  view  of  the  fact  that  in  no  case  has  been  satisfactorily 
shown  the  direct  transition  of  muscle  cells  into  sarcoma  cells, 
and  since  such  metaplasia  is  not  met  with  in  any  other  condition, 
it  must  be  conceded  that  sarcomatous  degeneration  of  fibroids  is 
due  to  a  proliferative  process  in  the  intermuscular  connective 
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tissues  as  occurs  ordinarily  in  the  formation  of  the  tumor.  That 
this  process  is  hastened  or  even  originated  by  the  coincident 
hypertrophy  characteristic  of  the  fibroid  must  be  granted. 

These  degenerations  are,  fortunately  enough,  rather  infrequent. 
Thus  Von  Franque  found  it  to  occur  in  from  i  to  3  per  cent,  of 
the  cases;  Fehling  found  2  per  cent,  of  fibroids  to  be  the  seat  of 
secondary  sarcomatous  change. 

Noble,  in  his  extensive  research  concerning  the  complications 
and  degeneration  of  fibroids,  found  sarcoma  to  exist  in  thirty- 
four  of  the  2274  cases  collected  by  him,  or  1.4  per  cent. 

Winter  found  in  500  cases,  when  only  the  doubtful  area  of  the 
tumor  was  examined,  3.2  per  cent,  of  sarcomatous  degeneration; 
and  in  a  second  series  of  253  cases,  where  the  fibroids  were  sys- 
tematically examined,  sarcoma  was  present  in  4.3  per  cent. 

From  these  statistics  it  may  be  readily  seen  that  the  clinical 
significance  of  sarcomatous  degeneration  of  fibroid  tumors  is  not 
in  itself  of  any  great  importance,  save  in  so  far  as  it  offers  addi- 
tional reason  for  the  removal  of  such  growth  whenever  discovered. 
From  the  pathological  viewpoint,  however,  such  metamorphoses 
must  be  recognized  as  definite  biological  processes,  which  are  in 
no  sense  accidental  or  coincident,  but  must  be  regarded  as  true 
tissue  changes;  not,  indeed,  degeneration,  since  sarcoma  is  a 
fairly  well  specialized  growth,  but  comparable  in  their  results 
to  the  commonly  accepted  forms  of  tumor  degeneration. 

A  protocol  of  the  cases  studied  follows: 

Case  I. — A  fibroid  tumor,  evidently  the  seat  of  some  malig- 
nant degeneration.  Microscopically,  the  tumor  is  a  fibroid  with 
spindle-celled  sarcoma.  The  point  of  origin  of  the  sarcoma  is 
indeterminate,  but  seems  to  have  been  the  connective  tissue 
just  underlying  the  endometrium. 

Though  almost  all  of  the  original  fibroid  has  been  replaced 
by  the  sarcoma,  still  the  points  of  contact  are  sharply  differenti- 
ated. The  long  cells  of  the  fibroma,  with  their  poorly  defined 
nuclei  and  well-marked  connective  tissue  intervals,  lie  in  close 
apposition  to  pure  sarcoma  tissue.  At  no  point  can  any  tran- 
sition from  one  type  of  cell  to  other  be  determined.  The  short 
spindle  or  round  cells  of  the  sarcoma  may  be  seen  in  contact  with, 
but  never  merging  into  the  original  fibroma. 

This  case  does  not  show  any  definite  transition,  but  simply 
the  secondary  development  of  a  sarcoma  in  a  fibromyomatous 
uterus. 

Case  II. — This  tumor  was  a  large  fibroid,  which  had  under- 
gone repeated  massive  hemorrhages  into  the  uterine  wall,  where 
the  blood-clot  had  become  organized.  There  were  also  present 
large   areas   of  friable   grayish   tissue   apparently   malignant   in 
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character.  Microscopically  studied,  the  tumor  presented  the 
appearance  of  a  fibroma  which  in  its  deeper  portions  became 
invaded  by  dense  groups  of  spindle  cells,  becoming  round  toward 
the  center  of  the  growth.  The  blood-vessels  here  were  more 
numerous,  thin-walled,  and  surrounded  by  whorls  of  the  short 
spindle-shaped  sarcoma  cells.  There  was  no  point  of  differentia- 
tion between  the  long  muscle  cell  and  the  short  spindle  sarcoma 
cells.  Indeed,  it  was  in  places  impossible  to  determine  just 
where  one  group  ended  and  the  other  began.  There  was  no 
relative  change  in  the  intercellular  connective  tissue.  This 
case  seems  to  show  the  direct  metaplasia  of  the  integral  cells 
of  a  fibroma  into  sarcoma. 

Case  IIL — A  large  fibroid  tumor  which  was  the  seat  of  some 
degeneration.  ^Microscopically,  the  tumor  was  a  fibroid,  rapidly 
becoming  sarcomatous.  In  fact,  by  far  the  greater  portion  of  the 
growth  was  already  spindle-celled  sarcoma,  with  island  and 
strands  of  the  underlying  fibroma  scattered  throughout.  There 
is  no  point  of  origin  to  be  made  out.  The  sarcoma  cells  merge  into 
the  long  fibroid  cells  so  closely  as  to  be  in  places  almost  in  alter- 
nate layers.  In  certain  areas  the  long  fibroma  cells  seem  to  have 
acquired  deeply  staining  nuclei,  and  to  have  become  shorter  and 
of  a  more  distinct  cell  form. 

Here,  it  would  seem,  is  an  example  of  direct  transition  forms 
of  fibroid  into  sarcoma.  There  are  no  mitotic  figures  to  be 
made  out,  nor  do  the  blood-vessel  walls  show  any  change  of  note 
save  that  in  the  sarcomatous  areas  the  vessels  are  represented 
by  the  usual  vascular  spaces  without  definite  walls. 

348  South  Fifteenth  Street. 
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REPORT    OF    A    CASE.* 

BY 
H.  N.  VINEBERG,  M.   D. 
New  York. 
(With  Chart.) 

Mrs.  R.,  aged  thirty-six,  pare  five,  was  delivered  with  forceps 
August  12,  1908,  by  someone  unknown  to  the  writer.  August  17 
she  began  to  have  moderate  fever  which  persisted  until  her  ad- 
mission into  Mt.  Sinai  Hospital,  September  9.  There  had  been 
no  chills  or  chilly  sensations  until  the  day  prior  to  her  admission 
into  the  hospital  when  she  had  a  severe  one  lasting  thirty  min- 
utes. Patient  has  not  had  any  abdominal  pain,  but  for  past  two 
days  has  had  severe  pain  in  the  left  shoulder. 

On]  admission  patient's  general  condition  was  fairly  good; 
tongue  moist  and  moderately  coated.  Temperature  at  8  p.  m. 
104.4;  pulse  no  to  130  and  of  good  volume.  Abdomen  not  dis- 
tended.    Perineum  and  vagina  normal.      Uterus  well  involuted, 

*Read  before  the  New  York  Obstetrical  Society  January  12,  1909. 
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being  not  much  larger  than  the  nonpuerperal  organ.  In  the  left 
vaginal  fornix  a  slight  resistance  is  felt,  but  thij  is  not  \ery 
distinct.  Nothing  else  abnormal  felt  in  the  pelvis.  A  tentative 
diagnosis  of  septic  thrombophlebitis  of  the  pelvic  veins  was  made. 

September  lo. — The  temperature  curve  98°,  at  8  a.  m.  and 
105.4°  9-t  8  P.  M.,  strengthened  the  diagnosis  made.  I  was  now 
inclined  to  open  the  abdomen  for  the  purpose  of  ligating  the 
vein  or  veins  which  would  be  found  involved.  But  as  this  was 
a  procedure  which  never  had  been  done  in  the  hospital  before  it 
was  deemed  advisable  to  take  counsel  with  one  of  the  other  at- 
tendants on  the  Staff.  The  consultant  advised  delay  and  fur- 
ther observations.  A  blood  culture  was  now  taken.  This 
showed,  after  the  elapse  of  thirty-six  hours,,  a  modeiate  number 
of  sterptotococci. 

September  11. — Temperature  98°  to  105.2°.     Pulse  108  to  128. 

September  13. — Severe  chill.  Temperature  100.6°  to  104.6°, 
at   midnight   98.8°.      Intravenous   saline   infusion. 

September  17. — Temperature  96.8°  to  105.4°,  pulse  88  to  138. 

Septembei  18. — Temperature  97°  to  105.4°,  pulse  88  to  140. 
Local  findings  unchanged.  Patient  steadily  losing  ground. 
Bacteriological  examination  of  urine  disclosed  the  presence  of 
streptococci.  Blood  cjlture  showed  an  increase  of  streptococci 
over  that  found  at  first  examination.  The  consultant  now  agreed 
that  the  only  hope  lay  in  the  proposed  surgical  intervention. 

September  19. — Laparotomy.  Peritoneum  normal,  uterus 
was  found  of  normal  size  and  appearance.  Both  adnexa  were 
normal.  Left  ovarian  vein  rather  large  and  tortuous,  but  not 
thrombosed.  Left  internal  iliac  vein  apparently  normal. 
Right  ovarian  vein  was  thickened  to  the  size  of  one's  thumb  along 
its  entire  length  to  the  vena  cava.  A  ligature  was  applied  around 
the  vein  as  close  to  the  vena  cava  as  was  possible;  a  second  one 
was  applied  near  the  uterus,  and  the  intervening  structures,  in- 
cluding the  tube  and  ovary,  were  excised  with  the  Pacquelin. 
The  right  internal  iliac  vein  was  palpated  and  was  apparently 
normal.  The  abdomen  was  closed  in  the  usual  way.  The  patient 
withstood  the  operation,  which  consumed  about  twenty  minutes, 
very   well. 

September  20. — Day  following  the  operation  there  was  a 
marked  improvement,  the  temperature  range  being  99.2°  to 
101.4°,  pulse  96  to  108,  no  peritoneal  irritation,  no  vomiting,  no 
distension.     But  the  improvement  did  not  last  long. 

On  September  23,  four  days  after  operation,  temperature 
ranged  from  103°  to  105°,  pulse  112  to  144. 

September  25. — Severe  chill.  Temperature  97.4°  to  106.6°. 
Blood-cluture  positive  as  before  operation. 

The  temperature  after  this  never  reached  as  high  a  point 
but  ranged  from  99°  to  103.4°,  seldom  reaching  higher  than  102°; 
the  pulse  rate  ran  about  140  to  150,  and  the  patient  died  on 
October  8,  from  progressive  asthenia,  nineteen  days  after  the 
operation  and  fifty-two  days  after  the  onset  of  the  disease.  Some 
days  prior  to  death  there  was  evident  a  thrombosis  of  both  fem- 
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oral  and  saphenous  veins,  as  was  manifested  by  an  increas- 
ing swelling  of  both  thighs  and  legs  from  above  downward. 

At  the  autopsy  a  thrombus  was  found  in  the  vena  cava  at 
the  site  of  entrance  of  right  spermatic  vein.  The  thrombus 
extended  downward  to  the  bifurcation  of  the  common  iliac, 
and  both  iliacs  on  both  sides  were  found  thrombosed  down  to 
their  origin.  The  clots  in  the  lower  portion  of  the  veins  were 
softer  and  deeper  in  color  than  those  in  the  higher  portions,  show- 
ing that  the  thrombotic  process  extended  downward  from 
the  vena  cava  to  the  common  iliac  and  down  their  tributaries 
as  far  as  they  could  be  traced.  The  course  of  the  thrombotic 
process  was  therefore  as  follows:  from  the  uterine  site  of  the 
placenta  up  along  the  right  spermatic  vein  to  the  inferior  vena 
cava;  down  this  vessel  to  the  bifurcation  of  the  common  iliac; 
down  the  internal  and  external  iliacs  on  both  sides  to  both 
femoral  veins  and  to  the  pelvic  veins  which  take  their  origin  in 
the  lower  segment  of  the  uterus.  This  has  been  described  by  path- 
ologists as  a  retrograde  thrombophlebitis.  The  peritoneum  was 
perfectly  normal  and  the  liver  and  kidneys  showed  the  usual 
degenerative  changes  of  long  continued  sepsis.  No  marked 
changes  found  in  the  other  viscera. 

In  placing  the  above  case  in  the  category  of  puerperal  pyemia 
I  am  using  the  term  in  the  same  sense  as  the  Germans  are,  that 
is,  in  its  older  and  narrower  meaning  which  would  embrace  only 
the  forms  of  general  infection  arising  from  the  puerperal  uterus, 
and  in  which  the  general  infection  exclusively  or  at  least  in  the 
greater  part  is  due  to  septic  thrombosis  of  the  uterine  veins 
(Trendelenburg).     (26) 

Recognizing  that  every  case  of  pyemia  begins  as  a  local  process 
only  and  that  the  general  infection  occurs  through  a  continuous 
extension  of  the  thrombotic  process  with  the  constant  transpor- 
tation of  the  thrombotic  emboli  into  the  larger  venous  trunks 
the  idea  of  arresting  the  disease  by  shutting  ofif  the  circulation 
from  the  afferent  veins  was  a  natural  one.  This  idea  occurred 
already  to  Hunter  who  advised  compression  of  the  venous 
ttunks  in  pyemia.  Nevertheless  successful  intervention  based 
on  this  idea  is  of  comparatively  recent  date.  Practical  effects 
were  really  only  obtained  after  Zaufal,  in  1884,  made  the  proposi- 
tion that  in  pyemic  thrombosis  of  the  transverse  sinus,  conse- 
quent upon  purulent  otitis,  the  sinus  should  be  cleared  of  its 
thrombi  and  the  internal  jugular  vein  ligated  at  its  upper  part. 
The  brilliant  results  obtained  by  this  procedure  in  recent  years 
are   known   to   every   one. 

It  was  quite  natural,  therefore,  that  gynecologists  should 
reason  by  analogy  that  the  same  results  might  be  obtained  in 
puerperal  thrombophlebitis  by  ligating  the  afferent  uterine  veins. 
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Thus,  in  1898,  we  find  W.  A.  Freund  (7)  carrving  out  this  practice 
in  two  cases,  both  of  which  unfortunatelv  ended  fatally  In 
the  one  case  the  process  had  alreadv  reached  the  vena  cava    in 
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the  other  it  was  found  on  autopsy  that  the  li^ated  right  sper- 
matic vein  was  not  the  only  one  affected  but  that  the  process  had 
involved  all  the  pelvic  veins.      Bumm  operated,  in  1900,  on  three 
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cases  also  with  fatal  results.  No  further  attempts  with  the  oper- 
ation were  made  until  Trendelenburg  (26)  published  his  paper  in 
1902,  reporting  a  successful  case.  He  was  led  to  perform  this 
operation  through  observing  the  autopsies  in  43  cases  of  puerperal 
sepsis  in  the  Leipzig  Pathological  Institute  for  the  prior  two  years. 
The  cause  of  death  in  twenty-one  of  these  cases  was  septic  throm- 
bosis of  the  pelvic  veins.  In  only  four  of  these  cases  was  there 
any  associated  affection  of  the  lymph  vessels.  He  held  that  the 
poor  results  obtained  by  Freund  and  Bumm  were  due  to  their 
ligating  the  spermatic  veins  only,  while  in  a  large  percentage  of 
the  cases  the  hypogastric  or  internal  iliac  veins  were  also  involved. 
For  instance,  in  the  twenty-one  cases  referred  to  the  hypogastric 
veins  were  affected  sixteen  times  and  the  spermatic  veins  seven 
times. 

Lenhartz's  (17)  careful  and  reliable  observations  in  the  Eppen- 
dorfer  Krankenhaus,  in  Hamburg,  correspond  closely  to  those 
observed  in  the  Pathological  Institute  of  Leipzig.  Lenhartz  (17) 
found  also  that  about  50  per  cent,  of  all  fatal  cases  of  puerperal 
infection  were  due  to  septic  thrombophlebitis.  In  sixty  fatal 
cases  coming  to  the  autopsy  table  the  cause  of  death  was  found 
to  be  septic  thrombo  phlebitis  in  thirty-two  cases.  The  vessels 
involved  were  as  follows : 

One  hypogastric  alone  once, 

One  hypogastric  and  one  spermatic  alone  once. 

Both  hypogastrics  alone  twice. 

One  hypogastric  and  one  spermatic  on  the  opposite  side  twice. 

Both  hypogastrics  and  one  spermatic  twice. 

Both  spermatics  alone  once.  In  five  cases  only  the  veins  in 
both  parametria  were  involved. 

The  diagnosis  of  puerperal  pyemia  can  be  made  with  a  reason- 
able degree  of  certainty  in  a  large  percentage  of  the  cases.  Severe 
and  oft-repeated  chills  with  great  elevation  and  depression  of  the 
temperature  within  the  twenty-four  hours  (a  difference  often  of 
from  5  to  6°  F.  or  more  between  the  two  extremes) :  a  pulse  vary- 
ing from  80  to  120,  but  generally  of  good  quality;  the  absence  of 
pain,  as  a  rule,  and  the  negative  result  of  a  pelvic  and  abdominal 
examination  are  briefly  the  characteristics  of  the  disease. 

A  word  about  the  chills:  Of  course  it  was  recognized  that  Tren- 
delenburg went  too  far  when  he  asserted  that  a  second  chill  would 
justify  a  diagnosis  of  puerperal  pyemia.  On  the  other  hand, 
marked  and  severe  cases  occur  in  which  chills  are  rare,  or  may 
be  entirely  absent.     In  the  case  reported  by  the  writer  the  first 
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chill  occurred  twenty-three  days  after  the  onset  of  fever  The 
second  chill  took  place  four  days  later  and  followed  an  intraven- 
ous salme  m  usion.  A  third  chill  occurred  after  a  further  in- 
terval of  twelve  days.  If  we  leave  out  the  chill  following  the 
intravenous  mlusion,  the  patient  had  onlv  two  chills  in  the  entire 
course  ot  the  protracted  illness  of  fifty-'two  davs.  In  some  of 
the  reported  cases  there  was  an  entire  absence  of  chills 

Uhat  IS  particularly  noticeable  in  cases  of  peurperal  pvemia 
especially  m  the  protracted  cases,  is  the  good  quahtv  of  the 
pulse  un  il  the  very  last  stages,  showing  that  the  heart' remains 
comparativel.v  strong  for  a  long  time.  It  is  this  feature  that 
makes  surgical  mtervention  less  hazardous  than  in  other  forms 
of  septic  infection. 

The  septic  inflammation  of  the  pelvic  veins  is  not,  as  a  rule, 
attended  with  pain.  In  fact,  the  patients  are  so  comfortable 
and  look  so  well,  exceptmg  when  they  are  in  a  rigor,  that  it  is 
difficult  to  believe  that  thev  are  suffering  from  so  se^er;  a  disease 

neJr  %l'  '^"'  ^  P'^"^'  ""^  abdominal  examination  is 
negative.  This  requires  to  be  modified :  In  some  cases  with  thin 
abdominal  walls  the  thrombosed  ovarian  veins  can  be  felt  as 
tortuous  or  convoluted  cord-like  structures.  In  other  cases  the 
hypogastric  veins  can  be  felt  Ifke  hard  cords  beneath  the  exam- 
ining fingers  on  pelvic  examination. 

Still,  on  the  whole,  it  may  be  stated  that  when  a  puerperal 
woman  runs  high  temperatures  with  marked  remissions  and  has 
severe  chills  and  no  exudate  or  mass  is  felt  in  the  pelvis,  there  be- 
ing no  evidence  of  peritonitis,  and  the  uterus  is  emptv  and  well 
involuted,  a  diagnosis  of  septicthrombo  phlebitis  mav  be  made 
by  a  process  of  exclusion.  This  was  the  method  of  diagnosis 
followed  in  the  case  here  reported. 

A  bacteriological  examination  of  the  blood  mav  be  of  aid  m 
diagnosis  although  observers  differ  in  their  opinion  as  to  its 
value^  Lenhartz  (17),  in  onepartiof  his  work,  savs  that  the  blood 
may  be  negatu^  during  life  and  even  at  postmortem,  and  in  this 
he  IS  confirmed  by  many  others.  Later  on  in  the  same  work 
he  asserts  that  the  blood  examination  failed  him  onlv  three  times 
in  all  the  sixteen  cases  in  which  the  blood  had  been  examined 
bacteriologically. 

thfJi""^^'r''r  °^'^'  "^''""^  "''  '^^  ^^"^  ^"  the  blood  is 
that  they  either  have  died  out  and  that  death  is  due  to  a  toxin- 
anemia,  or  that  the  microorganisms  have  been  shut  out  from\he 
general  circulation  by  an  obliterating  thrombosis 
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V.  Bardeleben  (30),  on  the  strength  of  animal  experiments  and 
observation  of  cases  at  the  Charite,  affirms  that  in  the  cases  of 
puerperal  thrombophlebitis,  in  which  streptococci  are  found  in 
the  blood,  the  local  process  is  merely  an  incident  in  the  course  of 
a  foudroyant  general  blood  infection,  but  that  in  the  chronic 
cases  of  thrombophlebitis  the  streptococci,  either  through  being 
less  virulent  or  from  other  reasons,  have  a  great  tendency  to  ad- 
here to  the  intima  of  the  veins  and  remain  localized  in  their 
activity. 

According  to  Bardeleben  (30),  therefore,  streptococci  are  usu- 
ally absent  in  the  chronic  cases,  but  that  they  may  be  present  in 
fairly  large  numbers,  even  in  cases  running  a  chronic  course, 
was  demonstrated  by  our  own  case  and  by  other  cases  in  the 
literature. 

The  mortality  of  puerperal  pyemia,  excluding  the  very  mild 
cases,  may  be  stated  in  round  figures  at  65  per  cent. 
(Lenhartz).  (17)  Other  authors  place  it  as  high  as  75  per  cent. 
It  is  thus  seen  that  we  are  dealing  with  a  very  grave  disease  which 
is  fatal  in  more  than  one-half  of  the  cases,  according  to  the 
most  favorable  figures,  and  in  about  three-fourths  of  the  cases 
according  to  the  less  favorable  statistics. 

It  must  be  acknowledged  that  the  results  thus  far  obtained 
by  ligation  of  the  pelvic  veins  in  lessening  this  mortality  are  not 
very  marked.  A  collection  of  the  cases  recorded  in  the  litera- 
ture, up  to  the  present,  show  nineteen  recoveries  in  forty-four 
cases  operated  upon  by  the  extra-  and  transperitoneal  routes. 
The  transperitoneal  method  which  by  far  is  the  most  logical 
and  the  easiest,  at  least  for  the  gynecologist,  presents  a  some- 
what more  favorable  result.  It  has  been  attended  with  thirteen 
recoveries  in  twenty-seven  cases. 

If  we  assume,  and  the  reports  of  the  cases  justify  such  an  as- 
sumption, that  only  the  very  worst  cases  were  subjected  to  surgi- 
cal intervention  then  the  results  are  encouraging,  to  say  the  least. 
And  probably  this  is  as  much  as  can  be  said  for  the  procedure 
for  the  present.  The  future  will  have  to  determine  whether 
the  results  can  be  improved  upon  as  they  have  been  in  sinus 
thrombosis,  by  a  closer  study  of  the  disease,  so  that  the  cases 
may  be  subjected  to  operation  at  an  earlier  date  than  they 
have  heretofore. 

This  much  the  operation  has  in  its  favor:  that  performed  with 
ordinary  skill  and  experience,  the  patient's  chances  of  recovery 
are  not   diminished   thereby.     A  further  advantage  it  has  in 
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that  the  woman  is  not  robbed  of  any  of  her  organs,  so  that  one 
need  feel  no  reluctance  in  subjecting  the  operation  to  the  test  of 
experience. 

Something  remains  to  be  said  about  the  technic.  Trendel- 
enburg operated  by  the  extraperitoneal  route,  and  so  did  Kiim- 
mel  on  seven  of  the  eight  cases  reported  by  Lenhartz  (iS). 

The  objections  to  this  route  are:  (i)  it  is  difficult;  (2)  it  does 
not  enable  the  operator  to  inspect  the  veins  of  the  opposite  side ; 
(3)  the  operator  is  not  always  certain  he  is  ligating  the  proper 
veins.  In  one  of  Lenhartz's  (18)  cases  it  was  found  at  the  au- 
topsy that  the  pudendal  vein  had  been  ligated  instead  of  the 
internal  iliac,  and  a  small  insignificant  branch  instead  of  the 
ovarian,  which  was  found  the  thickness  of  one's  thumb  and  was 
the  only  vein  involved.  In  another  instance  an  operator  ligated 
the  ureter  instead  of  the  ovarian  vessel. 

One  the  other  hand,  the  transperitoneal  route,  that  is,  the  usual 
median  incision  for  a  laparotomy,  enables  the  operator  to  in- 
spect all  the  veins  as  well  as  the  adnexa,  and  to  treat  whichever 
veins  he  finds  involved. 

When  the  ovarian  (spermatic)  veins  are  affected,  the  liga- 
ture should  be  placed  centrally  to  the  thrombus,  providing  the 
process  has  not  already  reached  the  vena  cava,  and  the  throm- 
bosed vein  should  be  excised.  This  may  be  safely  done  with 
the  Pacquelin  as  in  the  writer's  case.  By  adopting  this  pre- 
caution there  need  be  no  fear  of  any  contamination  of  the  peri- 
toneum, and  of  running  an)^  risk  of  exciting  a  general  peritonitis. 
In  order  to  place  the  ligature  high  up  on  the  ovarian  vein 
the  peritoneal  covering  should  be  slit  open  and  blunt  separation 
of  the  peritoneum  carried  as  high  up  as  may  be  found  necessary. 

To  gain  access  to  the  internal  iliac  veins]  the  incision  should 
be  extended  downward  in  the  direction  of^  the  large  vessels. 
If  the  incision  be  enlarged  by  snipping  the  peritoneum  trans- 
verseh'  and  the  opening  enlarged  with  the  fingers,  a  good 
exposure  of  the  iliac  vessels  is  obtained.  The  internal  iliac 
(hypogastric)  vein  lies  behind  and  to  the  outer  side  of  the 
internal  iliac  artery  on  the  right  side.  To  ligate  the  vein  an 
assistant  with  his  fingers  should  push  the  artery  toward  the 
median  line,  and  the  ligature  be  carried  around  the  vein  by  means 
of  an  aneurysmal  needle  or  a  Deschamp.  On  the  left  side  the 
vein  lies  to  the  inner  side  of  the  artery  and  consequently  the 
artery  should  be  pushed  to  the  outer  side. 

In  these  cases  in  which  the  internal  iliac  on  one  or  both  sides 
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are  affected,  and  the  ovarians  are  free,  it  would  seem  to  the 
writer  that  the  readiest  access  would  be  gained  by  making  an 
oblique  incision  on  the  posterior  aspect  of  the  broad  ligaments 
from  above  downward  and  outward  as  one  does  in  a  Wertheim 
radical  operation  for  cancer  of  the  uterus.  With  a  small  gauze 
sponge  the  peritoneal  folds  are  gently  pushed  aside,  and  the 
base  of  the  broad  ligament  is  exposed  and  with  it  the  large 
pelvic  vessels. 

Any  one  intending  to  do  this  work  it  would  be  well  that  he 
should  first  familiarize  himself  with  the  beautiful  exposition 
of  the  injected  pelvic  veins  of  the  gravid  and  puerperal  states 
by  Kownatzki  (13).  This  author  in  his  excellent  colored  repro- 
ductions of  the  above-mentioned  dissections  has  demonstrated 
that  the  vein  commonly  known  as  the  internal  iliac  or  hypogastric 
vein,  when  it  is  fully  developed,  is  the  carrier  of  blood  from  the 
hemorrhoidal  and  gluteal  region  veins. 

Running  between  this  trunk  and  the  external  iliac  vein  is  a 
venous  trunk  which  occasionally  opens  independently  into 
the  external  iliac  vein  or  vena  cava.  Not  infrequently,  how- 
ever, before  it  assumes  the  character  of  a  trunk,  it  opens  into 
the  above-mentioned  veins,  i.e.,  the  internal  iliac. 

Kownatzki  (13)  has  named  this  vessel  the  median  iliac  vein,  and 
it  carries  the  blood  from  the  middle  and  lower  segments  of  the 
uterus.  It  is  this  vessel,  therefore,  which  in  puerperal  pyemia 
has  its  origin  in  the  affected  area  and  should  be  excluded  from 
the  general  circulation. 

Kownatzki  (13)  showed  in  one  of  his  specimens  of  the  injected 
vein  of  a  gravid  uterus,  that  anastomosis  had  occurred  between 
the  median  iliac  and  common  iliac  vein,  so  that  in  rare  cases 
the  common  iliac  vein  would  have  to  be  ligated  as  Haeckel  (12) 
was  forced  to  do  in  a  case. 

The  writer  would  say  in  conclusion  that  he  was  induced  to 
present  this  operation  to  the  Society  in  the  hope  that  its 
members  might  be  stimulated  to  put  it  to  the  test  of  experience. 
It  seems  to  him  that  it  has  a  future. 

But  the  results  will  probably  not  be  imposed  until  we  have 
learned  to  set  our  indications  at  a  comparatively  early  stage  of 
the  disease,  as  was  the  case  with  the  results  of  surgical  inter- 
vention in  sinus  thrombosis. 
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THE  PROTECTION  OF  THE  ACCOUCPIEUR  AND  HIS 

PATIENT. ' 

BY 
DOUGLAS  H.  STEWART,  M.  D., 

New  York. 

The  object  of  the  writer  is  to  emphasize  the  purely  practical 
side  of  obstetrics  and  particularly  the  preparation  for  accouche- 
ment and  its  immediate  sequelae.  The  subject  is  timely,  as  the 
number  and  variety  of  maternity  outfits  testify,  and  in  spite  of 
that  number  and  variety  it  is  not  at  all  an  uncommon  experience 
to  make  the  unpleasant  discovery  that  the  wipe  or  napkin  or 
water-proof  material  most  urgently  wanted  is  either  absent  or 
lacking  in  some  important  particular. 

Although  the  supplies  should  be  cheap,  yet  they  should  be 
sufficiently  adaptable,  abundant  and  elastic  in  application  to 
meet  any  emergency  or  even  any  fad  of  the  accoucheur.  Many 
men  who  depend  on  ready-made  maternity  kits  have  been  an- 
noyed by  their  supplies  giving  out  at  the  end  of  the  first  week, 
even  though  the  financial  outlay  seemed  ample  or  even  large. 
The  kits  or  boxes  referred  to  are  usually  termed  Dr.  Smith's  or 

I  Read  at  the  twenty-first  annual  meeting  of  the  American  Associaton  of 
Obstetricians  and  Gynetologists,  at  Baltimore,  September  22-24,  1908. 
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Dr.  Blank's  maternity  outfits,  and  while  they  mav  meet  the 
requirements  of  Dr.  Smith  or  Dr.  Blank  it  by  no  means  follows 
that  they  will  meet  everyone's  needs  nor  the  needs  of  every  case. 
Such  routine-packed  boxes  must  necessarily  be  limited  in  con- 
tents and  those  contents  must  be  neither  economical  nor  elastic 
in  application.  The  facts  that  they  save  thought  on  the  surgeon's 
part  and  that  their  contents  have  been  once  sterilized  count  for 
little.  The  saving  of  thought  may  be  dearly  paid  for  and  ab- 
solute safety  demands  resteriHzation  as  every  conscientious  man 
will  admit. 

Present-day  economy  implies  a  scrap  heap  and  throwing  away 
of  waste  material.  The  idea  of  expending  ten  cents'  worth  of 
time  and  labor  in  order  to  save  one  cent's  worth  of  material  has 
been  sufficiently  scored  by  those  workers  and  teachers  who  are 
firm  believers  in  economical  efficiency.  Imag  ne  how  this 
problem  would  appeal  to  such  believers  in  true  economv: 
•"Purchased  a  rubber  sheet  of  the  best  material  on  account  of  its 
durability — cost,  say,  five  dollars ;  laid  it  away  carefullv  after  once 
using.  Looked  at  it  some  months  later,  found  it  ruined  and 
valueless."  In  fact,  economy  as  usually  practised  in  labor  cases 
is  apt  to  be  very  costly  in  the  end,  and  in  this  one  matter  of 
maternity  boxes,  while  a  saving  of  at  least  33  J  per  cent,  may  be 
effected,  that  .fact  is  secondary  to  the  gain  in  efficiency  that  may 
be  obtained. 

Ask  the  average  physician  what  preparations  are  necessary  arfd 
what  supplies  should  be  purchased,  and  it  will  be  found  that  for  an 
mstant  his  mind  is  a  blank;  then  he  begins  to  think  and  to 
enumerate  articles,  one  at  a  time,  depending  almost  entirely 
upon  memory  and  experience  to  dictate  the  articles  required  in 
the  lying-in  room.  The  usual  result  is  that  some  important 
thing  has  been  forgotten  and  much  time  has  been  wasted.  It  is 
not  that  he  does  not  know,  but  he  has  not  formulated  his  knowl- 
edge. To  meet  this  emergency  I  have  adopted  the  mnemonic 
word  "pawns." 

P.   stands  for  protectors  and  pads. 
A.  stands  for  antiseptics  and  anesthetics. 
W.  stands  for  wash-basins  and  wipes. 
N.  stands  for  napkins. 
S.   stands  for  sundries. 
Sundries  are  a  wash-boiler,  a  douche  bag,  a  douche  pan  and  a 
yard  of  Z.   O.  "moleskin"  adhesive  plaster.     Insist  on  getting 
the  la^t. 
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The  protectors  protect  the  accoucheur  and  the  bed.  Rubber 
is  an  expensive  material,  hard  to  steriHze  and  unsatisfactory  in 
many  ways,  not  the  least  being  its  liability  to  spoil  when  laid 
away  or  stored,  and  some  sensitive  women  find  its  odor  very 
objectionable.  Despite  this,  it  is  very  commonly  used  for  aprons, 
sheets  and  gowns.  The  cost  of  two  rubber  sheets  and  an  apron 
may  be  stated  as  about  seven  dollars,  or  rather  more  than  is 
requisite  for  a  complete  outfit. 

I  have  been  using  a  material  made  by  the  Standard  Wall 
Paper  Co.  It  is  intended  for  wall  coverings,  it  is  light  in  weight, 
it  is  water-proof  and  it  sells  for  about  25  cents  a  yard  of  47  inches' 
width.  The  color,  weight,  size  and  width  I  have  found  most 
available  is  known  to  the  trade  as  45X.  It  is  a  light  yellow  in 
color,  it  can  be  steam-sterilized,  inasmuch  as  two  hours  in  a 
sterilizer  simply  removes  the  odor  of  newness  which  it  possesses 
at  first  in  common  with  clean  fresh  paint,  and  owing  to  its  width 
five  yards  is  an  ample  amount  for  an  apron  for  the  accoucheur 
and  to  replace  two  rubber  sheets  as  commonly  used;  one  on  the 
operating-table  and  one  on  the  bed.  It  is  easily  washed  and  con- 
sequently may  be  used  over  and  over  for  any  desired  purpose; 
for  instance,  the  piece  used  on  the  operat  ng-table  may  be  cleansed, 
sterilized  and  placed  over  the  patient's  mattress  on  the  bed  w^hen 
a  change  of  protectors  is  necessary,  or  the  surgeon's  .apron  may  be 
utilized  on  the  baby's  crib,  or  in  the  absence  of  a  hand-basin  a 
pasteboard  box  or  even  an  ordinary  basket  may  be  lined  with 
45X  and  a  water-tight  vessel  or  catch-all  may  be  quickly  made. 
Many  uses  will  suggest  themselves  in  an  emergency.  The 
mnemonic  letter  "P"  suggests  the  words  protectors  and  pads  and 
these  in  turn  suggest  the  written  directions  to  the  patient  "Purchase 
5  yards  Standard  Sanitary  Wall  Paper  45X  and  five  bed 
pads." 

At  some  convenient  time  cut  this  five-yard  length  into  three 
pieces ;  that  is,  two  of  two  yards  and  one  of  one  yard  in  length. 
Take  the  yard  length,  fold  down  one  edge  to  a  depth  of  nine 
inches,  the  fold  being  the  narrow  side  of  your  rectangle  and  con- 
sequently one  yard  in  length.  In  the  center  of  the  fold  make  a 
cut  four  and  one-half  inches  long  in  the  median  line,  and  each  side 
of  this  make  an  additional  cut  of  the  same  length,  but  in  the  crease 
of  the  fold  itself.  In  other  words,  make  what  is  called  Stewart's 
poncho.  Put  your  head  through  the  crucial  incision  and  you 
will  find  yourself  fully  protected  by  a  flexible  water-proof  apron 
of  light  weight,  long  enough  in  front,  but  only  hanging  over  the 
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shoulders  behind  and  therefore  not  suffocatingly  warm.  The 
wrong  side  of  the  goods  should  always  be  toward  the  person, 
w^hether  of  the  accoucheur,  as  an  apron,  or  on  the  bed  of  the 
patient,  as  sheets,  or  on  the  crib  of  the  baby. 

Antiseptics  comprise  one  pound  each  of  calx  chlorinata  (Squibbs) 
35  percent.,  of  aluminum  sulphate  and  of  washing  soda.  An- 
esthetics need  no  comment,  and  I  have  gone  so  elaborately  into 
the  chlorine  technic  elsewhere  that  I  will  only  add  this  concerning 
antisepsis,  namely,  it  has  been  my  experience  that  if  the  ac- 
coucheur leaves  the  vagina  alone,  but  has  his  patient  wash  off 
the  vulva  and  perineum  daily  (at  least)  for  a  week  before  the  day 
of  expectation,  using  a  heaping  teaspoonful  of  washing  soda  and 
also  of  calx  chlorinata  to  a  quart  of  water,  avoiding  any  mechani- 
cal means  of  drying,  such  as  wiping  with  towel  or  any  means  ex- 
cept simple  evaporation,  then  he  will  often  find  the  vulva  sterile 
or  at  least  free  from  pathogenic  germs  when  the  patient  is  put 
on  the  table  for  delivery. 

Then  his  rubber  gloves  not  having  to  pass  through  a  contami- 
nated ring  may  be  as  much  of  a  protection  to  the  patient  as  they 
are  to  the  obstetrician.  After  the  completion  of  labor  and  after 
the  patient  has  been  put  to  bed,  have  the  nurse  pour  over  the 
mons  venevis  and  vulva  into  a  douche  pan  below  a  solution  of 
one  heaping  teaspoonful  of  aluminum  sulphate  and  one  of  calx 
chlorinata  to  the  quart,  taking  care  that  the  fluid  comes  in  con- 
tact with  all  the  parts  and  runs  between  the  labiae. 

This  should  be  done  twice  daily,  morning  and  evening,  and 
then  the  napkin  put  on  immediately  with  no  attempt  at  wiping 
and  without  friction  or  other  needless  mechanical  irritation  and 
consequent  soreness.  Omit  the  common  process  of  indiscriminate 
douching  (vaginal),  which  may  be  and  should  be  abandoned 
because  though  said  flushing  of  vagina  was  adopted  for  reasons 
which  seemed  good  from  a  theoretical  stand-point  yet,  in  practice 
the  anticipated  benefits  do  not  ensue,  as  a  few  cultures  will  dem- 
onstrate, and  furthermore  said  cultures  will  show  that  an  ordi- 
nary vagina  can  best  care  for  itself  when  interference  is  as  its 
minimum;  why  then  should  douching  be  tolerated?  The  water 
in  all  solutions  should  be  filtered  through  a  piece  of  cheese-cloth 
to  remove  grit  and  then  boiled,  and  for  the  purposes  of  this  article 
teaspoonfuls  should  be  of  maximum  quantity,  i.e.,  heaped  up. 

The  letter  "W"  of  the  mnemonic  word  suggests  wipes  and 
wash-basins.  The  latter  are  two  or  more  hand-basins,  the  former 
implies  the  direction  to  the  patient  to  "purchase  one  bolt  of  cheese- 
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cloth,  fifty  yards  long  and  of  five-cent  quality,  also  two  bats  of 
cotton." 

Wipes  are  always  useful.  About  four  dozen  are  enough  for  a 
start.  I  find  most  expectant  mothers  rather  like  to  make  things. 
It  seems  to  recall  something  of  the  pleasure  once  experienced  in 
preparing  the  trousseau.  Should  the  patient  or  her  nurse  not  be 
familiar  with  the  art  of  folding  wipes,  the  attendant  may  be 
obliged  to  demonstrate.  The  piece  of  gauze  should  be  eight  inches 
square;  fold  it  from  bottom  to  center,  then  fold  one  side  two-thirds 
of  the  way  across  and  lap  the  other  side  over  till  the  edges  coin- 
cide, finally  tuck  the  upper  end  into  the  lower.  Any  hospital 
nurse  can  demonstrate  the  method  in  a  few  minutes,  and  it  is  a 
useful  thing  to  know. 

The  napkins  should  be  rolled  diagonally  with  a  layer  of  non- 
absorbent  cotton  in  the  center,  and  they  should  be  held  in 
place  by  the  ordinary  tape-holder  and  clasp  commonly  used 
by  women  at  the  menstrual  periods.  The  ordinary  sanitary 
napkins  are  good,  but  they  do  not  fit  well  and  are  often  uncom- 
fortable. With  the  ample  supply  of  gauze  aforesaid  it  is  possible 
to  fashion  any  required  article  of  any  required  size. 

For  a  gown  I  cut  a  poncho  of  gauze  two  and  one-half  yards  long, 
with  the  hole  in  the  center;  slip  it  on  over  the  wall-cloth  apron 
before  mentioned,  then  a  half-dozen  properly  placed  safety-pins  re- 
sult in  an  excellent  gown.  If  you  lecture,  the  gauze  may  be  put 
over  the  head  and  at  the  same  time  cover  the  body.  Holes  may 
then  be  cut  for  the  eyes  or  not,  as  you  wish.  This  is  efifective 
but  heating,  and  unless  the  accoucheur  is  doing  a  great  amount 
of  talking  the  first  way  will  be  found  much  more  comfortable  and 
quite  as  safe. 

The  sterile  drawers  for  the  patient  are  contrived  in  the  same 
manner.  The  baby's  binder  is  easily  made  and,  in  fact,  with  the 
material  at  hand  no  one  need  be  at  a  loss  for  any  sort  of  bandage. 
A  Rose  abdominal  bandage  fashioned  from  moleskin  plaster 
has  the  following  advantages  over  the  old-fashioned  binder. 
It  can  do  no  harm ;  it  supports  the  abdomen,  thereby  preventing 
overfilling  of  the  abdominal  veins  and  consequent  faintness; 
it  does  not  get  soiled ;  it  keeps  its  place  for  a  month ;  it  enables 
the  patient  to  sit  up  in  bed  on  the  third  day;  it  prevents  sub- 
involution, phlebitis  and  various  other  troubles  caused  by  long 
recumbency  and  poor  drainage;  it  improves  digestion,  and  it 
certainly  decreases  the  amount  of  blood  lost.  A  smooth  bandage 
is  very  decidedly  preferable  to  a  tight  one.     I  frequently  put  in  a 
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small-sized  rubber  hose,  making  a  U  from  the  inside  of  the  right 
anterior  superior  spine,  extending  down  the  groin  across  the 
mons  veneris  and  up  to  the  left  anterior  superior  spine.  This 
should  lie  between  the  two  layers  of  the  bandage  and  may  extend 
at  each  end  up  nearly  to  the  ribs.  When  the  patient  sits  up,  this 
forms  a  movable  elastic  support,  and  when  the  patient  reclines, 
the  bandage  returns  to  its  first  position.  Any  complaint  or  dis- 
comfort simply  means  too  tight  a  bandage  as  the  pull  and  drag 
upon  the  skin  will  produce  a  widespread  if  not  deep  sore.  It 
should  never  be  anything  but  a  distinct  comfort  and  advantage ; 
as  it  will  be  if  properly  applied.  If  an  error  must  be  made  in 
its  adjustment,  that  error  should  be  in  favor  of  too  loose  rather 
than  too  tight. 

As  set  forth  in  my  pamphlet  "A  Humble  Sterilizer,"  any  and 
all  kinds  of  wet  sterilization  may  be  obtained  with  a  wash- 
boiler,  with  a  few  holes  bored  in  the  cover  and  a  criss-cross  netting 
of  ordinary  string  to  hold  the  fabrics  out  of  the  water.  Wipes, 
sheets,  etc.,  should  be  packed  in  the  usual  packages  (six  wrapped 
in  one  or  two  wrapped  in  one),  sterilized  and  then  taken  out, 
wrapped  in  several  thicknesses  of  newspaper  and  exposed  to 
dry  heat  in  an  oven — the  scorching  of  the  paper  giving  the 
danger  signal  of  excessive  heat.  Dry  heat  is  not  required  for 
the  45X  , as  it  requires  vigilance  to  prevent  its  becoming  brittle, 
but  it  drys  quickly  without  baking,  and  steam  sterilization  is 
efficient.  Cloth  articles  should  be  baked  and  packed  away 
with  their  paper  covers  intact.  If  they  have  been  tied  with 
thread  (no  pins  used),  it  is  amazing  how  long  the  contents  will 
remain  sterile. 

The  sulphate  of  aluminum  paste  makes  one  of  the  nicest 
lubricants  for  putting  on  gloves  or  for  examination  purposes. 
It  may  be  sterilized,  and  many  surgeons  use  it  in  preference  to 
any  cream.  Its  advantages  are  well  known.  Dr.  R.  H.  M. 
Dawbarn  wrote  about  its  use  in  general  surgery  some  years  ago. 
It  is  enough  for  me  to  say  that  this  paste  completes  the  advan- 
tages of  an  obstetrical  outfit  which  will,  at  a  comparatively  low 
cost  (about  $5.00),  give  all  the  protection  that  most  expensive 
supplies  may  do. 

Some  years  ago  I  found  that  soaps  interfered  with  complete 
sterility  in  skin  cleansing  and  that  green  soap  in  its  usual  con- 
dition was  probably  the  least  sterile  of  soaps ;  therefore  I  tried  to 
eliminate  soap  from  my  technic  and  finally  produced  a  powder 
from  silicate  of  magnesia,  washing  soda,  and  powdered  pumice- 
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stone.  This  would  stand  baking  for  hours.  In  fact,  the  container 
melted  or  burned  before  any  great  change  took  place  in  the 
contents.  It  would  turn  a  little  yellow  and  just  below  dull  red 
heat  would  char.  Washing  soda  loses  its  water  of  crystallization 
somewhere  about  the  boiling-point,  but  that  fact  did  not  seem 
to  affect  the  powder  or  its  cleansing  powers  to  any  noticeable 
extent. 

The  preparation  of  this  powder  with  a  mortar  and  pestle  is  a 
tremendous  job,  and  Mr.  Arthur  Brown,  who  has  a  factory  and 
power  at  his  command,  has  been  making  it  for  me.  He  calls  it 
Surgal,  w^hatever  that  may  mean,  but  I  understand  it  is  neces- 
sary to  give  it  some  name  to  distinguish  it  in  the  factory ;  some 
of  the  employees  call  it  Zip  from  the  rapidity  with  which  it 
cleans  off  grease  and  dirt.  It  will  clean  off  vaselin  or  oil  or 
any  substance  difficult  to  remove  from  the  hands.  It  will 
clean  instruments  or  paint,  and  one  or  my  patients  tells  me  that 
her  cook  cleaned  a  rusty  kitchen  hot-water  boiler  in  a  very 
satisfactory  manner  by  its  use.  Its  alkalinity  is  about  one- 
quarter  that  of  good  green  soap,  and  it  is  so  much  the  less  irri- 
tating. I  always  have  it  in  my  kit,  though  sometimes  the 
patient  buys  it. 

To  cleanse  the  hands,  wash  them  with  Surgal;  rubbing  them 
together  is  better  than  using  a  nail-brush.  Work  the  chlorinated 
lime  to  a  cream  on  finger-nails  and  palms  of  hands  (never  on 
the  backs).  Then  work  the  cream  all  over  hands  and  under 
finger-nails  in  the  usual  way.  Finally  w^ash  all  off,  holding  the 
hands  in  a  basin  containing  a  solution  of  one  heaping  teaspoonful 
of  aluminum  sulph.  to  the  quart  of  water  and  boiled.  This  has 
one  advantage  that  might  be  mentioned,  that  is,  the  solution 
makes  the  hands  dry — it  diminishes  the  perspiration. 

If  the  patient  is  to  be  really  safe,  do  not  examine  her  without 
rendering  the  vulva  antiseptic.  It  is  not  enough  to  have  the 
hand  protected  by  a  sterile  glove — that  will  not  protect  the 
vagina  from  germs  carried  in  from  the  vulva.  If  examination 
cannot  be  dispensed  with,  then  smear  your  finger  with  the 
chlorinated  lime  cream  and  do  not  wash  it  off.  If  the  lime  has 
been  thoroughly  rubbed  and  slacked  on  your  hands  examination 
contact  with  the  vagina  is  not  likely  to  cause  any  pain  or  soreness, 
and  such  contact  is  made  with  a  germicidal  finger  that  leaves 
an  antiseptic  track.  Conditions  may  be  imagined  when  this 
precaution  would  protect  both  accoucheur  and  patient. 

An  important  factor  is  the  condition  and  care  of  the  patient's 
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feet;  this  is  well  known  to  orthopedic  surgeons  and  usually  en- 
tirely overlooked  by  obstetricians,  yet  much  of  the  damage  which 
appears  long  after  parturition  must  be  attributed  to  weak  ankles 
or  chronic  sprain  or  a  broken-down  arch  or  some  similar  foot 
abnormality.  Enteroptosis,  gastric  atonia,  floating  kidney, 
spinal  and  abdominal  pains,  myalgias  and  neuralgias  are  a  few  of 
the  things  made  worse  if  not  absolutely  caused  by  the  constant 
jarring  which  results  from  decreased  or  lost  foot  elasticity.  I 
am  quite  sure  that  results  are  very  much  better  if  the  patient  con- 
serves the  elasticity  of  her  abdominal  muscles  by  a  proper 
bandage  worn  from  morning  till  bedtime  through  the  whole 
carrying  period  and  if  her  feet  ligaments  are  protected  from  un- 
due stretching  by  adhesive-plaster  strapping. 

Examination  of  the  feet  will  show  a  large  number  of  women  so 
damaged  by  the  shoemaker  that  with  the  addition  of  weight 
(twenty-two  pounds  average)  common  to  pregnancy,  the  amount 
of  exercise  necessary  to  maintain  good  health  must  be  omitted — 
the  pain  either  being  so  great  that  walking  is  torture  or  the  foot 
has  been  so  damaged  that  local  pain  is  no  longer  felt  and  a  pain- 
less flat  foot  is  shaking  and  jarring  all  the  abdominal  contents  and 
causing  all  the  organs  to  swing  and  strain  on  their  suspensory 
ligaments,  which  stretch  to  a  remarkable  extent.  Sometimes 
the  combined  loss  of  foot  and  abdominal  wall  in  elasticity 
permits  a  hernia  of  the  whole  abdominal  contents.  In  one 
instance  (my  worst,  I'll  adm't)  the  abdominal  wall  had  its 
anterior  margin  outside  the  whole  length  of  an  imaginary  line 
from  the  ensiform  to  the  patella  while  the  patient  was  in  a  sitting 
posture.    Her  statement  of  the  case  was,  "her  liver  was  inher  lap." 

The  foot  supports  of  the  shops  are  of  little  use ;  in  fact,  I  fear 
they  often  relieve  pain,  but  permit  the  damage  to  progress  with 
masked  symptoms.  A  little  ingenuity  will  enable  anyone  to 
cure  the  condition  by  the  means  of  adhesive-plaster  strips  properly 
applied  until  the  ligaments  regain  their  elasticity.  Mean- 
while the  patient  should  never  stand  still,  but  when  standing 
should  slowly  and  constantly  rise  and  fall  on  the  toes  (this  need 
not  be  evident  to  bystanders) ;  and  she  should  never  wear  shoes 
that  force  the  great  toe  outward  at  its  distal  extremity  and  con- 
sequently inward  at  its  proximal  end.  If  a  foot  has  a  bunion  it 
presents  strong  presumptive  evidence  of  too  short  a  shoe  or  too 
short  a  stocking  or  of  both  combined.  Further  information  may 
be  found  in  text-books  on  orthopedic  surgery. 

Abdominal  aches  will  usuallv  vield  to  rectal  medication.     For 
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instance,  one  gram  (15  grains)  of  salicylate  of  soda  in  125  c.c. 
(4  ounces)  of  normal  salt  solution.  Of  course,  I  refer  to  varied 
and  obscure  pains  not  dependent  on  an  inflammation,  but  caus- 
ing discomfort,  worry  and  mental  depression;  but  I  must  admit 
that  I  have  seen  on  the  service  of  the  surgeon-in-chief  of  the  Red 
Cross  Hospital  such  abdominal  cases  as  appendectomies,  gastro- 
enterostomies and  removal  of  pyosalpinges  brought  to  com- 
plete recovery  without  recourse  to  any  opiate  or  any  other 
method  of  relieving  pain  save  the  above-mentioned  rectal  medica- 
tion, which  always  gave  the  greatest  comfort  whenever  it  was 
administered. 

As  to  catharsis  and  intestinal  fermentation,  my  rule  is  simple. 
If  there  is  no  kidney  lesion  evidenced  by  urinalysis,  I  give  a  tea 
made  from  "buckthorn  bark"  cut  in  small  pieces;  rhamnus 
frangulae  cortex  conscisae  is  the  name.  The  dose  is  one  teaspoon- 
f ul,  a  tumblerful  of  water,  and  the  whole  boiled  for  five  minutes, 
strained  through  cheese-cloth  and  served  hot  or  cold  and  with  or 
without  sugar  and  milk.  It  should  act  in  about  eight  or  ten 
hours  al  ter  exhibition,  and  if  taken  at  bedtime  does  not  interfere 
with  sleep,  but  shows  its  effects  after  breakfast.  Should  it  not 
act  in  twelve  hours,  the  dose  should  be  repeated.  Where  obsti- 
nate constipation  is  the  body  habit,  I  usually  order  the  tea  at  10 
A.  M.  and  10  p.  M.,  directing  the  omission  of  the  morning  cup  when 
catharsis  becomes  too  ample,  but  continuing  the  evening  dose 
throughout  the  entire  pregnancy.  Many  druggists  have  ex- 
tolled the  virtues  of  the  syrup  and  the  fluid  extract:  their  use 
has  always  been  followed  by  disappointment.  The  tea  has  all 
the  advantages  of  cascara  and  its  taste  is  rather  agreeable,  but 
the  syrup  and  fluid  extract  seem  to  be  quite  inert. 

If  there  be  any  kidney  complication,  potassae  bitartras  in  heap- 
ing teaspoonful  doses  in  a  tumblerful  of  lemonade  is  very  efficient, 
and  may  be  given  once  or  twice  daily  as  required.  Whatever 
protection  cathartics  may  afiford  will  be  found  in  these  two 
simple  remedies.  I  have  of  course  used  all  sorts  of  other  medi- 
cines, but  so  far  have  returned  to  these  with  added  confidence 
after  each  departure.  In  action  they  are  not  severe,  they  are 
easily  obtained,  they  are  easily  carried,  they  are  not  liquid,  they 
will  not  stain  your  satchel  if  spilled  and  they  are  efficient  and 
cheap.  If  a  patient  is  sent  away  to  the  country,  for  instance, 
with  a  large  bottle  of  cascara  in  a  trunk  filled  with  summer 
dresses,  and  the  bottle  is  broken  by  any  mischance,  the  combina- 
tion is  not  happy. 
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Finally  I  believe  that  acute  dilatation  of  the  stomach  is  respon- 
sible for  sudden  death  in  pregnant  women;  to  pursue  this  subject 
would  carry  us  far  afield,  but  Dr.  Robert  Kemp  is  at  work  ex- 
perimenting with  artificial  dilatation  and  its  results  in  nonpreg- 
nant persons,  and  I  am  looking  forward  with  interest  to  his  paper. 
Theoretically,  in  a  pregnant  woman  the  sudden  expansion  of  the 
stomach  between  an  immovable  uterus  and  a  partly  movable 
heart  may  be  imagined.  I  can  only  say  that  I  have  seen  two 
sudden  deaths  (eight  years  apart)  which  I  cannot  attribute  to 
anything  else,  and  at  Dr.  Kemp's  suggestion  I  am  now  washing 
out  all  painful  stomachs  and  carry  a  stomach-tube  as  part  of  my 
armamentarium  for  use  at  the  first  symptom  of  cardioventral 
disturbance. 

After  an  interval  of  quite  characteric  pressure  symptoms, 
varying  from  one  to  three  hours,  the  tympanites  becomes 
very  marked,  the  patient  gasps  and  gives  up  her  life.  If  the 
patient  has  not  been  stripped  and  the  abdomen  examined  the 
accoucheur  may  be  mortified  and  regretful.  The  whole  matter 
maybe  summed  up  thus:  "If  a  pregnant  woman  has  a  dilated 
stomach  with  tension,  pass  the  stomach-tube  too  early,  for 
when  the  pressure  effects  show  on  the  pulse  at  the  wrist  it  will  be 
too  late.  Never  leave  a  tympanitic  abdomen  until  the  stomach- 
tube  has  been  passed  and  there  is  a  certainty  that  the  stomach  is 
not  distended,  for  when  death  does  occur  it  takes  place  with 
speed  and  without  warning  other  than  the  symptoms  of  a 
"little  indigestion." 

128  West  Eighty-sixth  Street. 


SURGERY  OF  THE  SPLEEN  WITH  SPECIAL  REFER- 
ENCE TO  TRAUMA,  A  METHOD  OF  ENCAP- 
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BY 
WALTER  C.  G.  KIRCHNER,  M.  D. , 

Superintendent  and  Surgeon-in-Charge,  St.  Louis  City  Hospital. 
St.  Louis,  Mo. 

During  the  past  few  years,  while  engaged  in  surgical  work  at 
the  Saint  Louis  City  Hospital,  the  w^riter  has  had  occasion  to  see 
and  to  operate  on  a  number  of  cases  of  disease  and  injury  to  the 
spleen.     In  the  following  paper  he  will  try  to  point  out  several 

'  Read  at  the  twenty-first  annual  meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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lessons  that  have  been  gained  from  his  experience  with  cases  of 
this  nature,  and  to  describe  the  treatment  of  in  uries  to  the  spleen 
by  a  method  of  encapsulation,  which  method  to  his  knowledge 
has  not  been  mentioned  in  text-books  or  reports  on  the  subject. 
In  a  general  hospital  where  emergencies  are  met  with  the  spleen  is 
more  often  the  seat  of  injury  than  of  disease,  and,  therefore,  the 
reports  of  the  cases  which  follow  deal  chiefly  with  injuries  rather 
than  diseases  of  this  organ. 

Dr.  George  Ben  Johnson,  in  his  treatise  on  splenectomy  (Ann. 
Surg.,  July,  1908),  quotes  Berger  who,  in  1892,  collected  seventy- 
six  cases  of  ruptured  spleen  which  were  treated  by  splenectomy, 
there  being  thirty-eight  recoveries  and  twenty-eight  deaths. 
Of  penetrating  wound  the  same  author  reports  six  cases  of  gun- 
shot wound,  all  treated  by  splenectomy,  with  two  recoveries  and 
four  deaths,  and  seven  stab  wounds  of  the  spleen,  also  treated  by 
splenectomy,  with  five  recoveries  and  two  deaths.  Of  all  trau- 
matic lesions  of  the  spleen  there  were  reported  up  to  1900,  thirty- 
seven  cases  with  twenty  recoveries  and  seventeen  deaths.  Since 
1900  the  same  author  collected  1 13  cases  with  seventy-nine  recov- 
eries and  thirty-four  deaths.  There  were  reported  up  to  1908,  150 
cases  of  splenectomy  for  injuries  and  wounds  of  the  spleen  with 
ninety-nine  recoveries  and  fifty-one  deaths,  a  mortality  of  34  per 
cent.  The  mortality  rate  from  operation  on  injuries  to  the  spleen 
must  necessarily  be  high  because  these  injuries  are  attended  fre- 
quently by  shock,  hemorrhage  and  injury  to  other  organs. 

The  indications  for  operation  on  the  spleen  are  trauma  which 
may  be  due  to  stab  wounds,  gunshot  w^ounds,  explosions,  to  sub- 
cutaneous rupture  and  to  prolapse.  Other  indications  for  surgi- 
cal interference  are  wandering  spleen  (in  which  instance  there 
may  be  torsion  of  pedicle  or  intestinal  obstruction),  hyper- 
trophies and  enlargements,  cysts,  abscesses,  tuberculosis,  syphilis, 
and  other  constitutional  diseases.  Patients  suffering  from  in- 
jury to  the  spleen  usually  present  very  pronounced  symptoms. 
If  the  injury  is  produced  by  penetration  the  location  of  the  wound 
mav  call  attention  to  the  organ,  and  hemorrhage  from  the  spleen 
with  the  attending  symptoms  may  easily  be  explained.  In  sub- 
cutaneous rupture  the  diagnosis  is  often  obscure.  Careful  in- 
quiry regarding  the  nature  of  the  injury  should  be  made,  and 
when  the  left  side  has  been  the  seat  of  a  blow  the  possibility  of 
injury  to  the  spleen  should  not  be  overlooked. 

Berger  in  his  statistics  states  that  51.8  per  cent,  of  all  cases 
of  splenic  rupture  prove  fatal  in  the  first  hour  from  hemorrhage. 
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It  is   therefore,  hemorrhage  and  shock  that  are  amon..  the  chief 

Patient  s  extremn.es  are  cold  and  clammv,  face  and  lips  pale 
he  has  an  anxious  expression,  nostrils  are  widelv  dilated  the  etls 
sunke  respirations  mostly  costal,  and  there  is  often  ^omltin. 
The  pulse  IS  weak  and  rapid.  The  patient  is  usualh  ^■er^  restless 
and  complams  of  thirst.  He  mav  soon  pass  into  a  stage  :  o  ! 
wo,  M  ■  I  "^•'  ^^  "■'*"<="  °f  ^  penetrating  wound  which 
mav  be  an  abrasion  or  injury  to  the  left  side.     In  most  cases  that 

jt;:  rh :: ""' "°""  '"^  ■"■*"-■  >■-  '^-^  ----^  ^'  b---  - 

ThH  ;rrl       V'"*^™  '°"«"'^'  "'^  ^'"g'^  °f  a  bucket,  gate  posts 
and  the  hke.     On  the  other  hand,  there  mav  be  no  obtusions  «; 
evidence  of  in.iury.     The  patient  usuallv  refers  the  pa"n  to    h 
left  upper  quadrant.     If  the  ribs  have  been  miured  there    i 
d  fficulty  of  respiration  which  is  usually  increased.  '  The  abdom 

le     Tnl   thoThi:'-  ■  ^"'"'''°"  °'""  --="=  dullness  mrhe 
on  of  Wood  ^.;       "  "°'  ""  ™™"^'^'^  ^'»"-     The  accumula- 
tion of  blood  in  the  peritoneal  cavity  often  also  causes  intense 

bnng  about  rupture  or  injury  to  the  spleen  are  sometimes  of  'such 

vo    edlrth?  ""'?"'-;-«-  -<)  P-ts  of  the  body  .^^ 

cu  ed      The     """"::  1 '"'"'''  '°  '''^  'P'«"  "'  therebv  ob- 

The  diagnosis  of  injury  to  the  spleen  is  usuallv  easv  when  there 
are  penetratmg  wounds  .where  exploration  can  easily  be  made 

tred"^  ?tT  ru^tfmr  :r "  r  "■°""  ■- ''-  °-" — 

^L    lb    customan    to    explore  injuries  of    this  nature 

ss  ZulV  tfr  ".  '''  '''''  ••'^  ^^P'-"»'  «"g-  --often 
Therefore  fn  '^^'''''Pl'^aS™ ''"^  locate  an  injury  in  the  spleen, 
therefore  all  stab  and  gunshot  wounds  should  be  carefullv  ex 

.t;:rtan  "let ""  1  '"^  ^'^'"°  "'^  ''''-'■ "'  "^^  ^^  ■-'""- 
mportant  factor  in  determining  the  cause.     Enlar<.ed  and  ma 

P  ™ns'r  "r  "'•^'  '""-^'  '^  ^"P'"^'^'  ^"'^  -^-  "'^  "patient  com 
P  ains  of  intense  pain  m  the  region  of  the  spleen  with  svmptoms 

of  hemorrhage  and  rigidity  of  the  abdominal  muscles  apTobaWe 

c    fs" :^e:e  :r"'"  °'  '"^  ^P'^^"  ^•'""^  •'^  -='''-     But m'  ce' S n 

on  y  be  made  bv"'"-;'  "  °'  '  "™"  '^'P^  ^  P°^'«-  ^-gnosis  can 

th?ea:iir;ossibTe''ttr^-^-  °^""'°"  "•'''^''  ^^™'^  "^  ''"^  - 

The  prognosis  depends  largely  upon  the  character  of  the  injury 
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(stab  wound,  gunshot  wound  or  subcutaneous  rupture)  and  also 
upon  the  attending  complications,  such  as  shock,  hemorrhage, 
sepsis  or  the  involvement  of  injuries  to  other  organs  or  to  the 
body.  Shallow  stab  wounds  usually  heal  without  producing 
serious  complications.  Gunshot  wounds  of  the  spleen  are  usually 
very  serious,  and  may  cause  great  hemorrhage.  The  hemorrhage 
is  greater  when  the  wound  is  near  the  hilus  of  the  spleen,  marginal 
injuries  usually  being  less  serious.  Rupture  of  the  spleen  is  al- 
ways a  serious  injury,  and  the  prognosis  in  all  of  these  cases  is 
very  grave.  The  rupture  may  be  merely  a  rent  in  the  organ.  It 
is  often  stellate  in  shape  and  not  infrequently  the  spleen  is 
so  fractured  that  the  fragments  become  detached.  We  should 
consider  rupture  of  the  spleen  a  very  serious  complication. 

Severe  injuries  to  the  spleen  resulting  in  hemorrhage  usually 
require  ligation  of  the  splenic  vessels  w^hich  necessitates  splen- 
ectomy. In  such  instances  the  function  of  the  spleen  is  always 
a  matter  for  consideration.  From  experiments  on  animals, 
from  our  own  experience  and  that  of  other  surgeons  we  have 
learned  that  the  spleen  may  be  removed  without  serious  injury 
to  the  organism.  Certain  observers  have  noticed  after  splen- 
ectomy an  increase  in  the  size  of  the  lymph  glands  and  that  the 
bone-marrow  becomes  reddened  and  denser.  It  was  also  sup- 
posed that  the  organ  had  to  do  with  the  destruction  of  red 
corpuscles.  In  certain  instances  the  spleen  causes  a  marked 
diminution  in  the  number  of  red  corpuscles  and  in  the  quantity 
of  hemoglobin.  It  is  therefore  inferred  that  the  spleen  is 
normally  concerned  in  the  formation  of  red  corpuscles,  while 
others  have  asserted  that  splenectomy  has  no  effect  upon  their 
number.  The  estimation  of  the  erythrocytes  and  leukocytes 
and  hemoglobin  was  carefully  worked  out  in  one  of  our  cases  of 
splenectomy  by  Dr.  Jerome  E.  Cook  (St.  Louis  Medical  Fort- 
nightly), in  which  it  was  shown  that  shortly  after  the  operation 
there  was  a  diminution  in  the  number  of  red  corpuscles,  an 
increase  in  the  number  of  leukocytes,  and  a  hemoglobin  estimation 
of  37  per  cent. 

The  leukocyte  estimation  during  the  two  years  of  examination 
remained  about  the  same.  There  was,  however,  a  gradual 
increase  in  the  number  of  erythrocytes  and  also  an  increase  in 
the  percentage  of  hemoglobin.  It  has  also  been  shown  (Howell, 
Text-book  of  Physiology)  that  there  is  a  slow  expansion  and 
contraction  of  the  organ  synchronous  with  periods  of  digestion, 
and    that   in   addition   there   are   rhvthmical   contractions   and 
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relaxations  of  the  organ  occurring  in  cats  and  dogs  at  intervals 
of  about  one  minute,  and  it  is  believed  that  these  contractions 
serve  to  keep  up  a  circulation  through  the  spleen  and  to  make 
the  vascular  supply  more  or  less  independent  of  variations  in 
general  arterial  pressure,  so  that  this  special  arrangement  of  the 
circulation  makes  the  spleen  unique  among  the  organs  of  the 
body.  It  has  also  been  suggested  that  the  spleen  is  concerned 
in  the  production  of  uric  acid,  and  latterly  a  theory  has  been 
proposed  by  Schiff  and  Herzen  in  which  the  spleen  is  regarded 
as  producing  something  (an  enzyme)  which  when  carried  in  the 
blood  to  the  pancreas  acts  upon  the  trypsinogen  contained  in 
this  organ  converting  it  into  trypsin. 

Dr.  Howard  A.  Kelly  (Gynecology  and  Abdominal  Surgery, 
1908),  in  his  chapter  on  operations  on  the  spleen,  states  that 
splenectomy  is  a  typical  operation,  that  the  economy  suffers  no 
detriment  from  the  loss  of  the  organ.  He  considers  conservative 
operations  involving  resection,  suture  or  suspension  of  the  organ 
in  cases  of  injury  as  more  troublesome  and  more  dangerous  than 
total  extirpation,  but,  however,  he  does  not  reject  all  con- 
servative methods  as  they  may  be  proper  from  time  to  time 
in  peculiar  suitable  cases. 

In  injuries  to  the  spleen,  especially  in  incised  wounds,  nature 
makes  an  effort  to  repair  the  damage,  and  if  the  hemorrhage 
is  not  too  great  a  blood-clot  is  formed  at  the  seat  of  injury  and 
hemorrhage  thus  controlled.  It  is  also  frequently  noticed  that 
when  the  spleen  is  irritated  by  injury  the  omentum  finds  its  way 
to  this  locality  and  helps  in  a  measure  to  repair  the  damage. 
When  the  spleen  is  ruptured,  especially  when  the  organ  is 
enlarged  and  soft,  and  when  the  rupture  extends  deep  into  the 
pulpy  portion,  the  hemorrhage  is  severe  and  the  blood  accumu- 
lates in  the  splenic  fossa.  When  the  body  is  kept  quiet  there  is  a 
tendency  to  clot  formation,  and  a  large  blood-clot  will  form  in 
this  locality.  With  movements  of  the  body  hemorrhage  is 
increased,  and  the  entire  abdominal  cavity  may  become  filled 
with  blood.  As  in  cases  of  hemorrhage  in  ectopic  pregnancy  so 
also  in  hemorrhage  from  the  spleen,  when  the  body  is  at  rest 
and  the  blood-pressure  is  reduced  to  a  minimum  nature  makes  an 
effort  to  readjust  conditions,  and  a  more  or  less  firm  clot  is 
formed  about  the  organ  and  hemorrhage  effectually  controlled. 
In  a  few  days  readjustment  takes  place,  the  patient  rallies  and 
the  pulse  becomes  stronger  and  of  better  volume.  In  certain 
instances  a  permanent  healing  of  the  rupture  thus  takes  place. 
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In  other  instances  the  blood-clot  in  this  locality  becomes  encap- 
sulated, the  contents  become  soft,  the  spleen  pulpifies  and 
hemorrhage  is  thus  unexpectedly  reestablished.  In  certain 
instances  the  spleen  is  found  not  only  to  be  fractured,  but  the 
contusion  is  so  severe  that  degeneration  of  substance  takes  place 
resulting  in  a  general  septic  condition.  A  general  peritoneal 
irritation  and  an  absorption  of  blood  usually  causes  an  elevation 
in  temperature.  The  pathologic  conditions,  therefore,  in  injury 
to  the  spleen  and  especially  in  rupture  of  the  organ  are  such  that 
surgical  measures  are  distinctly  indicated. 

In  the  treatment  of  injuries  to  the  spleen  the  aim  should  be  to 
control  hemorrhage,  and  those  measures  that  are  of  service  in 
the  control  of  hemorrhage  in  other  parts  of  the  body  are  appli- 
cable here  also.  Rest  is  of  prime  importance,  and  sedatives 
(morphin)  are  indicated  if  the  patient  is  restless.  With  sus- 
pected injury  to  the  spleen  the  patient  should  lie  in  bed  with  the 
head  lowered  so  that  the  blood  may  accumulate  in  the  splenic 
fossa,  and  thus  encourage  clot  formation.  When  the  diagnosis 
is  in  doubt  exploratory  laparotomy  should  be  insisted  upon,  for 
it  is  better  to  resort  to  this  procedure  than  to  lose  time  by  refined 
diagnostic  measures. 

The  surgical  treatment  must  necessarily  be  modified  by  the 
nature  of  the  trauma.  Shallow  stab  wounds  usually  require 
little  treatment  and  may  be  repaired  by  suture.  Incised  wounds 
heal  more  kindly  than  ruptured  or  jagged  wounds.  Therefore, 
in  gunshot  wounds,  especially  if  the  injury  is  severe,  splenectomy 
may  be  indicated.  The  hemorrhage  from  marginal  wounds  may 
sometimes  be  controlled  by  packing,  though,  if  the  injury  is  severe, 
packing  should  not  be  relied  upon.  In  extensive  wounds  simple 
suture  or  clamping  of  the  organ  is  not  reliable.  If  the  patient 
is  in  great  shock  the  surgical  measures  should  be  carried  on  with 
great  dispatch,  and  it  is  safer  to  resort  to  splenectomy  than  to 
waste  time  on  more  conservative  methods. 

The  hemorrhage  having  been  controlled  by  operation  the 
postoperative  measures  should  be  directed  to  the  treatment  of 
shock  and  hemorrhage.  Rest  is  essential.  The  heart  should  be 
stimulated  by  the  administration  of  camphorated  oil,  ether, 
aromatic  spirits  of  ammonia,  and  whiskey.  These  can  be 
given  hypodermatically,  and  with  the  adjunct  of  hypoder- 
moclysis,  or  intravenous  infusion,  or  direct  blood  transfusion, 
the  loss  of  fluid  by  hemorrhage  can  be  replaced.  Enteroclysis  or 
continuous  rectal  irrigation  should  also  be  used. 
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When  exploratory  laparotomy  and  splenectomy  are  indicated 
the  location  of  the  incision  is  important.     We  have  found  an 
incision  along  the  left  rectus  muscle  the  most  desirable.     This 
will  give  ample  opportunity  for  exploration  of  the  stom.ach  and 
intestines  and  other  viscera,  and  will  permit  of  a  splenectomy 
and  operations  on  the  spleen  when  indicated.     The  rupture  in  the 
spleen  at    times    is    difficult    to    locate,   and    therefore    careful 
search  is  required.     If  the  patient  is  in  a  condition  of  collapse 
splenectomy  is  the  operation  of  choice.     The  adhesions  and  liga- 
ments about  the  spleen  should  be  freed  by  tearing  them  from  the 
diaphragm  and  parietes,  thus  avoiding  additional  injury  to  the 
organ.     These    adhesions   having    been    removed    the    organ    is 
shelled  out  of  the  fossa,  lifted  into  the  wound  and  held  In  the 
left  hand,  the  pedicle  lying  between  the  fingers.     Clamps  or  liga- 
tures may  then  be  placed,  and  the  pedicle  tied  off  with  strong 
interlocking  silk  or  catgut  sutures.     Ligation  having  been  per'^ 
formed  the  spleen  may  be  easily  severed  from  its  attachment. 
The  stump  should  then  be  carefully  examined  for  hemorrhage 
and  returned.     Care  should  be  taken  not  to    include  the  tail  of 
the  pancreas  in  the  ligature  nor  to  incise  it  when  removing  the 
spleen.     As  a  rule,  splenectomy  is  a  simple  operation.      In  cer- 
tain instances  when  the  organ  is  large  operators  have  made  trans- 
verse incisions  through  the  rectus,  though  this  is  usually  not  nec- 
essary and  tends  to  the  formation  of  postoperative  hernia. 

When  dispatch  in  operation  is  demanded  splenectomv  is  the 
operation  of  choice,  but  in  instances  where  an  early  diagnosis  has 
been  made  and  exploratory  measures  have  been  taken  and  the 
patient  is  in  good  condition  conservative  methods  appeal  to  one. 
Because  splenectomy  is  an  easy  operation  seems  to  me  to- be  no 
reason  why  that  organ  should  be  sacrificed  if  other  measures 
may  be  resorted  to.  Especially  are  we  warranted  in  saving  the 
spleen  since  its  exact  function  is  not  well  known.  We  know  that 
m  typhoid  fever,  in  malaria  and  in  septic  conditions  it  plays  an 
miportant  r61e,  and  from  a  physiological  consideration  it  mav 
later  be  demonstrated  to  have  a  definite  and  important  func- 
tion. 

From  the  study  of  certain  cases  that  have  come  to  my  notice 
I  have  devised  a  method  of  encapsulation  with  omentum  which 
I  believe  in  certain  instances  should  receive  consideration.  The 
use  of  the  omentum  as  a  covering  for  denuded  surfaces  and  in 
plastic  work  upon  the  intestines,  liver  and  other  organs  is  well 
known,  but  I  am  not  aware  of  its  use  as  a  method  of  encapsulating 
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and  supporting  the  spleen  in  instances  of  injury  to  this  organ. 
In  the  method  of  encapsulation  of  the  spleen  in  trauma  the  fol- 
lowing procedures   have   been   used. 

Incision  is  made  as  in  splenectomy  along  the  left  rectus  muscle, 
and  the  organ  is  delivered  into  the  wound  and  held  in  the  Jeft 
hand.  All  parts  of  the  organ  are  inspected  and  injuries  located. 
In  the  case  of  rupture  or  perforations  by  bullet  or  penetrating  in- 
struments catgut  sutures  threaded  on  long  needles  are  used,  and 
stitches  taken  through  the  entire  organ  in  such  a  way  that  when 
tied  he  pressure  controls  the  hemorrhage.  These  sutures  are 
placed  deeply  and  across  the  line  of  fracture.  The  ends  of  the 
ligatures  are  clamped  with  forceps.  The  omentum  is  then  wrapped 
around  the  organ,  and  the  ends  of  the  ligatures  brought  through 
and  over  the  omentum  and  securely  tied.  In  this  way  the  suture 
is  used  in  controlling  hemorrhage  and  fixing  the  omentum  to  the 
spleen.  A  few  sutures  may  be  necessary  to  fasten  the  omentum 
around  the  margin  or  pedicle  of  the  spleen.  Hemorrhage  having 
been  controlled  the  spleen,  thus  encapsulated  with  the  omentum, 
is  returned  into  the  splenic  fossa.  A  supplementary  incision  is 
made  in  the  flank  through  which  gauze  pack  is  placed  against 
the  spleen  in  such  a  way  that  adhesions  may  form  to  retain  it  in 
place.  A  gauze  pack  is  also  placed  from  above  and  allowed  to  come 
through  the  laparotomy  wound.  In  case  the  abdominal  cavity 
is  filled  with  blood  it  is  usually  advisable  to  insert  a  glass  drainage- 
tube  in  the  pelvis  through  a  suprapubic  stab  wound.  When 
time  will  permit,  flushing  the  abdominal  cavity  will  be  found  of 
great  service  in  relieving  the  shock  and  preventing  postoperative 
complications  resulting  from  the  absorption  or  infection  of  blood 
in  the  abdominal  cavity.  The  laparotomy  wound  may  be  closed 
in  layers  or  by  through-and-through  suture. 

In  three  instances  in  which  this  method  was  tried  for  gunshot 
wound  and  for  rupture  of  the  spleen  the  results  have  been  satisfac- 
tory. This  operation  suggested  itself  to  me  from  observations 
made  on  cases  of  ruptured  spleen  which  had  been  treated  on  the 
expectant  plan,  where  in  one  case  secondary  hemorrhage  resulted 
after  eight  days,  and  in  another  case  after  four  days.  A  study 
of  these  cases  led  me  to  believe  that  the  spleen  when  ruj^tured 
should  be  given  some  support,  preferably  by  encapsulation,  that 
the  rest  treatment  is  not  to  be  relied  upon,  and  that  in  all  cases 
where  injury  is  suspected  exploratory  laparotomy  is  indicated,  if 
not  during  the  period  of  shock,  at  least  when  the  patient  has 
revived  sufficiently  to  bear  operation.     A  synopsis  of  the  follow- 
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ing  two  cases  shows  the  importance  of  furnishing  the  spleen  with 
support. 

Case  I  (4977  Sept.,  1904).— Patient  entered  the  hospital 
with  a  history  of  having  been  struck  in  the  left  side  by  a  wac^on 
tongue.  He  was  suffering  greatly  from  shock,  was  in  profuse 
perspiration  and  was  anemic.  Upon  examination  of  the  left 
side  of  the  body,  dullness  was  found  in  the  splenic  area  and  left 
Hank.  There  was  also  here  a  great  deal  of  pain.  There  were 
no  marks  nor  contusions  to  indicate  severity  of  the  blow  Diag- 
nosis of  rupture  of  the  spleen  with  hemorrhage  was  made  but 
the  patient's  condition  seemed  so  serious  that  it  was  thought 
that  an  operation  at  this  time  would  prove  fatal.  Patient  was 
kept  quiet,  and  his  condition  gradually  improved.  By  the 
third  day,  the  symptoms  had  subsided,  and  the  patient  was 
regaining  his  normal  condition.  He  was  doing  so  well  at  this 
time  that  operation  was  not  considered  necessary. 

A  week  later,  on  making  the  rounds  of  the  hospital  the 
patient  who  had  been  doing  nicely,  was  found  in  a  condition 
of  shock.  His  hps  were  blanched,  he  was  in  profuse  perspiration 
and  was  semiconscious.  It  was  evident  that  he  was  suffering 
from  hemorrhage,  and  he  was  at  once  sent  to  the  operating-room 
Under  general  anesthesia,  an  incision  was  made  along  the  left 
rectus  muscle  and  the  peritoneal  cavity  was  found  filled  with 
bfood.  The  splenic  region  was  explored,  and  here  an  immense 
clot  was  encountered,  part  of  which  had  formed  fibrous  capsule 
around  the  spleen.  The  hand  could  easily  be  introduced  into 
this  encapsulated  area,  and  the  friable  pulpy  substance  of  the 
spleen  could  be  felt.  Hemorrhage  was  so  profuse  that  this 
region  was  merely  packed  with  large  quantities  of  gauze  The 
patient  was  put  to  bed  as  quickly  as  possible,  but  he  did  not 
ralfy,  death  coming  on  shortly  after  the  operation 

The  point  of  interest  in  this  case  is  that  the  patient  had 
raffled  from  the  primary  effect  of  ruptured  spleen,  that  the  clot 
wfiicti  had  formed  was  sufficient  to  control  the  hemorrhage 
and  the  patient  was  thus  allowed  to  regain  his  normal  condition' 
With  increased  blood-pressure  and  increased  movement  the 
patient  still  being  confined  to  his  bed,  the  clot  about  the  spleen 
was  disengaged,  and  the  hemorrhage  was  thus  unexpectedly 
rees  abhshed,  the  patient  dying  from  secondary  hemorrhage 
resulting  from  rupture  of  the  spleen. 

Case  II  (6975,  Dec,  1907).— Patient  was  a  foreigner,  and  it 
w-as  ascertained  that  he  had  fallen  on  his  left  side  in  a  machine 
shop.  When  he  entered  the  hospital,  patient  was  rather  pale 
had  contusions  of  both  hips  and  over  the  right  ankle  It  was 
learned  that  while  working  in  the  car  shops  a  car  sill  struck  him 
on  the  hip,  knocking  him  against  a  brick  wall.  There  were  no 
bones  broken,  and  when  catheterized  the  urine  was  found  to  be 
clear.  The  abdomen  was  tender  to  pressure  on  the  left  side  but 
there  was  here  no  rigidity  nor  bruises.     There  were  no  si^As  of 
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internal  hemorrhage,  and  the  diagnosis  of  contused  hips  was 
made. 

The  patient  by  the  fourth  day  was  able  to  walk,  and  desired 
to  leave  the  hospital  While  waiting  for  his  discharge  in  the 
receiving-room,  he  was  suddenly  taken  with  abdominal 
pain,  and  had  to  lie  down.  His  condition  seemed  to  be  so  serious 
that  he  was  again  sent  to  the  ward.  Here,  he  complained  of 
pain  over  the  crest  of  the  ilium  on  the  left  side.  His  pulse  was 
fair  but  rather  fast.  There  was  no  great  abdominal  tenderness, 
nor  rigidity,  nor  dullness,  nor  fluctuation.  Patient,  however, 
showed  signs  of  shock  and  of  internal  hemorrhage.  He  gagged 
several  times,  but  did  not  vomit.  His  condition  did  not  improve, 
and  diagnosis  of  internal  hemorrhage  was  made.  His  pulse 
was  96  and  full  and  strong.  Soon,  however,  the  pulse-rate 
increased  to  138,  and  was  thready,  his  temperature  became 
subnormal,  his  face  cold  and  pallid,  and  he  was  in  cold  perspira- 
tion. Extremities  were  also  cold.  Patient  now  showed  typical 
signs  of  severe  internal  hemorrhage.  Abdomen  was  enlarged 
and  tender  on  palpation,  and  there  was  now  marked  dullness  in  the 
flanks.  Patient  also  vomited  and  complained  of  dizziness  and 
thirst.  The  case  was  recommended  for  operation,  which  was 
performed  by  Dr.  Shutt. 

At  operation  examining  hand  revealed  the  spleen  in  its 
normal  position  with  the  omentum  wrapped  about  it  and  also 
a  great  many  blood-clots.  When  the  peritoneum  was  first 
opened,  a  considerable  quantity  of  blood  escaped.  The  abdom- 
inal incision  was  enlarged  by  cutting  the  rectus  transversely. 
The  pedicle  of  the  spleen  grasped  and  compressed.  The  spleen 
was  delivered  from  the  abdominal  wound  and  splenectomy  was 
performed.  The  hemorrhage  was  so  severe  that  the  patient 
died  on  the  operating-table. 

In  this  case  also  the  patient's  death  was  due  to  secondary 
hemorrhage.  The  primary  condition  was  controlled  by  rest, 
the  clots  of  blood  and  omentum  having  brought  about  arrest 
of  the  primary  hemorrhage.  The  increased  mobility  and  con- 
sequent dislodgment  and  fragmentation  of  the  clots  led  to  a 
secondary  hemorrhage  which  proved  fatal. 

A  study  of  these  cases  and  my  sad  experience  in  cases  of 
splenectomy  led  me  to  believe  that  better  results  could  be  obtained 
by  encapsulating  the  spleen,  which  seemed  to  be  Nature's 
method  of  combating  this  condition. 

In  the  following  three  cases  of  hemorrhage  from  the  spleen, 
the  omentum  was  utilized  to  encapsulate  the  organ,  and  in  each 
ins  ance  secondary  hemorrhage  was  avoided,  the  patients 
making  a  successful  recovery. 

Case  III  (8218,  Feb.,  1907). — The  patient  came  to  the 
hospital  with  a  history  of  gunshot  wound,  one  of  the  bullets 
entering  the  left  side,  taking  a  direction  through  the  lower  part 
of  the  chest  to  the  kidney.  When  catheterized  the  urine  was 
found    to   contain    blood.     Under   general    anesthesia,    incision 
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was  made  along  the  outer  border  of  the  left  rectus  muscle.  The 
abdominal  cavity  was  filled  with  blood.  The  stomach,  and 
transverse  colon  were  examined,  and  no  perforation  found.  The 
spleen  was  examined  in  situ.  A  large  rent  was  found  along  the 
middle  portion.  The  splenic  adhesions  were  broken  up,  and 
the  organ  delivered  into  the  wound.  The  rent  caused  by  the 
bullet  almost  divided  the  spleen  into  two  equal  parts,  the  rent 
being  large  enough  to  admit  the  finger.  With  large  surgical 
needle  and  chromicized  catgut,  three  large  interrupted  sutures 
were  taken  through  the  entire  organ  and  were  tied,  and  the 
injured  margins  thus  approximated.  Suture  was  also  taken 
through  the  margin  of  the  spleen.  There  was  profuse  bleeding 
from  the  pulpy  portion,  as  well  as  from  the  surface  where  the 
capsule  had  been  removed. 

The  spleen  was  easily  delivered  and  extirpation  of  the  organ 
could  very  easily  have  been  made.  It  was,  however,  desired  to 
preserve  the  organ  if  possible.  The  omentum  was  brought  up 
and  wrapped  around  the  spleen  and  sutured,  covering  the  severed 
portions.  The  organ  thus  encapsulated  with  the  omentum  was 
returned  into  the  abdominal  cavity.  A  supplementary  stab 
wound  was  made  in  the  flank,  and  three  gauze  drains  placed  in 
the  dependent  portion  to  prevent  the  spleen  from  falling  down- 
ward. These  drains  took  their  exit  through  the  incision  in  the 
flank.  Gauze  pack  was  also  placed  above  and  in  front  of  the 
spleen,  these  packs  being  held  in  place  by  suture  through  the 
abdominal  wall  near  the  costal  margin.  These  packs  were 
allowed  to  come  through  the  surgical  abdominal  wound.  Closure 
of  the  wound  was  made  with  interrupted  silkworm-gut  suture,  a 
glass  drainage-tube  having  previously  been  placed  in  the  pelvis 
through  a  supplementary  suprapubic  opening. 

The  patient  recovered  from  the  eff"ects  of  this  operation, 
and  after  all  the  gauze  packs  were  removed  and  the  patient 
was  considered  convalescent  he  suddenly  became  ill  with  symp- 
toms of  bowel  obstruction.  The  peristaltic  intestinal  wave 
could  be  seen  through  the  abdominal  wall,  and  in  the  early 
stages  of  this  condition  the  patient  was  subjected  to  a  second 
laparotomy,  and  intestinal  adhesions,  which  had  formed  around 
the  glass  drainage-tube,  had  compressed  the  bowel  so  as  to 
completely  occlude  its  lumen.  These  adhesions  were  easily 
liberated,  the  denuded  surface  covered  over  with  Lembert 
suture,  and  abdominal  wound  closed  in  layers.  The  patient 
made  an  uninterrupted  recovery  from  this  condition,  and  left 
the  hospital  feeling  well.  I  had  occasion  to  see  him  some  months 
later,  when  he  stated  that  he  had  no  symptoms  or  pain  as  a 
result  of  his  injury. 

Case  IV  (2737,  July,  1907). — This  patient  while  trying  to  board 
a  street  car  slipped  and  fell  on  a  dinner-pail  which  he  was  carry- 
ing in  his  left  arm.  The  patient  when  brought  to  the  Hospital 
complained  of  pain  in  the  left  side  of  the  chest  and  in  the  hypo- 
chondriac region.     The  muscles  of  the  abdominal  parietes  were 
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rigid  and  were  on  guard  when  palpated.  In  the  lower  portion 
of  the  chest  on  the  left  side  was  a  large  area  of  dullness  surround- 
ing the  normal  splenic  dullness.  Patient  was  pale  and  anemic. 
Pulse  was  104,  respirations  34,  temperature  97.6°.  The  patient 
soon  became  much  weaker,  the  pain  became  more  severe,  the 
patient  presented  the  picture  of  one  in  shock.  Diagnosis  of 
ruptured  spleen  was  made,  and  the  patient  operated  on  for  this 
condition. 

Incision  was  made  along  the  border  of  the  left  rectus  muscle, 
and  the  exploring  hand  encountered  the  spleen  which  was 
ruptured.  The  spleen  was  loosened  from  its  normal  position, 
and  was  brought  forward  into  the  wound.  The  rupture  extended 
deeply  into  the  substance  of  the  spleen  and  gave  rise  to  a  great 
deal  of  hemorrhage.  The  spleen  was  sutured  through  and 
through  with  chromicized  catgut  and  tied  sufficiently  tight  to 
control  the  hemorrhage.  The  omentum  was  brought  forward 
and  wrapped  around  the  organ  and  sutured.  The  spleen  was 
then  replaced  in  the  cavity. 

A  supplementary  incision  was  made  in  the  flank  for  drainage 
of  the  splenic  region.  A  gauze  pack  was  placed  above  the  spleen, 
and  the  end  of  the  pack  allowed  to  come  through  the  laparotomy 
wound.  Wound  itself  was  closed  with  interrupted  silkworm- 
gut  sutures.  A  glass  drainage-tube  was  placed  through  sup- 
plementary stab  wound.  Patient  was  put  to  bed  in  a  critical 
condition.  For  some  days  the  patient  s  temperature  was  some- 
what elevated  above  normal,  but  after  the  original  drains  were 
all  removed  the  patient's  condition  improved  and  he  was  dis- 
charged from  the  hospital.  He  reported  at  the  hospital  several 
times,  was  in  good  condition,  and  has  left  for  Europe. 

Case  V  (4977,  Sept.,  1904). — The  patient,  a  colored  boy 
fifteen  years  of  age,  fell  from  a  scaffold  and  sustained  a  com- 
pound Colles'  fracture  of  right  arm,  a  simple  Colles'  fracture  of 
left  arm  and  severe  contusions  of  the  head  and  body.  Three 
hours  after  entering  hospital  he  complained  of  severe  pain  in 
the  back  and  abdomen,  and  a  diagnosis  of  rupture  of  spleen  was 
made.  The  patient's  mother  would  not  permit  operation. 
The  next  morning  the  patient's  record  was:  temperature  104.2°, 
respirations  42,  pulse  140,  and  the  mother  now  gave  her  consent 
to  operation,  which  was  undertaken  with  reluctance  and  as  a  last 
resort.  Rupture  of  spleen  was  found,  and  the  repair  was  quickly 
made  by  method  of  encapsulation.  The  patient  grew  gradually 
worse,  and  died  on  the  next  day. 

Case  VI  (4074,  Sept.,  1908). — The  patient,  male,  age  nineteen, 
entered  the  ward  with  a  history  of  having  been  struck  by  a  bolt 
over  the  ninth  rib  in  the  axillary  line;  he  also  gave  history  of 
malaria.  His  record  was:  temperature  100.6°  F.,  respirations  40, 
pulse  134,  leukocyte  count  20,000,  hemoglobin  75  per  cent: 
Patient  was  anemic,  respirations  costal  and  shallow,  abdominal 
muscles  rigid  and  tenderness  most  marked  in  the  left  hypo- 
chondrium;  bowels  had  moved  once  since  accident.     No  con- 
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tusion  or  marks  of  injury  over  body.  Diagnosis  of  rupture  of 
spleen  was  made,  and  patient  prepared  at  once  for  laparotomy. 

At  operation,  spleen  was  found  enlarged  and  a  stellate  rupture 
of  the  organ  was  present.  The  injury  was  repaired  by  the 
method  of  encapsulation,  suprapubic  and  flank  drainage  insti- 
tuted and  the  patient  put  to  bed  in  fairly  good  condition.  The 
patient  had  lost  a  great  deal  of  blood,  and  for  a  number  of  days 
his  pulse-rate  was  accelerated.  On  one  occasion  the  patient's 
temperature  rose  to  ioi.8°  F.,  but  there  were  no  symptoms  of 
peritonitis.  The  patient  is  now  completing  his  second  week  of 
convalescence,  his  condition  is  good,  and  a  complete  recovery 
is  anticipated.     (Patient  recovered.) 

The  three  cases  in  which  I  have  used  the  method  of  encap- 
sulation with  success  have  convinced  me  of  its  practical  value 
in  those  instances  in  which  it  is  desired  to  save  the  organ. 
Based  upon  the  experiences  as  reported  in  Case  I  and  II,  the 
method  is  useful  in  supporting  the  spleen  and  in  preventing 
secondary  hemorrhage.  The  report  may  be  supplemented  by 
synopses  of  other  cases  which  came  to  my  attention  and  which 
illustrate  a  number  of  interesting  points  in  regard  to  the  surgery 
of  the  spleen. 

Case  VII  (6528,  Nov.,  1904). — Patient  entered  hospital 
sufiFering  with  a  stab  wound  of  the  left  side  of  the  chest,  the 
penetrating  instrument  severing  three  ribs  in  the  mammary  line 
near  the  costal  margin.  The  patient  was  in  a  state  of  collapse 
with  grave  symptoms  of  hemorrhage.  He  was  pulseless,  the 
extremities  were  cold,  pupils  dilated  and  the  breathing  was 
stertorous.  Laparotomy  was  performed  as  a  last  resort.  The 
pleural  and  abdominal  cavities  were  filled  with  blood  and  upon 
examination  an  incised  wound  of  the  spleen  was  found.  The 
diaphragm  had  also  been  incised  and  in  addition  an  old  diaphrag- 
matic hernia  was  encountered,  the  pear-shaped  sac  extending 
into  the  pleural  cavity  and  containing  omentum.  The  hemor- 
rhage having  been  controlled,  drainage  of  pleural  and  abdominal 
cavities  established,  and  patient  put  to  bed  in  critical  con- 
dition. He  rallied  after  the  operation,  but  died  in  a  few  hours 
from  symptoms  of  hemorrhage  and  shock. 

Case  VIII  (1645,  May,  1904). — Patient  brought  to  hospital 
with  history  of  having  been  cut  by  another  man.  Examination 
showed  superficial  wound  of  left  cheek  and  also  a  stab  wound  in 
the  left  midaxillary  line  at  the  tenth  interspace  penetrating  into 
the  pleural  cavity  through  the  diaphragm  and  into  the  spleen. 
His  general  condition  was  good,  there  were  no  symptoms  of 
hemorrhage,  and  the  wounds  were  merely  treated  with  moist 
antiseptic  dressings.  The  patient  made  a  nice  recovery,  and 
left  the  hospital  in  ten  days. 

Case  IX  (3255,  Aug.,  1906). — The  patient  had  received  a 
stab  wound  on  the  left  side  at  the  location  of  the  eleventh  inter- 
space in  the  mammary  line.  The  omentum  was  found  prolapsed 
through  the  wound.     The  patient's  general  condition  was  good. 
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lyaparotomy  was  performed  by  Dr.  John  Young  Brown,  the 
incision  being  along  the  left  rectus  muscle  below  the  costal 
margin.  An  incised  wound  of  the  spleen  was  found,  and  the 
diaphragm  was  found  perforated.  The  hemorrhage  was  slight, 
and  there  was  no  other  injury  to  viscera.  A  portion  of  tenth 
rib  was  resected,  and  the  diaphragm  repaired  from  the  pleural 
side.  The  laparotomy  wound  was  closed  in  layers,  but  drainage 
w^as  established  through  the  wound  in  the  chest.  The  patient 
made  an  uninterrupted  recovery,  and  left  the  hospital  in  twenty 
days. 

Case  X  (4907,  Oct.,  1905). — The  patient  on  entering  the 
hospital  was  in  a  mild  degree  of  shock.  The  mucous  membranes 
of  mouth  were  pale,  and  the  patient  was  suffering  from  hemor- 
rhage. He  had  received  a  penetrating  stab  wound  in  the  post- 
axillary  Hne  on  the  left  side  between  the  tenth  and  the  twelfth 
ribs  involving  the  diaphragm  and  spleen.  Operation  was  per- 
formed by  Dr.  William  J.  Doyle.  Incision  along  left  rectus 
muscle,  abdomen  filled  with  blood.  Spleen  examined,  and 
wound  two  inches  long  found  on  posterior  surface.  The  wound 
in  the  diaphragm  was  inaccessible  for  closure  through  abdominal 
route,  being  located  posteriorly.  No  injury  to  other  abdominal 
viscera  found.  Splenic  hemorrhage  controlled  by  two  large 
packs.  Glass  drainage-tube  placed  into  pelvis  through  stab 
wound  over  pubes;  small  drain  placed  through  original  stab 
wound.  Postoperative  course  uninterrupted,  patient  leaving 
hospital  in  twenty-seven  days. 

Case  XI  (9174,  March,  1908). — Patient,  a  female,  age  eighteen, 
entered  hospital  with  multiple  incised  wounds  of  the  body. 
One  extended  from  the  posterior  axillary  hne  to  the  mammary 
line  through  the  intercostal  space  into  the  pleural  cavity  and  on  a 
level  with  the  nipple.  A  second  wound  also  on  the  left  side 
extended  across  the  chest  opening  wide  the  pleural  cavity;  the 
instrument  had  severed  the  diaphragm  and  had  cut  a  long 
gash  in  the  spleen.  Through  the  wounds  in  the  diaphragm  and 
the  chest,  the  spleen,  stomach  and  intestines  had  prolapsed.  Lapa- 
rotomy was  performed,  the  viscera  returned  and  all  wounds 
repaired.  The  patient  died  on  the  fifth  day  from  gangrene  of 
the  lung. 

Case  XII  (6054,  Nov.,  1907). — Patient  was  stabbed  in  left 
side  in  posterior  axillary  line  between  eighth  and  ninth  ribs. 
Exploration  with  the  finger  showed  injury  to  diaphragm  and 
spleen;  considerable  quantity  of  blood  in  pleural  cavity;  abdom- 
inal muscles  somewhat  rigid;  no  vomiting.  Wound  in  spleen 
packed  with  gauze.     Uninterrupted  recovery. 

Case  XIII  (1230,  May,  1906). — The  patient  entered  the 
hospital  with  two  gunshot  wounds  of  the  chest  near  and  above 
the  level  of  the  ensiform  cartilage.  The  wounds  were  self- 
inflicted.  Immediate  laparotomy.  Blood  found  in  peritoneal 
cavity,  also  jagged  wound  of  liver,  two  perforations  of  stomach, 
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two  perforations  of  colon  and  two  gunshot  wounds  of  spleen, 
one  of  the  bullets  still  remaining  in  the  spleen.  Wound  in  the 
liver  was  packed,  wounds  of  stomach  and  intestines  repaired 
and  spleen  extirpated.  Spleen  was  enlarged,  and  patient  gave 
history  of  malaria.  Death  occurred  on  second  day  from  shock 
and  peritonitis. 

Case  XIV  (1873,  June,  1905). — The  patient  tried  to  commit 
suicide  by  shooting  himself  in  the  left  side.  Bullet  entered  at 
fifth  rib  midaxillary  line  and  ranged  downward.  Operation 
performed  by  Dr.  William  J.  Doyle.  Diaphragm  was  injured, 
fragments  of  bone  shattering  the  spleen.  Patient  was  nearly 
exsanguinated.  Splenectomy  performed.  No  other  abdominal 
injury.  Drainage  instituted  through  wounds  in  chest  and 
diaphragm.  The  patient  lived  for  two  weeks,  dying  from 
pneumonia. 

Case  XV  (764,  April,  1907). — Patient  was  injured  by  an 
explosion.  There  were  two  large  penetrating  wounds  of  the 
abdomen.  Operation  performed  by  Dr.  J.  W.  Shankland. 
The  abdomen  was  filled  with  bloody  fecal  material.  Two  and  a 
half  feet  of  colon  resected,  anastomosis  by  use  of  Murphy  button. 
Spleen  was  injured,  repair  made  by  suturing  over  denuded 
portion  with  omentum.  Wound  in  kidney  packed  with  gauze. 
Patient  died  soon  after  operation  from  shock  and  hemorrhage. 

Case  XVI  (5927,  Oct.,  1904). — The  patient  had  received  a 
gunshot  wound  of  the  abdomen,  and  when  placed  on  operating- 
table  was  very  anemic  and  pulse  was  very  weak.  Median 
incision,  abdomen  filled  with  blood;  no  injury  to  hollow  viscera. 
Spleen  examined  and  large  stellate  wound  found.  Splenectomy 
performed  through  supplementary  incision.  Patient  died  on 
operating-table. 

Case  XVII  (936,  May,  1903). — This  patient,  a  female,  age 
thirty,  had  received  three  gunshot  wounds  of  the  chest.  One  of 
the  bullets  penetrated  the  abdominal  cavity  in  the  region  of  the 
spleen.  Laparotomy  was  performed  by  Dr.  Louis  Rassieur,  who 
iOund  no  other  visceral  injury  except  a  lace  ation  of  the  spleen. 
The  wound  in  the  spleen  wa  i  packed  with  gauze,  drainage  being 
established  through  opening  in  the  flank.  The  patient  developed 
symptoms  of  pleurisy  and  pneumonia,  but  finally  made  a  com- 
plete recovery. 

Case  XVIII  (1206,  May,  1908). — This  case  is  of  interest 
surgically  on  account  of  the  condition  of  wandering  spleen.  The 
patient  entered  the  hospLal  after  three  days  of  suffering,  the 
symptoms  being  those  of  acute  intestinal  obstruction.  She  also 
gave  a  history  of  chronic  malaria.  At  the  operation,  Avhich  was 
performed  by  Dr.  C.  H.  Shutt,  and  was  exploratory  in  nature, 
the  intestines  and  stomach  were  found  distended  with  gas. 
Examination  of  the  pelvis  revealed  a  spleen  five  times  the  normal 
size  which  had  become  incarcerated.  The  pancreas  lay  in  a 
longitudinal   instead   of   a   transverse   direction.     The   stomach 
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had  been  drawn  down,  and  the  intestines  had  become  twisted 
so  as  to  produce  a  condition  of  volvulus.  Peritonitis  was  present 
at  the  time  of  operation,  the  patient  dying  from  shock. 

Case  XIX  (9805,  March,  1908). — The  patient  entered  the 
hospital  in  a  semiconscious  condition  with  an  indefinite  history 
of  abdominal  pain.  There  were  symptoms  of  peritonitis,  and 
the  boy  was  running  a  pronounced  septic  course.  Pain  was 
referred  to  region  of  appendix  and  to  splenic  area.  Exploratory 
laparotomy  performed,  abdomen  containing  serosanguineous 
fluid.  Appendix  thick,  but  not  acutely  inflamed.  Region  of 
spleen  explored  through  supplementary  incision.  Spleen  slightly 
enlarged  and  mottled  as  if  by  infarction,  was  not  removed. 
Patient  died  on  second  day,  autopsy  showing  lymphatic  leukemia, 
hemorrhagic  ascites,  hemothorax,  infarction  of  spleen  with  areas 
of  softening,  enlarged  liver  showing  fatty  degeneration  and  small 
areas  of  atelectasis  of  lung. 

Case  XX  ( ). — The  patient  gave  a  history  of  old 

injury  to  the  side,  but  on  entering  the  hospital  his  symptoms  were 
those  of  malaria.  The  area  of  splenic  dullness  was  enlarged.  A 
pronounced  leukocytosis  indicated  the  presence  of  pus.  Laparot- 
omy was  performed,  and  a  large  splenic  abscess  was  encountered. 
The  abscess  was  drained,  the  patient  eventually  making  a 
recovery. 

Case  XXI  (3483,  August,  1905). — This  boy  came  to  the 
hospital  with  history  of  having  injured  his  left  side  while  swim- 
ming. He  was  able  to  walk  home,  but  gradually  grew  w^orse. 
Came  to  hospital  four  days  after  injury,  with  elevation  of 
temperature  and  peritonitis.  Operation  performed  by  Dr. 
John  Young  Brown.  Median  incision,  abdomen  filled  with 
blood  and  blood-clots.  vSpleen  was  ruptured  and  torn  com- 
pletely across.  Splenectomy  quickly  performed.  The  patient 
lived  for  seven  days,  dying  from  symptoms  of  peritonitis. 

Case  XXII  (7167,  January,  1906). — The  patient  arrived  at 
the  hospital  in  an  unconscious  condition,  having  been  struck 
by  a  locomotive.  Abdominal  muscles  rigid,  and  diagnosis  of 
internal  injuries  made,  with  possible  rupture  o  spleen.  Imme- 
diate operation.  Stomach  and  intestines  uninjured.  Rupture 
of  spleen  found,  and  splenectomy  performed.  Patient  died 
soon  after  operation  from  hemorrhage  and  shock.  At  autopsy 
subperitoneal  fractures  of  the  liver  were  found,  also  ruptured 
and  contused  diaphragm  and  fracture  of  several  ribs. 

Case  XXIII  (471 1,  October,  1905.) — While  engaged  in  carry- 
ing freight,  patient  slipped  and  struck  side  and  lower  ribs  on 
edge  of  car.  When  he  entered  hospital  pulse  was  rapid,  abdomen 
distended,  muscles  rigid  and  painful  on  pressure,  dullness  over 
lower  half  of  abdomen.  Operation  by  Ur.  William  J.  Doyle. 
Median  incision.  Blood  found  in  lower  half  of  abdomen,  but  not 
in  upper  half.  Spleen  which  was  considerably  enlarged  was 
found  ruptured.      Rectus  muscles  severed  transversely  to  permit 
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of  greater  room.  Splenectomy  performed.  The  patient's  course 
atter  the  first  week  was  practically  normal  and  he  made  a  ^ood 
recovery.  This  case  was  followed  for  three  vears,  and  blood 
exammations  were  made  from  time  to  time.  "Splenectomy  did 
not  seem  to  impair  his  health. 

Case  XXIV,  (2603,  July,  1905).— When  admitted  to  the 
hospital  the  patient  was  suffering  from  shock,  great  pain  and 
symptoms  of  internal  hemorrhage  and  injury.  He  had  been 
run  over  by  a  wagon.  Operation  performed  by  Dr.  John  Young 
Brown  Median  incision.  Abdominal  cavity  filled  with  blood 
VV  ound  found  m  liver  which  was  plugged  with  gauze.  Spleen 
found  ruptured,  and  splenectomy  quickly  performed.  After 
the  first  week  his  record  was  practically  normal,  the  patient 
making  a  good  recovery. 

A  review  of  the  cases  thus  briefly  presented  emphasizes  the 
seriousness  of  injury  to  the  spleen  and  the  necessity  for  early 
operation.  In  the  absence  of  positive  signs,  exploratory  laparot- 
omy is  distinctly  indicated.  If  the  spleen  alone  is  involved 
and  the  patient's  condition  warrants,  the  method  of  encapsulating 
the  spleen  with  omentum  is  advoca  ed  for  the  following  reasons, 
viz. : 

That  the  spleen  need  not  necessarily  be  sacrificed  in  the  control 
of  hemorrhage;  that  portions  of  the  spleen  may  be  removed,  and 
when  thus  treated  splenectomy  need  not  necessarily  be  per- 
formed; that  the  danger  of  secondary  hemorrhage  is  very  greatly 
lessened,  and  that  favorable  results  in  suitable  cases  seem  to 
warrant  a  continuation  of  the  use  of  the  method. 
St.  Loms  City  Hospital. 
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A  SHORT  HISTORY   AND  REPORT  OF   ALL  RECORDED  CASES 

TO  JANUARY  i,  1908. 

BY 

J.  H.  CARSTENS,  M.  D., 

Detroit,  Mich. 

Looking  over  the  reports  of  the  cases  of  fibroid  tumors  com- 
plicating pregnancy,  I  notice  that  nearly  all  were  subject  to 
abdominal  section.  Only  a  few,  especially  of  the  older  cases, 
reported  obstruction  during  labor,  and  these  were  not  subject  to 

'Read  before  the  American  Association  of  Obstetricians  and  Gynecologists,  at 
Baltimore,  September  22,  1908.  8     =>  '^'- 

^  Owing  to  lack  of  space  it  has  been  impossible  to  include  in  the  Journal  the 
text  of  five  hundred  and  sixteen  cases  cited  by  Dr.  Carstens.     These  case  sum- 
maries will  be  included  in  the  author's  reprints  and  in  the  volume  of  "  Transac- 
tions of  the  American  Association  of  Obstetricians  and  Gynecologists"  for  1008 
in  which  the  paper  will  appear  in  full.— Ed.  -  e,  y     , 


448       CARSTENS:    FIBROID    TUMORS    COMPLICATING    PREGNANCY. 

operation.  Sometimes  hemorrhages  or  difficulties  in  removing 
the  placenta  were  recorded;  sometimes  also  mention  is  made 
that  the  tumor  or  tumors  were  removed  at  the  time  of  birth  or 
shortly  afterward  per  vagina;  in  some  cases  virtually  nothing  is 
stated  about  the  final  outcome  and  results.  Of  these  cases  there 
are  i8  also  put  on  record,  but  I  have  not  tabulated  them. 

Some  of  the  reports  are  very  imperfect,  in  not  stating  defi- 
nitely the  exact  operation  performed  nor  the  result,  and  in 
others  the  age  of  the  patient  is  not  given  nor  the  number  of 
children  she  had  had  previously.  It  was  quite  a  difficult  task 
to  put  them  under  the  correct  heading.  A  few  had  to  be  left  out 
altogether  for  this  reason,  but  every  single  case  is  mentioned  in 
the  alphabetic  list. 

I  have  had  the  most  thorough  search  made  for  every  case  to  its 
original  publication.  I  do  not  believe  any  case  ever  published 
has  been  overlooked,  though  it  is  possible  that  a  few  cases  have 
escaped,  but  I  am  sure  that  this  list  of  all  cases  ever  published 
is  as  accurate  as  it  is  possible  to  get.  It  is  remarkable  how  the 
last  ten  or  fifteen  years  have  increased  the  number  of  the  reported 
cases  and  the  large  number  some  men  have  been  able  to  see. 

What  interests  us  especially  are  the  surgical  cases,  that  is, 
those  subjected  to 

ABDOMINAL   SECTION. 

The  tabulated  number  of  cases  in  my  report  is  516  and  of 
these  498  were  subjected  to  various  abdominal  operations.  Of 
these  there  were  117 

.\T  FULL  TERM. 

(or  nearly  so).     Of  this  number  eighteen  died. 

The  number  of  living  children  of  this  class  was  eighty-nine. 
The  number  of  children  that  died  or  that  were  dead  at  the  time 
of  the  operation  was  eleven  and  in  seventeen  cases  the  result  to 
children  was  not  stated. 

Forty  of  these  cases  were  subjected  to  Cesarean  section,  and 
of  these  five  died.  Nearly  all  these  cases  had  myomectomy  also 
done,  but  the  uterus  was  preserved  by  doing  a  classical  Cesarean 
section.  All  the  other  cases  were  subjected  to  a  Porro  operation; 
that  is,  the  uterus  was  opened,  the  child  extracted,  and  than  the 
uterus  removed. 

LESS   THAN    SEVEN    .MONTHS. 

I  had  some  trouble  in  deciding  how  I  should  classify  the  other 
cases  according  to  the  months  they  were  pregnant — before  three 
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months  or  before  four  and  one-half  months  and  those  after 
this  time. 

In  order  not  to  make  this  paper  too  long,  and  as  I  could  see 
no  use  in  having  this  fine  classification,  it  seemed  to  make  no 
difference  whether  the  patient  was  two,  four  or  six  months 
pregnant;  I  finally  decided  the  best  way  would  be  to  group  them 
all  under  one  head  and  tabulate  those  cases  where  the  child  was 
not  viable,  and  so  list  all  the  rest  of  the  cases  at  less  than  seven 
months. 

Of  this  number  381  were  subject  to  various  kinds  of  operation. 
Of  these  355  recovered  and  twenty-six  died.  One  hundred  and 
fifty  were  subjected  to  myomectomy  with  thirteen  deaths ;  twenty- 
two  aborted  after  the  operation,  but  recovered  all  except  three. 
The  rest  recovered  and  eighty-six  of  these  were  delivered  at  full 
term,  one  of  which  died  as  the  result  of  confinement.  In  the 
other  cases — that  is,  the  thirty-two  remaining  cases — no  record 
is  made  of  the  final  outcome.  Of  the  eighty-six  cases — subject 
to  myomectomy  and  then  delivered  at  full  term,  it  is  most  re- 
markable that  there  were  ihree  cases  of  twins. 

I  also  had  some  trouble  in  classifying  the  operations.  Some 
of  them  just  stated  that  a  Porro  operation  w^as  done.  Some  of 
them  never  mentioned  that,  but  stated  abdominal  section  or 
superpubic  hysterectomy  and  various  other  names.  In  some  of 
these  cases  the  child  was  extracted,  and  then  the  uterus  removed. 
In  other  cases  the  pregnant  uterus  and  tumor  were  removed 
en  masse.  In  some  instances,  also  of  the  latter  kind,  pregnancy 
had  not  been  diagnosticated,  and  was  only  found  after  the  uterus 
was  opened. 

Altogether  I  found  fifty-eight  cases  under  the  heading  of 
Porro  operation.  Of  these  five  died.  All  the  other  cases — that 
is,  204 — were  put  down  as  abdominal  hysterectomies.  In  a  very 
few  cases  total  hysterectomy  was  performed.  I  did  not  think 
it  was  worth  while  to  separate  them.  All  the  rest  were  ampu- 
tated at  the  cervix.     Nineteen  of  these  cases  died. 

RARE   CASES. 

One  was  that  of  T.  K.  Holmes,  who  found  tubal  pregnancy 
complicating  fibroids.  Abdominal  hysterectomy  was  per- 
formed with  recovery. 

An  unique  case  was  that  of  Wm.  Jepson,  where  triplets  were 
found.     This  was  also  subject  to  abdominal  hysterectomy. 

Also,  cases  of  twins  have  been  reported. 
6 
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Several  cases  are  reported  as  fibroids  that  absorbed  or  dis- 
appeared during  pregnancy  (or  immediately  afterward)  which, 
however,  must  be  taken  with  a  good  deal  of  allowance  although 
there  are  only  a  few  cases  mentioned.  I  believe  that  most  of 
such  cases  were  mistaken  diagnoses,  and  were  probably  pus 
tubes  and  exudates  that  were  absorbed  during  pregnancy. 


RESUME. 

Total    number    of    cases    subject    to 
abdominal  section, 
Full  term  (or  nearly  so). 
Recovered,  98 

Died,  17 


498 


117 


117 

Children  living, 
Children  dead, 
Children  not  stated. 

89 
II 

17 

117 

Cesarean  section, 
Recovered, 
Died, 

40 

35 

5 

Porro, 

Recovered, 
Died, 

40 
58 
53 

5 

Not  stated  positively, 

58 

19 

117 


Pregnant  less  than  seven  months, 


number  of  cases, 

Myomectomy, 

Aborted, 

22 

Died, 

13 

Went  to  full  term, 

85 

Not  stated. 

30 

381 


150 


150 
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Cases  subject  to  abdominal  hysterectomy  sometimes  pre- 
ceded by  a  Porro,  at  other  times  tumor  and  uterus  removed 
en  masse.     Exact  operation  not  stated. 


Total, 

Abdominal  hysterectomy  (Porro), 
Abdominal  hysterectomy,  died,  19 
Not  stated, 


231 


Total  number  of  cases. 
Full  term. 
Less  than  seven  months. 


204 

27 


231 
498 


117 
381 


498 


Recovered. 
Cesarean  section  or  Porro  full  term,  99 

Myomectomy,  j^^ 

Abdominal  hystertetomy  (Porro),  185 


Not  stated. 


421 


Died. 
18 
13 
19 

50 


27 


Grand  total. 


498 


CONCLUSIONS. 


From  this  large  list  of  cases  it  seems  to  me  we  can  safely  draw 
the  following  conclusions: 

1.  Operations  for  fibroid  tumors  during  pregnancy  are  not 
more  dangerous  than  operations  without  that  condition. 

2.  Operation  during  pregnancy  is  indicated  in  fibroids  of  the 
lower  uterine  segment,  and  should  consist  of  enucleation  of  the 
tumor  only. 

3.  Cases  of  fibroids  at  the  fundus  can  be  allowed  to  be  un- 
disturbed, unless  rapid  growth  will  cause  interference  with  the 
functions  of  life. 
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A  MONTH  AT  BUMM'S  KLINIK,  BERLIN.* 

BY 

CATHARINE  MACFARLANE,  M.  D., 

Philadelphia,  Pa. 

It  was  my  privilege  to  spend  the  month  of  October,  1908,  in 
Bumm's  Klinik,  Berlin.  Geheimerath  Bumm  is  in  charge  of 
the  obstetrical  and  gynecological  sections  of  the  Royal  Charite. 

The  work  in  these  sections  is  divided  among  four  resident  assist- 
ants. One  assistant  has  charge  of  the  confinement  room;  one  of 
the  puerperal  wards;  a  third  of  the  aseptic  gynecological  operating 
room  and  wards;  the  fourth  of  the  septic  gynecological  operating 
room  and  wards.  There  are  one  or  two  internes  under  each  assist- 
ant; in  the  confinement  room,  one  interne  is  on  duty  during  the 
day,  another  during  the  night. 

The  confinement  room  of  the  Charity  contains  six  beds  and  two 
operating  tables;  there  were  about  250  confinements  in  October. 

The  aseptic  technic  observed  throughout  the  Klinik  was  most 
rigid.  Painted  on  the  wall  over  each  scrubbing  stand  was  the 
legend — 

"Hot  water,  soap  and  brush,  five  minutes. 

"Clean  nails. 

"Hot   water,    soap   and   brush,    three    minutes. 

"Rub  dry  with  sterile  towel. 

"Alcohol,  five  minutes. 

"Bichlorid,  three  minutes." 

The  alcohol  used  is  70  per  cent,  and  the  bichlorid  i-iooo. 
Short  rubber  gloves  are  worn  for  all  examinations,  deliveries  and 
minor  operations;  for  intrauterine  manipulations  or  for  abdomi- 
nal operations,  rubber  cuffs  reaching  from  wrist  to  elbow  are 
worn  in  addition  to  the  gloves. 

Bumm  has  a  special  method  of  saving  the  perineum — his 
Dammschiitz — which  proved  very  efficacious  in  Berlin.  The 
method  consists  in  pressing  the  thumb  and  index  finger  of  the 
right  hand  against  the  perineum  about  4  cm.  behind  the  com- 
missure during  each  pain,  thus  retarding  the  advance  of  the  brow. 
This  pressure  is  applied  until  the  occiput  and  parietal  eminences 
*Read  before  the  Obstetrical  Society,  Philadelphia,  February,  1909. 
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are  delivered.  When  this  occurs  the  brow  is  allowed  to  escape, 
the  head  thus  clears  the  orifice  with  its  smallest  or  suboccipito- 
frontal   diameter. 

All  the  deliveries  that  I  saw  were  made  in  the  dorsal  position. 
A  pair  of  spring  chains  with  handles  was  fastened  to  the  foot  of 
each  bed,  forming  a  substantial  obstetric  puller.  A  firm,  round 
cushion  was  slipped  under  the  pat  ent's  buttocks  for  examina- 
tions at  the  pelvic  brim. 

Bumm's  treatment  of  the  placental  stage  is  expectant;  if  there 
is  no  bleeding,  the  detachment  of  the  placenta  is  left  entirely  to 
the  uterine  contractions.  The  condition  of  the  uterus  is  con- 
trolled from  time  to  time;  if  relaxed,  it  is  gently  rubbed  through 
the  abdominal  wall.  When  it  becomes  evident  from  the  change 
in  form  of  the  uterus  that  the  placenta  is  detached,  then 
Crede's  expression  is  practised.  He  claims  that  premature 
efforts  at  Crede's  expression  lead  to  atonic  bleeding  and  reten- 
tion of  portions  of  the  placenta. 

Ergot  was  not  given  in  normal  cases.  The  operative  cases  re- 
ceived ergotin  by  hypodermic  in  the  buttock  as  soon  as  the  child 
was  born. 

Perineal  tears  were  repaired  immediately  or  within  the  first 
twenty-four  hours,  also  cervical  tears  in  operative  cases.  The 
cervix  was  not  examined  after  normal  deliveries  unless  there  was 
bleeding.  The  patient's  knees  were  tied  after  perineal  operations 
and  the  stitches  were  not  examined  until  the  eighth  day,  when 
they  were  removed. 

Tarnier's  axis  traction  forceps  were  used  exclusively,  even  foi 
low  forceps  cases.  If  the  urine  is  bloody  after  an  operative  case, 
a  permanent  catheter  is  inserted   until  it  becomes  clear. 

Labor  was  induced  several  times  for  heart  and  lung  disease; 
in  the  early  months  laminaria  tents  were   used,   later  Hegar 
dilators  and  balloons. 

Six  cases  of  eclampsia  were  brought  in  during  the  month,  two 
of  these  were  nonalbuminuric.  During  the  convulsions  a  rub- 
ber wedge  was  placed  between  the  patient's  teeth.  At  the  end 
of  the  convulsion,  the  mouth  and  pharynx  were  swabbed  out 
to  remove  mucus  and  artificial  respiration  was  employed  if 
breathing  was  arrested.  Bumm  holds  that  the  only  successful 
treatment  of  eclampsia  is  emptying  the  uterus.  When  convul- 
sions commence  during  pregnancy  or  early  in  labor  before  the 
cervix  is  effaced,  he  performs  vaginal  Cesarean  section,  followed 
bv  version  and  manual  extraction. 
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If  the  cervix  is  effaced  but  not  completely  dilated,  he  uses 
Bossi's  dilator  or  a  balloon.  When  the  convulsions  commence 
toward  the  end  of  labor,  he  extracts  rapidly  by  forceps. 

His  postoperative  treatment  of  eclampsia  consists  in  elevat- 
ing the  foot  of  the  bed  and  administering  salt  solution  by  hypo- 
dermoclysis;  chloral  by  rectum;  morphin,  digalen  and  caffein 
by  hypodermic.  Moist  cloths  were  kept  on  the  patient's  lips 
constantly,  and  in  only  one  case  was  an  attempt  made  to  induce 
sweating  by  an  electric  thermophor. 

Tw^o  of  the  eclampsia  cases  died ;  one  of  these  had  been  delivered 
by  vaginal  Cesarean  section;  the  operation  was  followed  by  com- 
plete anuria.  Thirty-six  hours  after  delivery  an  Edebohls  opera- 
tion was  performed.  There  was  slight  tension  of  the  capsule  of 
one  kidney,  the  other  kidney  was  so  soft  and  its  capsule  so  deli- 
cate that  it  could  not  be  peeled  off. 

Bumm's  managment  of  labor  in  contracted  pelves:  He  no 
longer  induces  premature  labor  in  the  Klinik  patients,  but  allows 
the  women  to  fall  into  labor  naturally,  then  terminates  the  labor 
by  whatever  operation  is  indicated. 

To  quote  from  his  clinical  lecture :  "In  women  with  contracted 
pelves,  labor  is  divided  into  three  periods — a  period  of  dilatation, 
a  period  of  expulsion,  and  between  these  a  period  of  configura- 
tion. One  must  not  operate  too  early;  if  the  woman  has  strong 
pains,  a  seemingly  great  disproportion  may  be  overcome; 
when  the  pains  become  poor  and  you  are  convinced  that  she  can- 
not  be   delivered   spontaneously,    then   interfere." 

When  this  point  is  reached,  Bumm  teaches  that  the  woman 
should  be  anesthetized  and  carefully  examined  to  determine 
the  exact  degree  of  disproportion;  if  possible,  the  operation  in- 
dicated should  be  proceeded  with  at  once  so  that  the  woman 
may  not  wake  up  again  in  pain. 

For  a  moderate  disproportion  he  employs  version  and  manual 
extraction. 

For  a  greater  disproportion,  c.v.  7  to  9,  he  performs  pubiotomy, 
piovided  dilatation  is  complete.  After  this  operation,  multiparas 
are  delivered  rapidly  by  forceps;  but  in  primiparae  the  expulsion 
of  the  child  is  left  to  the  uterine  contractions  because  his  ex- 
perience has  been  that  rapid  delivery  in  primiparae  after  pubi- 
otomy results  in  serious  lacerations  of  the  soft  parts.  According 
to  Bumm,  "pubiotomy  is  a  poor  operation  for  primiparae  with 
poor  pains." 

For  a  true  conjugate  of  6  to  6  1/2  cm.  he  employs  Frank's 
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extraperitoneal  Cesarean  section  and,  for  this  also,  complete 
dilatation  is  essential. 

He  reserves  the  classical  Cesarean  section  for  cases  with 
unruptured  membranes  which  have  not  been  examined  internally. 

Bumm  performed  one  pubiotomy  during  my  stay  in  Berlin;  the 
patient  got  out  of  bed  on  the  eleventh  night  to  pick  up  her  baby 
who  was  crying — she  was  none  the  worse  for  it  and  was  allowed 
to  get  up  subsequently. 

I  saw  three  women  delivered  spontaneously,  each  of  her 
second  child,  each  having  had  pubiotomy  performed  with  her 
first  child.  These  cases  seem  to  point  to  a  permanent  enlarge- 
ment of  the  pelvis  by  this  operation.  The  women  had  no 
difficulty  in  walking;  upon  examining  them  a  distinct  groove 
could  be  felt  in  the  horizontal  ramus  of  the  left  pubic  bone. 

Bumm's  treatment  of  puerperal  infection:  As  soon  as  a  local 
infection  is  diagnosed,  the  patient  is  lifted  out  of  bed  upon  an 
examining  table,  the  external  genitalia  are  thoroughly  disin- 
fected and  examined  for  infected  ulcers;  a  posterior  vaginal 
retractor  is  inserted  and  the  cervix  and  vaginal  wall  inspected; 
after  douching  the  vagina  and  cleansing  the  surface  of  the  cervix 
with  sublimate  alcohol,  a  Doderlein  tube  is  inserted  into  the 
uterine  cavity  and  the  secretion  present  is  drawn  up  into  it. 
Smear  preparations  and  bouillon  cultures  are  made  immediately 
from  the  contents  of  this  tube. 

If  gonococci  are  found,  the  establishment  breathes  a  sigh  of 
relief;  the  treatment  consists  of  rest  in  bed  for  four  weeks  with 
hot  compresses  over  the  lower  abdomen. 

If  saprophytic  organisms  are  found,  a  three-quart  intra- 
uterine douche  of  aluminum  acetate  (3  per  cent.)  is  given,  followed 
by  50  per  cent,  alcohol  (one  quart).  An  ice-bag  is  applied  over 
the  abdomen  and  ergotin  is  given  by  mouth.  The  patient  is 
kept  quiet  in  bed  and  the  bowels  are  moved  daily. 

If  streptococci  are  found,  they  give  one  dose  of  antistreptococcic 
serum,  using  60  c.c.  of  a  polyvalent  serum  of  Hochst. 

I  saw  Bumm  do  a  Porro  operation,  removing  a  septic  uterus 
containing  saprophytic  organisms,  streptococci  and  placental 
fragments. 

A  case  of  pyemia  following  criminal  abortion  was  treated  with 
intravenous  injections  of  collargol.  The  case  went  from  bad  to 
worse  and  Bumm  finally  operated,  tying  the  pelvic  veins  on  the  left 
side — the  ovarian,  hypogastric  and  middle  iliac.  There  was  no 
improvement,  the  woman  finally  died  and  at  autopsy  the  infected 
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blood -clot  was  found  extending  through  the  internal  iliac, 
common  iliac  and  even  into  the  vena  cava.  The  specimen  was 
presented  at  the  gynecological  society,  and  in  the  discussion 
Bumm  stated  that  this  case  had  taught  him  to  ligate  the  veins 
higher  up  and  that  he  would  not  hesitate  in  his  next  case  to  tie 
the  common  iliac  vein,  believing  that  a  collateral  circulation 
would  be  established  through  the  veins  of  the  buttock  and  spinal 
canal.  Olshausen  criticized  this  plan  as  liable  to  result  in 
grangrene  of  the  leg,  but  Bumm  stated  that  he  had  twice  tied 
the  common  iliac  vein  for  other  conditions  without  the  occurrence 
of  gangrene. 

Their  operation  for  diffuse  streptococcus  peritonitis  is  sim- 
plicity itself;  they  make  an  incision  in  the  right  groin  about  one 
inch  in  length  close  to  Poupart's  ligament.  They  insert  a 
Boslar's  sound  through  this  incision  and  slip  it  between  the 
intestines  and  anterior  abdominal  wall  toward  the  median  line, 
close  above  the  symphysis;  they  cut  down  upon  the  end  of  the 
sound  here,  thread  a  drainage  tube  on  it  and  draw  sound  and 
drainage  tube  back  through  the  original  opening.  The  sound 
is  again  inserted  in  the  median  line,  its  point  is  pushed  against  the 
abdominal  wall  above  the  left  Poupart's  ligament,  cut  down 
upon,  threaded  with  a  drainage  tube,  which  is  withdrawn  as 
before.  In  like  manner,  incisions  are  made  over  the  sound  in 
the  right  and  left  hypochondriac  regions  and  drainage  tubes  are 
inserted. 

This  completes  the  operation;  a  copious  gauze  dressing  is 
applied. 

They  no  longer  perform  extensive  operations  for  peritonitis, 
and,  above  all,  they  no  longer  irrigate.  They  have  abandoned 
irrigation  because  of  the  shock  to  the  peritoneum,  and  the  danger 
of  rendering  the  streptococcus  poison  more  soluble.  According 
to  Bumm,  the  chief  object  in  the  treatment  of  peritonitis  is  to 
give  opportunity  for  the  free  escape  of  pus. 

I  saw  three  ectopic  pregnancies  operated  upon;  one  was  a 
broad  ligament  pregnancy  at  five  months,  the  other  two  were 
cases  of  early  rupture,  the  patients  being  brought  to  the  Klinik 
in  collapse  with  their  abdomens  full  of  blood. 

The  diagnosis  of  the  last  two  cases  was  established  positively 
by  exploratory  puncture,  which  they  employ  freely.  The 
patients  were  operated  upon  in  the  usual  way  and  both  patients 
died  about  one  week  after  operation.  In  each  case  the  autopsy 
showed  free  blood  in  the  pleural  cavities  and  evidences  of  rupture 
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of  a  blood-vessel  in  the  pleuropericardium.  The  rupture  of  these 
vessels  was  attributed  to  the  profound  anemia  and  weakening 
of  the  vessel -wall. 

The  patients  had  received  two  quarts  of  salt  solution  daily 
since  the  operation  and  digaten  by  hypodermic. 

Bumm's  gynecology  is  brilliant  and  sane.  He  uses  the  median 
and  the  Pfannenstiel  abdominal  incisions  with  equal  frequency. 

For  movable  retroversion  he  performs  Alexander's  operation. 
For  adherent  retroversion  he  performs  an  intraabdominal 
shortening  of  the  round  ligaments,  which  differs  from  the  Gillian 
operation  in  that  the  fascia  is  not  punctured.  The  looped  round 
ligament  is  drawn  through  an  opening  in  the  peritoneum  and 
muscle  and  is  sewn  to  the  under  side  of  the  fascia. 

He  does  not  perform  ventrosuspension  in  the  child-bearing 
period,  and  does  not  perform  vaginofixation  at  all.  For  ex- 
treme cases  of  precidentia  he  does  a  vaginal  total  extirpation. 

He  did  three  Werthheims  during  my  stay.  Before  advising 
operation  for  uterine  cancer  he  makes  a  cystoscopic  examination, 
and  if  edema  bullosum  is  found,  the  case  is  condemned  as 
inoperable. 

For  chronic  metritis  with  profuse  bleeding,  he  performed  a 
vaginal  total  extirpation.  He  had  the  uterus  out  in  three 
minutes,  but  took  about  forty-five  minutes  to  tie  vessels  and 
close  the  wound. 

Silk  was  used  for  the  fascia  of  the  abdominal  wall  and  silver 
bronze  wire  or  metal  clips  for  the  skin. 

Most  of  his  cases  were  operated  upon  under  spinal  anesthesia, 
and  he  specially  commends  this  method  for  operations  on  old 
women  and  for  Werthheim  operations.  It  is  contraindicated  in 
the  young  or  in  apprehensive  private  patients.  The  duration  of 
the  anesthesia  averaged  about  50  minutes,  and  if  this  were  not 
sufficiently  long,  chloroform  or  ether  was  given  at  the  end. 

Bumm  is  a  brilliant  and  inspiring  lecturer;  his  assistant  in  the 
maternity,  Stabsarzt  Rieck,  is  an  excellent  teacher,  and  was 
most  courteous  in  giving  us  all  the  opportunities  available.  A 
favorite  bureau  of  information  was  the  genial  head  nurse  of  the 
confinement  room,  Schwester  Marie. 

132  South  Eighteenth  Street. 
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FIBROID  TUMOR  OF  THE  UTERUS    SIMULATING 
PREGNANCY.^ 

BY 

RUFUS  B.  HALL,  M.  D., 

Cincinnati,  Ohio. 

It  is  unusual  for  a  patient  who  has  been  the  subject  of^a 
fibroid  tumor  for  three  or  four  years  to  suddenly  cease  men- 
struating and  within  a  few  weeks  thereafter  develop  all  the  usual 
symptoms  of  pregnancy  when  pregnancy  does  not  exist.  A 
short  clinical  report  of  such  a  case  will  be  of  interest. 

The  patient,  Mrs.  P.,  was  thirty-seven  years  of  age;  married 
fifteen  years;  had  had  no  children  and  no  miscarriages.  She  had 
been  conscious  of  some  pelvic  disease  for  about  four  years.  Her 
attention  was  first  directed  to  her  present  ailment  by  a  dis- 
comfort in  her  back  at  her  menstrual  periods  which  were  pro- 
longed a  day  over  the  usual  time,  which  was  three  days.  After  a 
year  or  so  she  noticed  that  the  periods,  came  two  or  three  days 
earlier  and  lasted  for  a  day  or  two  longer,  with  a  greater  flow  at 
each  period.  Early  in  1907  she  first  observed  a  small  lump 
above  the  pubes  near  the  middle  line  of  the  abdomen.  After 
this  she  consulted  her  physician  and  he  informed  her  that  she 
had  a  fibroid  tumor  of  the  uterus  which  practically  filled  the 
pelvic  cavity,  but  as  she  was  not  suffering  much  and  the  loss  of 
blood  was  not  excessive  he  did  not  urge  an  immediate  operation. 

She  did  not  notice  any  increase  in  the  size  of  her  tumor  or  any 
inconvenience  until  early  in  March,  1908.  Her  last  menstrual 
period  was  February  fifth  to  eleventh,  but  she  says  that  the  flow 
was  very  scant — only  a  little  flow  the  first  day  and  each  succeeding 
day  just  enough  to  stain  the  linen — while  formerly  for  more  than 
a  year  the  flow  had  been  excessive.  Three  weeks  later,  March 
second,  she  had  a  stain  on  the  napkin  as  large  as  a  silver  half- 
dollar.  Two  days  before  this  date  she  had  morning  sickness 
and  vomited.  She  had  observed  for  more  than  two  weeks  that 
her  breasts  were  enlarged  somewhat  and  she  suspected  that  she 
was  pregnant. 

After  March  second,  she  had  morning  sickness  every  two  or 
three  days  until  the  twentieth.  After  that  date  she  had  morn- 
ing sickness  almost  every  day,  and  occasionally  she  would  be 

'  Read  at  the  twenty-first  annual  meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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sick  at  her  stomach  in  the  evening  as  well.  She  was  a  small, 
lean  woman,  normally  weighing  about  one-hundred  pounds  and 
a  brunette.  She  and  her  husband  were  exceedingly  anxious  to 
raise  children. 

She  was  examined  by  two  good  practitioners  of  medicine  before 
she  came  to  me  and  they  both  believed  that  she  was  pregnant  in 
the  upper  half  of  a  fibroid  uterus.  When  she  consulted  me  the 
breasts  were  firm  and  she  said  one-third  larger  than  normal. 
The  areola  around  the  nipple  was  very  dark,  the  nipples  were 
much  larger  than  normal,  and  by  the  least  effort  one  could 
squeeze  secretion  from  them.  She  was  not  alarmed  at  her  condi- 
tion and  only  sought  my  advice  at  the  suggestion  of  her  physician, 
because  he  informed  her  that  if  the  pregnancy  was  permitted 
to  go  on,  she  could  not  be  delivered  without  a  surgical  operation. 
She  felt  as  well  as  usual  excepting  the  morning  sickness  before 
described. 

Upon  physical  examination  it  was  found  that  she  had  a  multi- 
nodular fibroid  of  the  uterus  just  filling  the  pelvic  cavity.  Above 
this  and  extending  somewhat  to  the  patient's  left  side  was  a 
second  tumor  a  little  larger  than  the  first;  the  latter  being  soft 
and  elastic  and  feeling  very  much  like  a  pregnant  uterus.  The 
entire  lower  half  of  the  tumor  including  the  cervix  appeared 
hard  as  a  fibroid  tumor  should.  The  whole  upper  half  was  as 
above  described.  I  had  little  hesitation  in  pronouncing  her 
pregnant  in  the  upper  segment  of  the  fibroid  uterus,  the  lower 
portion  of  which  could  not  be  lifted  out  of  the  pelvic  cavity.  I 
advised  an  immediate  hysterectomy.  She  went  to  the  hospital 
April  27,  1908,  and  was  operated  the  thirtieth. 

When  the  abdomen  was  opened,  there  were  no  adhesions  to  the 
tumor.  The  lower  half  of  the  tumor  developed  partly  beneath 
the  folds  of  the  right  broad  ligament,  which  accounted  for  the 
inability  to  lift  the  tumor  up.  The  upper  half  had  the  appear- 
ance of  a  pregnant  uterus.  I  proceeded  with  the  operation  of 
hysterectomy,  believing  that  she  was  pregnant,  and  was  not  able 
to  correct  the  diagnosis  until  after  I  cut  into  the  tumor.  The 
supposed  pregnant  part  had  for  some  reason  recently  grown  very 
rapidly,  and  was  soft  and  much  darker  in  color  than  the  remain- 
ing part  of  the  tumor,  which  was  the  usual  multinodular  fibroid  of 
the  uterus. 

In  commenting  upon  this  case,  one  is  reminded  how  exceed- 
ingly difficult  it  is  to  make  a  diagnosis  of  pregnancy  before  the 
heart  sounds  of  the  fetus  can  be  heard.     Again,  we  are  forcibly 
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reminded  that  all  signs  of  pregnancy,  excepting  the  one  just 
menfoned   may  be  simulated  so  perfectly  that  the  most  expe 

c  rfaTnthrtr'-'  T  '"  '"^  "^'^  '"^'  "«-'^d.  i'  -e  wer 
certam  that  the  patient  was  not  pregnant,  we  would  have  ad- 
vised operation  regardless  of  that  fact,  because  the  tumor  was  so 
s  uated  in  the  pelvis  and  of  such  a  size  that  it  greatly  interfered 
with  the  functions  of  the  bladder  and  rectum  as  well  as  from  the 
pressure  which  caused  much  pain  in  the  limbs  in  locomation 

the In  ^"°"  '°  *"'  '""'•  "^^  '°"S  standing  of  the  tumor  with 
the  rapid  increase  m  size  urged  the  necessity  of  early  interference 
fhe  writer  only  puts  the  case  on  record  to  illustrate  how  difficult 
and,  sometimes    impossible  it  is  to  make   a  diagnosis  of  preg- 
nancy before  the  fetal  heart  sounds  can  be  heard. 
628  Elm  Street. 


HEMORRHAGE  AT  THE  TIME  OF  DELIVERY  AN 

IMPORTANT  FACTOR  IN  THE  PREVENTION 

OF  A  FULL  SECRETION  OF  MILK. 

BY 
JENNIE  G.  DRENXAN,  M.  D.,  C.  M., 

St.  Thomas,  Ont.,  Can. 

The   physiological   generative  cycle  of  all  female  mammals 
IS  ovulation,  pregnancy  and  lactation;  but  in  the  human  female 
mammal    there   is  a  lesser  physiological  generative  cycle    viz 
ovulation  and   menstruation.     Menstruation   showing  that   the 
product  o    ovulation  has  not  been  impregnated.     During  these 

Jactation  there  is  an  accompanying  hyperemia  of  the  organs 
par  ic,pat.ng  .„  these  functions;  for  when  an  organ  is  actively 
unctionating  it  is  always  in  a  condition  of  active  hyperemia 

of  blood  for  the  proper  performance  of  its  function.  When 
ovulation  occurs  the  ovary  or  ovaries,  depending  upon  whether 
o.^lation  IS  an  unilateral  or  bilateral  act,  is  in  a^ta'te  of  phys  - 

0  ogical  hyperemia;  this  hyperemia  progresses  in  a  certain  cycle 
from  one  organ  to  another  of  the  generative  system,  just  as  the 
conditions,    ovulation,    pregnancy    and    lactation    'follow    one 

thJt^nf  ^l  '^!  ^^""^^u^"  '"^'  succeeding  that  of  the  ovary  and 

1  /  u'  f  "'=  ^^^'  ^^  '^^  ^"^^  ^"d  that  of  the  mammary 
glands,  that  of  the  uterus.     If  the  ovum  has  been  impregnated 
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it  will  remain  in  the  uterus  until  delivery  occurs  at  the  end  of 
nine  months,  the  active  or  physiological  hyperemia,  tending  to 
supply  that  organ  with  blood  sufificient  for  the  performance  of 
its  function  of  housing  the  fetus  and  at  first  of  supplying  it  with 
nutriment  directly  from  its  mucous  membrane,  before  the 
advent  of  the  placental  circulation.  On  delivery  taking  place, 
the  hyperemia  is  transferred  to  the  mammary  glands  for  the 
performance  of  their  function  of  secreting  milk  for  the  infant. 
Thus  one  part  is  relieved  of  its  hyperemia  which  is  no  longer 
needful,  for  that  organ  is  in  a  state  of  quiescence  or  rest  from 
labor  and  which  will  not  be  called  upon  to  actively  functionate 
again  until  ovulation  has  again  occurred,  when  it  either  again 
harbors  a  fetus  or  menstruation  occurs — the  discharge  of  an 
unimpregnated  ovum — a.  disappointed  pregnancy.  In  per- 
fectly normal  life  there  should  be  no  menstruation.  As  long  as 
lactation  exists  there  should  be  no  ovulation  or  pregnancy  or 
menstruation.  A  woman  cannot  perform  all  of  these  functions 
or  any  two  of  them  successfully  at  the  one  time.  They  must 
follow  one  another  in  a  regular  order  and  not  occur  simul- 
Itaneously.  No  woman  can  successfully  nourish  her  child  by 
means  of  her  own  mammary  secretion  and  at  the  same  time 
perform  these  other  functions,  but  this  is  one  of  the  evils  of 
civilization.  Savage  women  nurse  their  children  for  a  much 
longer  period,  two  or  three  years.  Their  families  are  conse- 
quently small,  but  is  it  not  better  to  raise  four  healthy  children 
than  to  produce  ten  and  raise  perhaps  only  four  and  those  below 
the  physical  standard?  Reproduction  in  the  one  case  is  never 
harmful  while  in  the  other  it  is.  In  the  one  instance  it  is  a 
happy,  healthful  performance  of  a  natural  function  without  any 
inconvenience  to  the  mother,  in  the  other  she  is  worn  out  and 
worried  by  it.  The  strain  of  pregnancy  and  lactation  so  often 
repeated,  and  the  additional  strain  of  attempting  to  care  for 
delicate  offspring  and  also  the  grief  at  losing  them,  all  tends  to 
wear  out  the  strongest  constitution  and  the  woman  of  civilization 
suffers  while  her  savage  sister  does  not.  Ovulation,  pregnancy 
and  lactation  should  succeed  one  another  as  day  the  night  in 
an  ever-recurring  cycle  in  which  menstruation  should  not  occur. 
Civilization  has  been  described  as  the  state  in  which  a  greater 
and  ever-increasing  number  of  women  are  capable  of  maintaining 
themselves  singly  and  independently  of  the  males;  and  as 
matrimony  becomes  thus  more  unpopular — female  celibacy  is 
unknown  in  savagery — menstruation    naturally  would    be  the 
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outcome  in  there  cases;  but  we  find  it  occurring  in  the  marrieH 
where  it  is  due  to  an  abnormal  course  of  life 

preltancv"  A°t  IH  "'''"°"  f""'"  °'^™'  °"  '"«  «-«ion  of 
on  tLn  J;  1  .  P'''""'  "*"■■"  '^  ^  deplorable  lack  of  ability 
on  the  part  of  mothers  to  nurse  their  young.  Not  so  much  a 
disinclmation  as  a  pure  inabiHty.  The  present  day  modHf  life 
IS  censured  and  rightly  so;  for  it  is  the  root  of  the  eWI   the  orl 

time  of  delivery.     Under  this  heading  I  wrote  an  article  wh    h 

was  published   in    the  Amhkica.    for.^T ::  ObsIktr'  s 

908.      Unfortunately   there    is    more  or    ess  hemorrha™  at 

nt  r  r;.;:;:',"  '™-  ;' ■=  ^-»-S'>-  extensive.     This  mut 

^    fi.     ,,  "°''"'^'  ''J'Pe«raia  of  the  mammary  elands 

for  the  blood  which  should  be  transferred  to  them  from   tS 

uterus  IS  not  present  in  a  sufficient  amount  to  supplv  their 

the"  hot  /"  T'  '"  '"^"«^"^"'  ^™-"'  of  bloodt'le ft  in 
the  body  for  the  performance  of  the  ordinary  functions  le^ 
alone  sufficient  being  present  for  any  extraordinary  or  accessory 
function  such   as  lactation.     Some  may  contend  that  a  sS 

depleting  this  engorged  organ,  but  its  depletion  should  Z 
accomplished  in  another  way.  and  not  by  the  loss  o  Mold  to 
the  who  e  organism.     It  should  be  by  transference  of  the  hyper- 

rh^^m^ rentf'llt— -  ^'^^^^  ^^  '^  ^  -^ 


Amasa  Wood  Hospital. 
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ACUTE   GASTRIC  AND   DUODENAL  DILATATION 

TREATED  BY  GASTROJEJUNOSTOMY 

WITH   RECOVERY.^ 

BY 
GASTON  TORRANCE,  M.  D., 

Birmingham.  Alabama. 
Surgeon  to  St.  Vincent's  and  The  Hillman  Hospitals. 

Byron  Robinson's  case  was  probably  the  first  on  which  a 
gastroenterostomy  was  done  for  acute  dilatation  of  the  stomach. 
This  operation  was  done  in  1895  on  a  very  much  emaciated 
woman  whose  stomach  was  so  much  dilated  as  to  sag  down  into 
the  true  pelvis;  she  made  a  satisfactory  recovery  and  was 
reported  well  in  1907 — twelve  years  after  operation. 

Kehr  reported  an  unsuccessful  case  in  1899.  Mayo-Robson 
suggested  gastroenterostomy  in  1900.  Korte  reported  a  fatal 
case  in  1904.  Remond's  case  also  had  a  fatal  termination. 
Tschudy  in  1905  did  an  anterior  gastroenterostomy  and  relieved 
the  dilatation  but  his  patient  died  later  of  pneumonia.  Heile 
reported  a  case  in  1907  that  recovered  after  a  posterior  gastro- 
jejunostomy. Sixteen  days  previous  to  this  time  he  had  resected 
the  pylorus  for  cancer  and  had  sutured  the  duodenum  to  the 
resected  portion  of  the  stomach.  At  the  second  operation  there 
was  no  obstruction  at  this  point  and  no  dilatation  of  the 
duodenum. 

The  following  case  was  referred  to  my  service  at  the  Hillman 
Hospital  by  Dr.  E.  H.  Sholl,  of  Birmingham,  on  May  18,  1908. 
B.  F.,  a  colored  female  twenty-two  years  of  age,  widow;  family 
history  negative.  She  had  pneumonia  eight  years  ago;  her 
general  health  has  always  been  good;  menstruation  began  at 
twelve  years  of  age;  was  always  regular  and  normal;  has  never 
been  pregnant  and  as  a  consequence  has  no  relaxed  condition 
of  the  abdominal  walls. 

Two  months  ago  she  began  to  have  pain  and  nausea  after 

eating — some  pain   in   the   region   of   the  umbilicus   but   most 

marked   in   the  epigastrium   to   the    left  of    the  midline.     She 

presses  her  hand  on  this  point  when  walking.     Appetite  poor; 

has   vomited   occasionally.     Pain   begins   a  few   minutes   after 

eating  and   soon   becomes  more   marked.     Has   been   troubled 

'  Read  at  the  twenty-first  annual  meeting  of  the  Ameiican  Association  of 
Obstetricians  and  Gynecologists,  at  Baltimore,  September  22-24,  1908. 
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With   gas  distention   and   acid   eructations,   relieved   some   hv 
heart.     Has  been  in  bed  for  four  weelcs  and  has  vomited  almost 

Ha";„",'r"''  "°°'''  "^"^  ""^  '^"y  ^'-'^■-  -^y  constipated 
Has  vomned  mcessantly  for  two  weeks  almost  as  soon  as  any 
food  .s  mgested;  this  contains  considerable  bright  blood  at  times 
There  IS  marked  pain  and  tenderness  on  the  left  side  near  the 

n'tlv  not'  ""h';^  'f  ''-'"'  ''""'^  "^'^^  ">^  stoma:rappar! 
ently  not  much  d.lated.     She  complains  of  pain  under  the  rf.ht 

shoulder  and  over  the  eighth  and  ninth  ribs  to  the  ri^ht  of  the 

spma   column^     For  the  past  few  days  has  been  vom4g   a  ge 

a  we"ek  be?      "'  '"^"'^'  '"''^-     «■"=  "''  ^-"  '"  '^e  hosp^u! 
a  week  before  consentmg  to  operation  and  in  the  mean  time  has 

hrcJn'Tir  "^^""'  ''-'--'  "■'"'°"'  -y  '-P-eme^tt 
On  May  25,  I  opened  the  abdomen  through  the  ri..ht  rectus 

rhrste^Mbe™'  "'  T,'"""'"  '''''"  '°  --'>•  '^^"^ 
erv  he  ,  'T""'"  ^"°"'  "*'■■"  ''  ■»  ""^^^d  bv  the  mesen- 
ery  the  stomach  was  somewhat  dilated  but  not  in  proportion 
to  the  duodenum.  I  found  an  indurated  ulcer  about  the  s^ze 
of  a  silver  quarter  on  the  posterior  surface  of  the  stomach  near 
the  greater  curvature  about  three  inches  from  the  pylorus  I 
did  Mayo's  no-loop  gastrojejunostomy,  using  Moynihan's    lamp 

the  head   ot   the  bed   about   eighteen   inches.     She  was  given 
nutnent    and    saline    enemas  and    strychnine    by  hypodefmk 
She   contmued    to   vomit    some   dark    fluid.     Two   days  1^ 
operation  she  was  given  sterile  water  and  orange  juice  by  men  h 

fo^l'iTtlf "  'm  °'r''°''  '  '"''"''  '°  P"' ''-  -  '  '>"™-  ' 
to  see  If  this  would  relieve  the  vomiting,  it  seemed  to  make  her 

fluM  aT"  7'"\  ^"r™"""^'  '"  ™™"  '^^^^  <l-""'-s  of  dark 

^itteiorrnir  ^   """^ ''""-''' "-^ -™--'°'' 

The  bed  rest  and  all  elevation  was  removed  and  the  foot  of  the 
bed  elevated,  she  was  kept  on  her  side  and  her  stoma  hwahed 
we  kT",  .r":/"^  'hree  successive  days.  At  the  end  o  t™ 
diet  and  T  5  ''  disappeared  and  she  was  taking  liquid 
diet  and  in  a  few  days  was  out  of  bed  walking  about  the  ward 
She  became  considerably  emaciated  but  quickly  "egled  her 
flesh  and  when  discharged,  a  month  after  operatfon  sh    seemed 
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to  be  perfectly  well  and  was  taking  a  fairly  liberal  diet.  When 
seen  four  months  after  operation  she  had  gained  twenty  or 
twenty-five  pounds  and  said  she  was  eating  any  thing  she  wished 
and  had  not  had  any  digestive  trouble  since  leaving  the  hosiptal. 
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Meeting  of  January  12,  1909. 
The  President,  J.  Clifton  Edgar,  ]\I.  D.,  in  the  Chair. 
Dr.  James  W.  West  presented  the  report  of  a  case  of 

CYST  OF  THE   UTERUS  WITH  SMALL  FIBROIDS  AND  CYSTS  OF  EACH 

OVARY. 

Mrs.  C.  S.,  admitted  to  Post-Graduate  Hospital,  December  14 
1908.     Age,  fifty-three  years      Has  had  eight  children. 

Previous  history  negative. 

Began  to  be  irregular  six  months  ago,  flowing  about  every 
two  weeks.  For  two  months  past  has  been  flowing  almost 
contmuously.  Has  no  pain,  but  has  lost  considerable  wei<rht  and 
strength. 

Examination  showed  movable  masses  almost  occupvino-  the 
true   pelvis.  "     " 

Diagnosis. —Fihroidi  tumor  of  the  uterus,  with  possible  malig- 
nant disease. 

Operation,  December  16,  1908.—  Supravaginal  hysterectomy 
with  removal  of  the  tubes  and  ovaries.  Recovery  was  un- 
eventful, and  the  patient  was  discharged  Januarv  4^,   1909 

The  specimen  herewith  presented  has  been  so  altered  by  the 
formalm  that  it  scarcely  gives  an  idea  of  its  original  features 

There  was  a  cyst  of  the  left  ovary  about  the  size  of  a  small 
orange  and  of  the  right  ovarv  of  about  one-third  this  size-  the 
uterus  presented  several  small  fibroids  on  its  peritoneal  surface 
and  on  the  upper  anterior  surface  a  smooth  globular  projection 
about  the  size  of  an  English  walnut.  It  appeared  to  be  a  small 
fabroid  tumor;  upon  incising  it  a  clear,  thin,  straw-colored  fluid 
flowed  out  of  It,  and  it  became  evident  that  it  was  a  cvst  sur- 
rounded on  all  sides  by  uterine  muscular  tissue.  Dr  Brooks' 
pathologist  of  the  Post-Graduate  Hospital,  found  it  to  be  lined  bv 
cuboidal  epithelium,  and  that  it  was  apparentlv  a  cvstic  dilatation 
of  the  interstitial  portion  of  the  Fallopian  tube.  This  condition 
IS  rare  and  has  never  before  come  under  my  observation  but  is 
not  so  rare  as  the  cysts  of  the  uterine  wall,  the  etiology  of  which 
seems  to  be  quite  obscure. 

The  cut  surface  of  the  uterine  wall  showed  several  small  fi- 
broids distributed  through  its  substance,  and  about  the  middle 
of  the  posterior  surface  of  the  body  two  small  submucous  fibroids 
The  latter  perhaps  accounted  for  the  hemorrhage.     There  was 
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no  evidence  of  malignant  disease,  a  condition  strongly  sug- 
gested by  the  excessive  loss  of  blood  in  a  woman  past  fifty-three 
years  of  age. 

DISCUSSION, 

Dr.  Broun. — -I  would  like  to  ask  Dr.  West  if  the  cyst  gave 
any  appearance  of  being  associated  with  one  of  the  fibroids? 

Dr.  West. — Not  at  all.  It  appeared  like  a  fibroid  at  first,  but 
it  was  lined  with  cuboid  epithelium,  and  so  was  a  true  cyst  within 
the  walls  of  the  uterus.  Dr.  Brooks  thought  it  had  its  origin 
from  the  tube. 

Dr.  Ralph  Waldo  presented  the  reports  of  two  cases: 

sigmoid  flexure  and  75  per  CENT,  of  the  descending  colon 

EXSECTED  FOR  INJURY  PRODUCED  BY  PLACENTAL  FORCEPS 
IN    AN    ATTEMPT   TO    EMPTY   THE    UTERUS. 

Mrs.  G.,  aged  twenty-four  years.  First  menstruated  at 
thirteen  years  at  intervals  of  from  twenty-eight  to  thirty-two 
days,  the  flow  lasting  two  days  and  scanty;  severe  dysmenor- 
rhea before  birth  of  her  child,  which  was  instrumental  and  took 
place  one  year  ago.     Always  had  a  profuse  leucorrhea. 

She  last  menstruated  two  months  before  entrance  to  Lebanon 
Hospital  which  was  November  20,  1908. 

There  was  uterine  hemorrhage  for  nine  days  before  her  ad- 
mission to  the  hospital  which  became  so  profuse  that  she  was 
advised  to  have  the  uterus  emptied.  The  bowels  were  thor- 
oughly evacuated  by  means  of  a  cathartic  followed  by  an  enema 
and  I  believe  that  this  was  no  small  element  in  saving  her  life. 
Late  in  the  afternoon  of  November  20,  1908,  the  uterine  hemor- 
rhage was  so  profuse  that  her  physician  did  not  consider  it  safe 
to  wait  until  the  following  day,  so  put  her  under  the  influence 
of  chloroform  and  with  a  curette  and  placental  forceps  emptied 
the  uterus.  The  placental  forceps  were  passed  through  the 
uterus  and  the  intestine  was  pulled  out,  the  physician  told  me, 
three  feet.  There  was  profuse  hemorrhage,  the  intestine  was 
pushed  back  into  the  uterus  and  the  uterus  was  packed  with 
iodoform  gauze.  I  was  sent  for  and  immediately  transferred 
her  to  Lebanon  Hospital  where  I  opened  the  abdominal  cavity 
between  four  and  five  hours  after  the  injury  An  incision  was 
made  in  the  median  line  that  extended  from  the  symphysis 
pubis  to  a  point  three  inches  above  the  umbilicus.  The  uterus 
was  large  and  soft  and  contained  a  rent  two  inches  long  on  the 
upper  anterior  surface  of  the  fundus,  extending  from  the  right 
round  ligament  toward  the  median  line;  it  was  bleeding  freely. 
This  was  closed  with  four  deep  catgut  stitches  and  a  continuous 
suture. 

The  large  intestine  was  found  torn  entirely  across  at  the 
junction  of  the  rectum  and  the  sigmoid  flexure  of  the  colon  and 
the  entire  mucous  membrane  of  sigmoid  flexure  and  about 
seventy-five  per  cent,  of  the  descending  colon  had  been 
forcibly  drawn  out  through   the   rent  in  the  uterus  by   means 
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of  the  placental  forceps.  It  was  found  entirely  in  the  ab- 
dominal cavity,  gray  in  color  and  void  of  circulation.  There 
were  several  openings  through  the  peritoneal  layer  of  large 
intestine  from  which  this  was  drawn  out.  There  was  con- 
siderable blood  in  the  peritoneal  cavity,  but  very  little  intestinal 
contents,  due  to  the  fact  that  the  bowels  had  been  thoroughly 
emptied  before  the  injury.  It  was  necessary  to  remove  the 
intestines  out  of  the  abdomen  and  cover  them  with  sponges 
wet  in  hot  saline.  The  abdominal  cavity  in  the  neighborhood 
of  the  injury  was  packed  with  large  gauze  sponge  wet  with 
hot  saline  which  picked  up  the  blood  and  intestinal  contents. 
The  entire  sigmoid  flexure  and  about  seventy-five  per  cent,  of  the 
descending  colon  were  exsected  and  the  remaining  end  of  the 
descending  colon  and  the  rectum  were  united  with  a  Murphy's 
button  reinforced  by  a  continuous  Lembert  suture  of  fine  silk. 
There  was  no  strain  on  the  united  ends  of  the  intestine,  due 
to  the  fact  that  in  this  patient  the  splenic  flexure  of  the  colon 
was  not  held  up  as  firmly  as  is  usually  the  case. 

The  intestines  were  put  back  into  the  abdominal  cavity, 
which  was  filled  with  hot  saline,  a  Mikulicz  drain  was  intro- 
duced and  the  abdomen  closed  with  catgut  and  silkworm-gut 
sutures.     The  operation  took  one  hour  and  ten  minutes. 

Before  the  operation  was  commenced  the  patient's  pulse  was 
1 20  and  temperature  99.4°  F.  She  was  in  quite  marked  shock, 
but  stood  the  operation  well. 

For  five  days  after  the  operation  there  was  considerable 
vomiting,  the  rectal  temperature  was  from  101°  to  102°  F., 
pulse  from  120  to  136.  On  the  fifth  day  the  bowels  moved 
spontaneously,  after  which  there  was  more  or  less  diarrhea  for 
three  weeks,  but  no  vomiting.  At  no  time  was  there  any  marked 
tympanites. 

December  i,  the  Murphy's  button  was  removed  from  the 
rectum  with  forceps.  The  drain  was  partially  removed  on  the 
fifth  day,  and  entirely  on  the  ninth,  otherwise  there  was  primary 
union  in  the  abdominal  wound. 

She  was  discharged  from  the  hospital,  cured,  December  22,  1908. 

DERMOID    CYSTOMA   OF  THE    RIGHT  OVARY   REMOVED    DURING  THE 
THIRD  MONTH  OF  PREGNANCY. 

Mrs.  S.,  aged  twenty-three  years,  entered  Lebanon  Hospital, 
December  30,  1908.  She  first  menstruated  at  twelve  years^ 
regularly  every  twenty-eight  days,  the  flow  lasting  from  four 
to  five  days. 

One  child  fifteen  months  ago;  delivery  and  convalescence  were 
normal.  She  menstruated  October  26  and  November  12,  not 
since.  For  the  past  two  weeks  she  complained  of  pain  in  the 
right  side  of  the  abdomen.  On  examination  a  very  movable 
tumor,  between  two  and  three  inches  in  diameter,  was  found  in 
the  right  iliac  fossa.  The  diagnosis  of  pregnancy  at  about  the 
third  month  was  also  made. 
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January  7,  1909,  under  ether  narcosis,  the  abdomen  was 
opened  by  an  incision  in  the  median  Hne  and  an  adenoid  cystoma 
of  the  right  ovary,  two  inches  in  diameter,  with  a  long  pedicle, 
was  removed.  The  abdominal  wound  was  clssed  with  catgut 
and  interrupted  silkworm-gut  suture.  Convalescence  was  per- 
fectly normal. 

DISCUSSION. 

Dr.  Cragin. — I  have  a  great  deal  of  sympathy  for  the  man  in 
whose  hands  that  accident  happened.  A  number  of  us  who  had 
our  medical  studies  at  P.  and  S.  remember  the  story  that  used  to 
be  told  us  of  the  man  who  pulled  down  several  feet  of  the  intes- 
tine through  the  uterus,  and  finally  decided  to  cut  it  off  with  the 
scissors,  which  he  did  and  disappeared.  I  think  most  of  us  feel 
that  such  an  accident  would  not  happen  to  us,  and  yet  I  remem- 
per  very  vividly  holding  a  clinic  at  the  Roosevelt  Hospital 
about  fifteen  years  ago  and,  while  curetting  a  uterus  septic  from 
an  incomplete  miscarriage,  going  through  the  uterus  myself  with  a 
sponge  holder  and  pulling  down  a  loop  of  the  intestine,  thinking 
it  was  placenta,  and  so  injuring  the  intestine  that  I  had  to  ac- 
knowledge before  the  clinic  what  I  had  done.  I  immediately 
opened  the  abdomen,  resected  the  intestine  using  a  Murphy  but- 
ton, and  the  v/oman  made  a  good  recovery.  I  did  not  recover 
the  Murphy  button.  Whether  she  passed  it  or  not  I  do  not 
know,  but  she  was  perfectly  well  and  probably  passed  it  while 
at  stool.     The  hospital  was  out  a  Murphy  button. 

It  seems  to  me  Dr.  Waldo  has  been  very  fortunate  in  his  re- 
sult. Very  recently  I  had  to  resect  the  sigmoid  from  choice  as 
being  the  lesser  of  two  evils.  The  patient  was  a  woman  with  a 
very  large  papillomatous  cyst  of  the  ovary,  over  which  the  sigmoid 
was  flattened  out,  and  the  only  way  to  get  at  it  was  to  take  out 
part  of  the  sigmoid.  The  question  came  up  then  whether  to  use 
a  Murphy  button  or  to  suture,  and  I  finally  decided  in  favor  of' 
the  suture;  we  sutured  it  with  the  ordinary  method  of  end-to-end 
suture  and  she  recovered,  although  for  a  time  she  had  a  small 
sinus.  The  uterus  was  removed  so  that  the  sinus  drained 
through  the  vagina  and  finally  healed  completely.  I  will 
also  say  that  this  case  had  a  good  deal  of  distress  from  reflex 
vomiting;  whether  this  would  have  occurred  with  the  Murphy 
button  I  know  not.     She  finally  recovered  entirely. 

It  seems  to  me  that  the  question  open  to  discussion  is  whether 
one  is  more  likely  to  have  good  results  with  the  suture  or  with 
the  Murphy  button.  I  think  we  can  secure  a  wider  lumen  with 
the  suture  than  we  can  with  the  button.  Another  experience  of 
mine  may  be  of  interest.  I  was  called  to  one  of  the  neigh- 
boring cities  not  long  ago  by  a  man  in  great  distress.  He  said  he 
had  pulled  down  a  loop  of  the  intestine  into  the  uterus  and  out 
through  the  cervix,  and  I  went  up  there  prepared  for  major  sur- 
gery. I  asked  him  if  he  was  sure  it  was  not  a  loop  of  the  umbil- 
ical cord  and  he  said  he  would  like  to  believe  it,  but  felt  sure  he 
had  pulled  down  a  loop  of  the  intestine.     I  reached  in  with  a 
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sponge  holder  and  pulled  down  a  loop  of  the  umbilical  cord. 
I  asked  him  if  that  looked  like  what  he  had  pulled  down,  and 
he  said  it  did.  I  found  that  was  the  case.  He  had  not  pulled 
down  intestine  at  all. 

Dr.  Broun. — I  feel  with  Dr.  Cragin  that  a  man  is  to  be  sym- 
pathized with  who  has  this  accident  happen  to  him.  Personally, 
I  have  never  had  the  accident  happen  to  me  to  the  extent  of 
pulling  the  intestine  through  the  perforated  uterus,  and  up  to  a 
year  ago  I  had  never  had  the  accident  happen  of  perforating 
the  uterus,  but  I  cannot  say  so  now.  I  feel  that  this  may  hap- 
pen to  any  of  us  at  any  time. 

With  reference  to  the  Murphy  button,  I  felt  at  the  time  that 
Dr.  Waldo  was  speaking  that  he  had  chosen  the  Murphy  button 
on  account  of  the  poor  condition  of  the  patient  and  the  desire 
to  do  a  rapid  operation.  My  impression  is  pretty  strong  that  the 
button  itself  is  rather  a  thing  of  the  past,  that  it  is  a  part  of  in- 
testinal history,  and  that  if  it  is  possible  and  the  condition  of 
the  patient  will  permit  it,  we  will  use  the  suture.  It  cannot 
be  done  quite  so  quickly,  but  the  results  are  better.  I  feel 
sure  that  Dr.  Waldo  used  the  button  on  account  of  the  condition 
of  the  patient. 

Dr.  Vineberg. — This  case  is  one  which  we  all  sympathize 
with.  Some  time  ago  I  was  called  into  a  case  in  which  a  man, 
who  was  trying  to  do  a  criminal  abortion  in  a  woman  pregnant 
four  months,  pulled  down  a  loop  of  the  intestine  and  then  ran 
off.  They  called  in  another  physician  and  he  called  me  into  the 
ca^e.  We  found  the  young  woman  lying  across  the  bed  with  her 
clothes  on  and  her  feet  resting  on  a  chair.  I  could  scarcely  be- 
lieve so  serious  an  accident  had  happened,  but  the  midwife  said 
it  was  so.  I  put  my  hand  in  the  vagina  and  sure  enough  found 
there  a  loop  of  the  intestine.  I  immediately  had  the  patient 
transferred  to  the  hospital  and  operated  two  hours  afterward. 
I  found  a  large  rent  through  the  uterus  a  little  above  the  internal 
OS.  The  operator  had  pulled  down  a  loop  of  the  small  intestine, 
and  this  was  so  incarcerated  in  the  uterus  that  it  was  impossible 
to  pull  it  out,  so  I  had  to  enlarge  the  opening  to  quite  an  extent 
and  liberate  the  intestines.  By  that  time — the  fetus  was  still 
in  the  uterus — I  thought  it  best  to  do  a  hysterectomy.  The 
patient  recovered,  but  with  a  fistula,  and  about  the  ninth  or 
tenth  day  she  was  losing  ground  so  rapidly  on  account  of  inability 
to  retain  nourishment  that  I  had  to  go  in  again.  I  resected, 
in  the  first  place,  about  fourteen  inches  of  the  small  bowel  which 
had  been  torn  from  the  mesentery.  The  second  time  I  did  a 
lateral  anastomosis,  closing  up  both  ends  of  the  intestines.  She 
had  a  pretty  stormy  time  of  it  for  four  days  afterward  and  I 
thought  she  would  die,  but  she  finally  recovered. 

I  think  we  may  say  that  it  happens  to  us  from  time  to  time 
to  go  through  the  uterus,  no  matter  how  careful  we  may  be. 
I  find  that  in  the  service  of  the  hospital  it  is  done  more  fre- 
quently by  the  dilator  which  is  called  Sims'  dilator.     The  blades 
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are  much  too  long  and  consequently  the  point  goes  through 
the  uterine  wall. 

As  to  the  anastomosis  or  the  Murphy  button,  I  think  when 
one  has  the  large  intestine  to  deal  with,  suture  is  best. 

In  several  cases  in  which  I  did  an  astomosis  of  the  ends 
of  the  large  intestine  by  suture  the  result  was  perfect  and  there 
was  no  leakage  at  any  time. 

Dr.  Broun. — May  I  ask  Dr.  Vineberg  if  he  does  not  mean  the 
Wylie  dilator? 

Dr.  Vineberg. — It  was  originally  Sims'.  Now  several 
changes  in  the  shape  of  the  blades  have  been  made  and  it  is 
called  Wylie's. 

Dr.  Von  Ramdohr. — I  would  like  to  call  your  attention  to 
a  case  of  pulling  down  the  intestine  and  the  feeling  of  fraternity 
which  existed  in  England  in  1876,  when  the  celebrated  Dr. 
Duncan  was  called  as  an  expert  to  a  case  in  which  a  country 
practitioner  had  taken  down  six  feet  of  the  small  intestine 
through  a  rent  in  the  uterus,  cat  them  off  and  literally  threw 
them  into  the  closet.  The  thing  stopped  up  the  closet,  the 
husband  got  suspicious,  pulled  them  out,  these  six  feet  of 
gut,  and  sued  the  country  doctor  for  malpractice.  When  Dr. 
Duncan  was  called  he  swore  that  such  an  accident  could  have 
happened  to  him,  and  the  doctor  was  acquitted  by  the  jury. 

Dr.  Pool. — Recently  I  had  to  do  with  a  case  w^hich  is  some- 
what in  line  with  these  reported,  except  that  it  was  the  bladder 
instead  of  the  intestine  that  was  injured.  The  injury  followed 
a  curetting  after  miscarriage  at  about  the  second  month.  The 
operator  at  the  conclusion  of  the  curettage  discovered  what  he 
believed  to  be  a  polypus  attached  to  the  anterior  uterine  wall 
just  above  the  cervical  canal.  This  he  grasped  with  a  clamp  and 
twisted  off,  and  then  found  that  the  supposed  polypus  was 
part  of  the  distended  bladder  which  had  entered  through  a  rent 
previously  made  in  the  uterus.  From  his  description  of  the 
operation  I  judge  that  the  perforation  must  have  been  made 
with  the  uterine  dilator.  In  attempting  to  repair  it  I  divided 
the  anterior  vaginal  wall  in  the  median  line,  dissected  the 
bladder  upward,  and  exposed  the  injuries  to  it  and  the  uterus. 
The  bladder  was  not  simply  torn,  but  a  portion  of  it  had  been 
torn  away.  The  opening  was  closed  as  far  as  I  could  reach, 
but  it  was  impossible  to  get  to  its  full  extent,  as  the  tear  extended 
high  upon  the  posterior  wall.  The  uterus  was  then  repaired  and 
the  anterior  vaginal  wall  sutured.  The  result  has  not  been  a 
complete  success,  and  a  subsequent  abdominal  operation  will 
be  necessary  to  close  the  upper  end  of  the  bladder  injury.  The 
patient's  condition  did  not  permit  this  at  the  time. 

Dr.  Brothers. — I  am  glad  that  such  prominent  members 
of  our  society  have  seen  fit  to  confess  to  similar  experiences. 
It  seems  to  be  a  proper  occasion  to  emphasize  the  fact  that 
curettage,  after  all,  is  not  such  a  simple  thing,  and  the  lesson  to 
be  learned  is  that  curettages  should  not  be  done  with  impunity 
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and  certainly  not  by  men  whose  experience  has  not  been  suffi- 
ciently large. 

In  twenty-five  years'  practice  I  have  punctured  the  uterus 
myself  four  times.  I  have  never  pulled  down  anv  of  the  intestine 
under  such  circumstances,  because  I  have  usuallv  stopped  the 
operation  at  the  time.  I  have  had  very  little  peritonitis  because 
1  have  not  douched  out  the  uterus  after  the  accident. 

A  few  cases  have  occurred  among  mv  house  surgeons,  and  in 
two  cases  I  was  able  to  inspect  the  injury.  Under  clean  sur- 
roundings, when  the  intestine  is  not  drawn' down,  I  do  not  think 
that  puncture  ol  the  uterus  is  so  serious  a  matter  But 
when  we  are  dealing  with  a  septic  uterus,  unclean  surroundinc^s 
and  amateur  surgeons,  then  the  conditions  are  entirelv  different' 
Then  a  uterine  puncture  may  become  one  of  the  most  serious  of 
accidents.  In  these  cases  the  infection  takes  place  because  the 
operator  does  not  recognize  the  fact  that  the  uterus  is  perforated 
and  proceeds  with  his  curettage,  carries  up  the  infection  until 
he  reaches  the  peritoneum  and  loses  his  patient  from  cxeneral 
peutonitis.  Therefore,  while  the  subject  of  perforation^'of  the 
uterus  IS  under  discussion,  I  think  it  would  be  well  to  sound  a 
word  of  warning  that  the  operation  of  curettage  is  not  a  minor 
operation  and  should  never  be  done  bv  inexperienced  men. 

As  regards  the  second  specimen,  I  agree  with  Dr.  Waldo  that 
these  tumors  should  be  removed  during  early  pregnancy,  in  view 
the  risks  of  torsion  of  the  pedicle,  which  I  think  are  severe 
and  dangerous  thing:,  during  the  course  of  the  pregnancy,  and 
because  of  their  liability  later  to  become  causes  of  dystocia 
Ihe  result  of  this  operation  on  pregnant  women  is  not  at  all  as 
serious  as  it  was  thought  to  be  a  few  years  ago.  I  meet  several 
cases  every  year  m  pregnant  women,  and  the  majority  do  not 
even  miscarry,  so  that  the  fear  of  the  interruption  of  preenancv 
is  something  that  is  not  borne  out  by  results  in  actual  practice 

Dr.  Barrows.— I  did  not  hear  Dr.  Waldo's  report,  but  I  had 
an  interesting  case  of  perforation  of  the  uterus  come   into  mv 
hands   about   two    years   ago.     A    woman,    who  evidently  was 
anxious  to  have  her  uterus  emptied  of  what  she  believed  to  be  a 
conception,   tell  into  the  hands  of  a  medical  man  who    in  his 
anxiety  to  do  this  for  her,  perforated  the  fundus  of  the  uterus 
He  drew  down  a  piece  of  the  intestine  and,  believing  that  he  had 
the  umbilical  cord,  he  continued  to  draw  it  down  until  it  would 
come  no  turther,  and  then  he  called  in  another  medical  man. 
This  practitioner  told  him  the  best  thing  to  do  was  not  to  rupture 
this  cord,   but  to  pack   the  vagina  and   wait   until   the   uterus 
emptied  itself  of  its  contents. 

The  woman  then  fell  into  my  hands,  and  I  found  on  examination 
that  she  had  about  twenty-two  inches  of  intestine  Ivinc.  in  the 
vagina.  -     '^ 

The  interesting  point  is  that  only  a  part  of  the  coats  of  the 
intestine  had  been  drawn  down  through  a  narrow  slit  in  the 
peritoneal  wall. 
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The  whole  thickness  of  the  wall  of  the  intestine  had  not  been 
drawn  down,  but  the  muscular  and  mucous  coats  had  been  pulled 
through  a  wound  in  the  peritoneal  coat  which  had  been  shirred 
back,  leaving  the  part  drawn  down  looking  not  unlike  an  um- 
bilical cord  to  these  men  who  were  dealing  with  the  case. 

I  opened  the  woman's  abdomen,  removed  the  engaged  gut,  and 
did  an-end-to  end  anastomosis,  but  unfortunately  she  died  a 
few  hours  after  the  operation.  She  was  in  profound  shock  at 
the  time  I  was  called  into  the  case  and  never  rallied. 

Dr.  Howard  C.  Taylor. — I,  too,  am  glad  to  extend  my  per- 
sonal sympathy  to  the  man  who  drew  down  this  coil  of  intestine, 
as  I  once  did  the  same  thing  myself,  and  it  is  not  a  pleasant  acci- 
dent to  have  happen.  In  my  case  the  uterus  was  torn  with  the 
dilator  and  the  intestine  drawn  down  into  the  uterus  with  a 
placenta  forceps.  It  was,  however,  not  injured.  I  opened  the 
abdomen  and  sutured  a  tear  of  an  inch  and  a  half  in  length. 
There  was  no  bleeding,  no  injury  to  any  of  the  abdominal  con- 
tents other  than  the  uterus,  and  the  patient  made  a  smooth 
recovery. 

As  the  case  reported  by  Dr.  Waldo  was  only  two  months 
pregnant,  I  do  not  understand  how  the  intestines  could  have 
been  mistaken  for  anything  else.  At  a  later  period  of  pregnancy 
there  is  some  resemblance  between  the  umbilical  cord  and  intes- 
tines, but  none  as  early  as  the  second  month. 

In  one  case  that  I  saw  at  the  Roosevelt  Hospital  the  injury 
was  the  same  as  has  been  described  by  Dr.  Barrows  in  his  case. 
There  was  a  small  opening  in  the  peritoneal  coat  through  which 
was  drawn  several  inches  of  the  mucous  and  peritoneal  coats, 
leaving  the  peritoneal  coat  puckered  as  if  with  a  purse 
string. 

Dr.  Oastler. — In  confirmation  of  the  statement  made  by 
Dr.  Waldo  as  evidence  of  the  power  of  resistance  the  pregnant 
uterus  may  have  in  withstanding  laparotomy,  I  have  an  inter- 
esting case  under  my  care  at  present,  a  woman,  thirty-two  years 
of  age,  operated  on  seven  years  ago  with  the  removal  of  an 
ovarian  cyst  of  the  right  side.  About  one  and  one-half  years 
ago  she  developed  an  ovarian  cyst  on  the  left  side.  She  was 
anxious  to  have  a  child  so  that  when  I  removed  the  cyst,  I  left 
a  part  of  the  ovary.  Later  on  she  became  pregnant.  At  the 
end  of  six  weeks  she  came  to  me  complaining  of  pain  and  bleeding. 
On  examination  I  felt  a  mass  on  the  left  side.  It  was  so  suspicious 
of  ectopic  pregnancy  that  I  advised  immediate  operation.  She 
did  not  consent  until  the  following  week,  and  then  because 
she  had  seemed  to  have  had  a  rupture  of  the  ectopic  and  collapse. 
I  examined  her  again,  found  the  mass  increased  in  size,  and 
operated  on  her.  I  found  that  I  had  another  ovarian  cyst  on 
the  left  side  instead  of  the  ectopic  pregnancy.  The  uterus  was 
about  two  months  pregnant.  I  removed  the  ovarian  cyst  and 
the  rest  of  the  ovary,  which  left  her  without  ovaries,  so  that  she 
is  now  about  four  months  or  over  in  her  pregnancy  without  any 
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ovaries  and  the  bleeding  has  stopped.  This  is  a  case  where 
laparotomy  benefited  the  pregnancy  by  stopping  the  bleedino- 
as  well  as  by  removing  the  cyst.  "  " 

Dr.  Cragin. — About  the  second  specimen:  It  seems  to  me 
that  the  line  should  be  drawn  a  little  as  to  the  stage  of  the  preg- 
nancy when  considering  the  advisability  of  removing  these 
pedunculated  tumors.  I  believe  with  Dr.  Waldo  that  in  the 
early  part  of  pregnancy,  say  in  the  first  half,  a  pedunculated 
tumor  which  promises  to  give  trouble  should  be  removed.  On 
the  other  hand,  I  do  not  think  pregnancy  a  good  time  for  surgery 
upon  the  appendages,  and  if  this  woman  is  in  the  latter  hatf  of 
pregnancy,  unless  it  is  a  tumor  which  threatens  to  block  the 
canal  and  can  be  reached  from  the  vagina,  personallv  I  would 
prefer  to  take  my  chances  of  letting  her  go  to  term,  watching  her 
carefully  in  the  puerperium,  and  being  prepared  to  operate  at 
any  time  if  interference  was  indicated.  It  seems  to  me  to 
operate  on  a  woman  through  the  abdomen  for  the  removal  of  a 
pedunculated  tumor  in  the  latter  half  of  pregnancy  is  not  the 
wise  course. 

Dr.  Voorhees.— In  returning  to  the  question  of  injuries  to 
the  uterus  during  a  curettage,  it  seems  to  me  that  these  accidents 
can  be  avoided  in  two  ways:  (i)  If  the  uterus  is  to  be  emptied, 
the  operation  should  be  done  in  two  stages,  i.  e.,  bv  packing  the 
cervix  with  gauze  the  first  day  and  then,  twenty-four  hours 
later,  removing  the  contents  manuallv.  (2)  If  the  uterus  must 
be  emptied  at  once,  it  is  better  to  get  enough  dilatation  by  a 
divulsor  to  pass  one  finger  into  the  uterus  and  then  remove  as 
much  as  possible  with  this  finger.  Supplementary  a  curette  can 
be  introduced  and  what  is  left  gentlv  scraped  off  from  the 
uterine  wall. 

Dr.  Waldo.— There  are  two  or  three  points  of  a  great  deafof 
interest.  In  the  first  place,  most  of  these  ruptures  of  the  uterus 
take  place  during  the  first  half,  or  even  when  the  patient  is  not 
much  beyond  three  months  pregnant.  The  idea  that  the  uterus 
is  always  perforated  with  a  curet  has  been  very  forcibly  proved 
by  this  case  to  be  incorrect.  In  the  early  stage  of  pregnancy 
the  dilator  is  responsible  for  many  of  these  misfortunes.  Fur- 
thermore, an  instrument  passed  into  the  uterus  which  is  apt  to 
be  soft  and  thin,  at  this  period  of  gestation,  will  frequently  go 
through   easily. 

Now  as  to  the  method  of  uniting  the  ends  of  the  torn  intestine : 
I  think  that  to-day  practically  everybody  who  has  had  much 
experience  with  intestinal  surgery  will  theoretically  state  that 
all  foreign  substances,  button  or  anything  else,  left  "in  the  intes- 
tinal canal  in  the  union  are  generally  speaking  out  of  date.  On 
the  other  hand,  I  think  that  most  surgeons  in  extreme  cases 
use  a  button  to  facilitate  the  performing  of  the  operation.  I 
believe  in  a  general  way  a  button  does  not  act  well  when  it  is  used 
very  near  oi  in  the  rectum,  as  was  the  case  here;  but  each  case 
is  a  law  unto  itself.     When  used  low  down  the  button  should 
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be  of  as  large  size  as  you  can  use  without  making  undue 
pressure. 

Now,  regarding  the  removal  of  these  growths:  I  am  very  glad 
Dr.  Cragin  said  exactly  what  he  did,  because  I  most  decidedly 
agree  with  him.  I  think  if  you  have  a  tumor  in  a  patient  who  is 
in  the  last  half  of  pregnancy  or  at  any  rate  beyond  the  sixth 
month,  the  proper  thing  to  do  is  to  leave  it,  excepting  where 
there  is  a  special  indication  for  its  removal. 

Here  was  a  patient  with  a  three  months'  pregnancy.  She 
complained  of  pain  which  was  found  to  be  due  to  a  peduncu- 
lated tumor  and  I  removed  the  growth.  It  has  been  my  good 
fortune  to  have  but  one  case  of  abortion  after  taking  away  these 
tumors. 

Dr.  H.  N.  Vineberg  reported  a  case  of 

LIGATION    OF    PELVIC    VEINS    FOR    PUERPERAL    PYEMIA.* 
DISCUSSION. 

Dr.  Brothers. — We  should  congratulate  Dr.  Vineberg  on  the 
report  of  his  case,  particularly  as  we  are  all  a  little  loath  to  report 
our  fatal  cases.  In  this  country  the  operation  has  been  done  so 
very  seldom  that  every  case  should  be  placed  on  record.  In  a 
paper  on  puerperal  fever  which  I  recently  read  before  the  Ob- 
stetric Section  of  the  Academy  of  Medicine  I  referred  to  a  case 
of  this  kind  which  was  inspired  by  the  report  of  Dr.  Trendelen- 
burg. It  was  a  case  of  pelvic  thrombophlebitis.  In  that  case  I 
was  able  to  ligate  the  internal  iliac  vein  without  any  very  great 
difficulty  and  the  patient  survived  the  operation  several  days, 
and  then  died  with  the  same  zigzag  temperature  that  Dr.  Vine- 
berg's  case  show^ed.  I  have  not  been  tempted  to  repeat  the 
operation.  It  seems  to  me  that  when  a  woman  is  suffering  from 
such  a  degree  of  sepsis  that  the  whole  of  her  blood  is  saturated 
with  the  septic  element,  we  cannot  by  cutting  off  the  circulation 
at  one  point,  expect  that  person  to  get  well.  It  seems  to  me 
mostly  a  question  of  the  resisting  power  of  the  patient.  The 
analogy  of  the  men  who  work  on  the  ear  does  not  hold  good.  The 
surgeons  working  on  the  ear  are  working  with  a  localized  con- 
dition. I  cannot  see  that  surgery  can  offer  very  much  in  the  way 
of  relief  of  puerperal  conditions  of  sepsis  by  tying  off  one  or  two 
of  the  large  veins. 

Dr.  Oastler. — I  have  had  no  experience  with  the  operation, 
but  I  have  within  the  last  month  seen  four  cases  with  puerperal 
pyemia  in  which  I  have  used  the  treatment  of  Wright  with  the 
bacterins,  or  the  so-called  vaccines.  We  all  know  that  a  great 
many  cases  of  pyemia,  if  left  to  themselves  and  treated  sympto- 
matically,  will  eventually  get  well.  The  four  cases  which  I  have 
had  and  where  I  have  taken  cultures  and  given  vaccines  have 
all  recovered.  They  were  all  violent  cases  of  pyemia,  the  tem- 
peratures running  as  high  as  107°  F.  and  falling  to  99°  F.,  and  in 
each  of  these  cases  the  bacterium  has  been  a  different  one.  For 
*See  original  article,  p.  412. 
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instance,  I  succeeded  in  getting  the  colon  bacillus  in  two  cases, 
a  streptococcus  in  one  case  and  a  bacillus  which  the  laboratory 
reported  as  the  bacillus  mucosus  in  another  case.  In  all  of  these 
cases,  within  forty-eight  to  seventy-two  hours  after  administering 
the  vaccines,  the  chills  stopped  and  the  temperature  remained  at 
a  range  of  99-102°  F.  for  a  week  or  ten  days  gradually  falling  to 
normal.     The  patients  were  sick  from  one  to  three  or  four  months. 

I  might  say  with  regard  to  the  cultures  taken  from  the  blood : 
we  have  now  had  some  thirty  or  forty  cases  of  various  forms 
of  puerperal  sepsis,  acute  and  chronic,  and  my  experience  has 
been  that  we  get  the  bacterium  in  the  blood  'rarely,  and  that 
blood  cultures  as  a  rule  are  negative  so  that  most  cultures  have 
to  be  taken  from  the  wound  or  from  the  uterus  as  the  case  ma> 
be.  In  these  four  cases  of  pyemia  I  am  not  prepared  to  say 
It  was  due  entirely  to  the  vaccines  that  they  recovered,  but  I  say 
that  the  vaccines  had  a  material  favorable  effect.  In  one  case 
where  it  seemed  as  though  it  was  absolutely  hopeless  for  the 
patient  to  get  well,  she  did  finally  recover  after  the  adminis- 
tration of  vaccines. 

The  President.— Was  the  blood  taken  locally? 

Dr.  Oastler. — No,  it  was  generally  taken  from  the  median 
basilic  vein. 

Dr.  Von  Ramdohr. — Was  alcohol  given  quite  largely  in 
addition? 

Dr.  Oastler. — In  one  case  I  started  by  giving  large  quantities 
of  alcohol,  but  found  that  the  patient's  stomach  was  so  badly 
upset  that  I  had  to  give  it  up.  This  was  a  case  of  acute  appen- 
dicitis with  infection  of  the  ileocolic  vein  and  subsequent 
abscess  of  the  liver.  The  patient  was  in  such  a  bad  condition 
that  I  gave  her  alcohol  by  hypodermic  but  eventually  I  stopped 
It  altogether.  I  found  in  tliat  case  that  I  was  not'  doing  any 
good  and  I  did  not  believe  I  was  improving  the  condition  of 
the  pulse  at  all.     The  other  cases  had  no  alcohol. 

Dr.  Waldo. — Were  these  vaccines  made  from  cultures  taken 
from  the  patient  who  was  treated?  I  think  if  we  are  going  to 
work  in  this  line,  we  had  better  guard  ourselves  against  mistakes 
in  technic. 

Dr.  Oastler. — All  these  cultures  were  taken  from  the  patients. 
I  do  not  think  other  cultures  are  of  any  particular  value  except- 
ing in  the  treatment  of  gonorrhea. 

Dr.  Cragin. — I  am  sure  we  all  admire  the  pioneer  work  of  Dr. 
Vineberg  in  this  direction,  and  yet  I  cannot  but  feel  that  it  is 
fortunate  perhaps  that  his  case  d'ied,  and  also  that  Dr.  Brothers' 
case  died,  if  for  no  other  reason  than  that  it  will  impress  on  the 
profession  that  it  is  not  an  operation  that  will  save  many  patients, 
for  otherwise  patients  would  be  operated  on  who  mi'ght  if  left 
alone  make  a  good  recovery.  We  all  know  that  in  obstetrics 
many  cases  of  infection,  where  the  uterus  is  involuting  well, 
will  recover  in  time  if  left  alone.  I  remember  distinctly  one 
running  fifty-five  days  at  the  Sloane  and  yet  the  patient  re- 
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covered.  We  must  bear  in  mind  the  fact  that  unless  we  are 
going  to  accompHsh  a  great  deal  of  benefit,  in  these  cases,  we 
ought  to  be  careful,  because  what  they  need  is  conservation  of 
their  vitality,  and  if  we  are  by  this  operation  to  reduce  their 
vitality,  we  are  going  to  kill  a  great  many  women  who  otherwise 
would  recover. 

Therefore,  I  think  it  is  fortunate  that  we  should  realize  that 
this  operation,  although  perhaps  beneficial  in  a  few  cases,  still 
is  not  going  to  be  a  cure-all  by  any  means. 

Dr.  Vineberg. — I  cannot  say  that  I  am  very  enthusiastic 
about  the  operation,  but  I  must  take  issue  with  both  Dr. 
Brothers  and  Dr.  Cragin.  Dr.  Brothers  makes  the  assertion  that 
conditions  are  entirely  different  in  the  thrombotic  sinus  of  the 
head.  It  is  true,  but  not  for  the  reason  he  states,  because  in 
sinus  thrombosis  you  have  the  bacteria  in  the  blood  almost  in 
variably,  but  you  have  a  simple  condition  so  far  as  the  veins  are 
concerned.  You  have  the  jugular  vein,  which  is  practically  a 
vein  by  itself  without  any  tributaries,  and  that  is  what  makes 
the  pelvic  conditions  so  much  more  difficult,  because  they  are  not 
so  easily  reached  and  the  technic  is  not  so  easy  and  therefore 
it  cannot  be  attacked  as  easily  as  these  other  cases.  So  that,  so 
far  as  that  is  concerned,  the  criticism  does  not  hold,  and  there 
are  more  cases  of  puerperal  pyemia  without  streptococci  in  the 
blood  than  those  in  which  they  are  present. 

I  take  this  position:  men  who  have  spoken  just  as  Dr.  Cragin 
has  spoken  to-night  are  now,  after  a  trial,  enthusiastic  advocates 
of  the  operation.  I  will  say  that  if  it  is  done  by  a  person  who 
is  in  the  habit  of  doing  surgical  work  in  the  abdomen,  the  chances 
of  the  patient  are  not  diminished  by  the  procedure.  In  looking 
through  the  literature,  in  one  case  only  did  the  patient  die  from 
the  operation.  All  the  other  cases  did  not  die  from  the  operation 
because  there  was  almost  invariably  an  improvement  after  it, 
and  the  patients  died  a  variable  period  after  the  operation. 
I  am  sure  that  Dr.  Cragin  will  not  wish  to  be  understood  that  in 
those  patients  who  died  fifteen  or  sixteen  days  after  the  operation 
the  operation  contributed  to  the  fatal  outcome.  The  difficulties 
in  the  case  are  to  make  the  diagnosis  and  be  able  to  get  suit- 
able cases.  For  instance,  the  gynecologists  take  issue  with  Dr. 
Trendelenburg  when  he  says  the  third  chill  is  an  indication  of 
pyemia,  that  then  he  would  proceed  with  the  operation — those 
who  have  had  experience  know  that  this  rule  does  not  hold  good. 

On  the  other  hand,  you  may  have  as  in  the  above  case  a  severe 
form  going  from  bad  to  worse  without  any  chills.  Dr.  Bumm 
holds  that  you  ought  to  be  able  to  palpate  the  convoluted  veins 
in  these  cases.  I  do  not  think  that  is  always  feasible.  I  could 
not  feel  it  in  this  woman  and  yet  it  was  a  most  beautiful  demon- 
stration when  opened. 

I  must  say  that  I  feel  there  was  a  time  when  my  patient  could 
probably  have  been  saved  and  that  through  work  in  this  direction 
we  will  be  able  to  save  lives  that  would  not  have  been  saved 
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otherwise.  Further  than  this,  if  we  are  able  to  cut  short  an 
illness,  we  are  doing  a  great  deal  of  good.  We  all  know  that 
these  patients  who  go  through  the  ordeal  of  severe  sepsis  for 
months  are  a  long  time  in  regaining  full  health;  it  is,  therefore, 
not  an  immaterial  thing  to  have  a  patient  drag  along  for  weeks, 
even  if  she  finally  recovers.  It  is  not  an  operation  which  should 
be  condemned  as  yet.  It  should  be  worked  out  and  then  when 
a  great  many  cases  have  been  recorded,  we  will  be  in  a  position 
to  say  whether  it  is  a  wise  and  a  justifiable  thing  to  do. 
Dr.  Abram  Brothers  presented  the  report  of  a  case  of 

GALL   STONE    IMPACTED    IN    THE    CYSTIC    DUCT. 

Mrs.  T.  R.  was  a  childless  married  woman,  forty  years  old, 
when  she  first  came  under  my  care,  in  September,  1901,  with 
large  abdominal  tumors  which,  although  regarded  as  large  multi- 
ple fibroids  by  one  of  the  most  prominent  gynecologists  of  our  city, 
seemed  to  me  to  be  multilocular  and  bilateral  ovarian  cysts. 
The  operation  which  I  performed  shortly  afterward  sustained 
the  correctness  of  my  diagnosis.  For  several  years  she  suffered 
from  the  symptoms  of  the  artificially  produced  menopause,  but 
finally,  about  the  beginning  of  1904,  she  had  a  healthy  appear- 
ance and  was  able  to  attend  to  her  large  business  interests. 

Toward  the  end  of  1905  she  called  again  and  complained  of 
attacks  of  intense  generalized  abdominal  pains  associated  with 
epigastric  distention.  The  possibilities  of  intestinal  adhesions 
resulting  from  the  previous  operation  seemed  to  account  for  her 
condition.  The  attacks,  however,  could  not  be  averted  by  any 
treatment  which  I  instituted,  and  I  turned  the  case  over  to 
Dr;  Nathan  Friedman  to  study  more  closely  during  the  actual 
attacks.  He  found  it  necessary  to  give  her  hypodermic  injec- 
tions of  morphine.  While  under  his  care  I  saw  her  from  time  to 
time,  and  between  us  we  arrived  at  the  conclusion  that  she  was 
suffering  from  gall-stone  colic.  The  suggestion  to  give  her  opera- 
tive relief  was  declined  by  the  patient  until  at  least  every  reme- 
dial measure  had  been  thoroughly  tried.  With  this  purpose  in 
view,  I  referred  her  to  one  of  our  distinguished  experts  in  internal 
disease,  and  to  my  surprise  and  disappointment  he  felt  that  he 
was  able  to  exclude  biliary  colic  altogether.  His  diagnosis  was 
"gastric  colics  due  to  accumulation  of  gases  in  the  pyloric  region 
of  the  stomach  and  duodenum."  After  washing  out  her  stom- 
ach, giving  her  test  breakfasts,  carefully  dieting  her,  giving  her 
abdominal  massage,  etc.,  the  attacks  kept  on  recurring  and  Dr. 
Friedman  was  being  constantly  called  in  at  all  hours  of  the  night 
to  relieve  her  sufferings  Avith  the  hypodermic  needle.  Finally 
Dr.  Isaac  Adler  was  requested  by  Dr.  Friedman  to  look  the  pa- 
tient over,  in  the  beginning  of  December,  1908.  He  made  a  very 
careful  and  thorough  examination  and  reached  the  conclusion 
that  she  was  suffering  from  gall-stones.  He  advised  operative 
intervention  and  said  a  kind  word  in  my  favor.  At  no  time 
was  there  jaundice  in  this  patient  and  only  in  the  latter  part 
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of  the  course  of  the  disease  was  there  localized  tenderness  in  the 
gall-bladder  region.  For  the  month  preceding  operation  the 
patient  was  in  a  state  of  constant  suffering  so  that  she  begged 
now  for  relief  of  any  kind  and  by  any  means. 

On  December  ii,  1908,  at  the  Post-Graduate  Hospital,  I  made 
a  three-inch  longitudinal  incision  over  the  gall-bladder.  After 
exploration  a  large  stone  was  discovered  deeply  situated  and  im- 
pacted at  the  junction  of  the  cystic  with  the  common  bile-duct. 
Before  proceeding  to  cut  down  on  it  an  effort  was  made  to  gently 
milk  it  back  into  the  gall-bladder.  After  a  few  minutes  this 
proved  successful.  The  gall-bladder  was  now  opened  and  three 
large  faceted  stones,  the  size  of  grapes,  were  removed.  The 
operation  followed  closely  the  technic  of  the  Mayo  brothers. 
There  was  no  reaction  worth  noting  in  the  post-operative  course, 
and  the  patient  was  out  of  bed  on  the  tenth  day  and  sent  home 
before  the  end  of  three  weeks. 

Dr.  H.  Grad  reported  two  cases 

ACUTE    DILATATION    OF  THE    STOMACH   DURING  THE  PERFORMANCE 
OF    A    HYSTERECTOMY. 

Mrs.  G.,  aged  thirty-seven,  was  first  seen  in  consultation  on 
November  18,  1908.  She  had  been  complaining  of  bloody  flows 
from  the  vagina  for  six  weeks;  sometimes  the  flow  amounted  to 
a  hemorrhage.  She  had  been  married  sixteen  years  and  had 
had  one  child  fourteen  years  ago.  She  had  had  no  miscarriages. 
Her  menses  had  never  been  very  regular,  but  for  three  consecu- 
tive months  she  had  not  flowed.  She  had  no  morning  nausea  and 
did  not  feel  that  she  was  pregnant.  Bimanual  examination 
showed  uterus  corresponding  to  the  size  of  a  five  months'  preg- 
nancy. No  fetal  heart  sounds  could  be  heard.  Under  chloroform 
narcosis,  the  diagnosis  of  fibroid  and  pregnancy  was  established. 
She  was  transferred  to  the  hospital  for  observation.  Two  days 
later,  with  hardly  any  labor  pains,  she  delivered  herself  of  a  five 
months'  fetus  and  placenta.  Her  puerperium  was  normal, 
except  that  she  flowed  freely.  She  was  advised  to  go  home  and 
be  observed,  to  see  if  with  the  involution  of  the  uterus  the  metror- 
rhagia would  not  improve.  Between  November  28  and  Decem- 
ber 30,  the  patient  had  several  uterine  hemorrhages,  necessi- 
tating active  measures  for  its  control.  On  January  2,  she  was 
readmitted  to  the  hospital  for  operation.  The  uterus  had  in- 
voluted thoroughly  and  the  fibroid  in  its  anterior  wall  was  quite 
small.  On  January  7,  after  careful  preparation,  the  abdomen 
was  opened  in  the  median  line.  She  was  placed  in  Trendelenberg 
position,  and  the  intestines  protected  with  pads.  Nothing  ab- 
normal was  noticed  at  this  time.  A  panhysterectomy  was  de- 
cided on,  and  clamps  applied  to  the  broad  ligaments.  By  the 
time  the  uterus  was  liberated,  the  abdominal  cavity  was  so  filled 
by  an  enormous  distention  of  the  stomach  that  it  was  impos- 
sible to  go  on  with  the  operation.  The  stomach  distention  was 
so  great  that  it  would  have  been  impossible  to  have  closed  the 
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abdomen.  The  anesthetist  was  directed  to  pass  a  stomach-tube, 
which  resulted  in  the  Hberation  of  gas  and  an  immediate  collapse 
of  the  stomach.  The  patient's  condition  was  good,  the  pulse  not 
greatly  affected.  The  operation  finished,  the  abdomen  was 
closed  and  the  patient  returned  to  the  ward.  She  grew  very 
restless,  and  on  examination  it  was  found  that  the  distention  in 
the  stomach  had  reoccured.  A  stomach-tube  was  about  to  be 
passed  when  the  patient  vomited  and  relieved  herself  of  the  dis- 
tention. The  pulse  improved  and  the  patient  grew  less  restless. 
A  hypodermic  of  1/40  gr.  of  eserin  salicylate  was  now  given. 
The  patient  was  closely  watched,  but  no  further  distention  of  the 
stomach  occurred  or  other  complication  arose.  On  the  third  day 
her  bowels  moved,  and  she  made  an  afebrile  and  uncomplicated 
recovery. 

PYOSALPINX,   FIRMLY  ADHEREXT  TO  THE   ANTERIOR  WALL  OF  THE 
BROAD    LIGAMENT    AND    UTERUS. 

Pus  collections  in  the  pelvis  anterior  to  the  broad  ligaments  and 
uterus  are  comparatively  rare  and  are  of  interest.  In  puerperal 
infection  pus  collections  are  more  frequently  encountered  in 
this  part  of  the  pelvis,  but  not  so  frequently  in  the  nonpuer- 
peral infections.  In  the  case  under  consideration  a  pus  tube,  with 
a  caliber  fully  that  of  a  small  intestine,  was  lying  in  front  of  the 
right  broad  ligament,  firmly  adherent.  The  right  ovary  was 
situated  normally  behind  the  broad  ligament. 

The  history  of  the  case  is  as  follows: 

Mrs.  F.,  aged  twenty-eight,  was  first  seen  on  January  4,  1909. 
About  three  weeks  ago  the  patient  was  taken  with  abdominal 
pain,  which  after  a  few  days  became  localized  in  the  right  side. 
During  this  attack  she  had  chills  and  fever,  headache  and  great 
prostration.  She  had  been  married  nine  years  but  never  had 
been  pregnant.  Her  menstruations  have  always  been  regular. 
A  year  and  a  half  ago  she  had  a  similar  attack  of  abdominal  pain 
and  had  to  be  taken  to  a  hospital  where  an  abscess  was  opened 
through  the  vagina.  She  remained  in  the  hospital  for  over  six- 
weeks  but  made  a  complete  recovery. 

Abdominal  palpation  revealed  a  very  tender  lower  abdominal 
region  particularly  over  the  right  lower  quadrent.  Bimanually 
a  very  tender  mass  was  palpable  in  front  of  the  uterus  extending 
transversely  across  the  pelvis.  The  culdesac  was  free.  Pulse 
100,  temperature  100°  F.  She  was  referred  to  the  hospital  for 
operation,  and  on  January  8  the  abdomen  opened  in  the  median 
line.  The  pelvis  was  plastered  over  firmly  with  an  inflamma- 
tory mass,  consisting  of  omentum,  and  several  coils  of  intestines. 
After  protecting  the  abdominal  cavity  with  pads  as  well  as  pos- 
sible, the  omentum  instead  of  being  separated  from  its  adherent 
position  was  tied  off  with  ligatures  close  to  the  abscess  wall  and 
with  an  aspiration  needle  the  pus  was  drawn  off.  After  liberat- 
ing the  coils  of  intestines  it  was  found  that  the  pus  tube  was  ly- 
ing in  front  of  the  broad  ligament.     It  was   removed   in   the 
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usual  way.  The  abdomen  was  closed  in  layers  except  that  a 
small  rubber  tube  was  placed  in  front  of  the  uterus  and  brought 
out  at  the  lower  angle  of  the  wound.  The  interesting  question 
is  how  did  this  Fallopian  tube  get  into  this  abnormal  position? 
Did  the  displacement  occur  before  or  after  the  infection?  I  have 
seen  the  Fallopian  tube  adherent  to  the  round  ligament  in  several 
instances.  In  the  case  under  consideration  the  patient  had 
a  posterior  section  done  a  year  and  a  half  ago.  It  is  possible 
that  at  that  time  the  inflamed  tube  was  displaced  by  the  gauze 
packing,  I  should  like  to  hear  the  opinions  of  the  members  of  the 
Society  on  this  question  of  displaced  pus  tubes. 


TRANSACTIONS    OF    THE    SOUTHERN 

SURGICAL  AND  GYNECOLOGICAL 

ASSOCIATION. 


Twenty-first  Annual  Session,  held  in  St.  Louis,  Missouri, 

December  15,  16,  and  17,  1908. 
The  President,  F.  W.  Pharam,  M.  D.,  of  New  Orleans,  La., 

in  the  Chair. 
The  meetings  were  held  at  the  Planter's  Hotel. 

PORRO-CESAREAN  SECTION. 

Dr.  F.  D.  Smythe,  of  Memphis,  Tenn.,  reported  a  case  of 
Porro-Cesarean  section,  and  said  the  operation  was  selected  for 
the  following  reasons: 

1.  The  rapidity  with  which  the  Porro  could  be  performed 
increased  the  chances  of  the  patient  surviving  the  operation. 

2.  The  remaining  ovary  was  cystic  and,  in  all  probability,  a 
cyst  of  the  same  character  as  the  large  one  removed.  Such 
cysts  are  bilateral  in  40  per  cent,  of  cases,  and  to  have  per- 
mitted it  to  remain  in  the  event  of  recovery  of  the  patient  would 
have  been  to  invite  a  second  operation  in  the  near  future  with  its 
risk  to  life  and  effect  on  purse. 

3.  This  patient  was  in  a  condition  too  much  weakened  to  be 
subjected  to  any  avoidable  risk  of  the  puerperium;  hence  the 
Pdrro.  The  Saenger  could  not  have  provided  the  protection 
which  was  essential  to  the  salvation  of  the  patient. 

4.  There  will  always  occur  cases  demanding  the  Cesarean 
section  in  the  interest  of  the  child  and  mother.  In  elective 
cases  there  should  be  no  infant  mortality  attending  either 
operation;  hence  the  surgeon  should  select  the  operation  that 
subjects  the  mother  to  the  least  risk  of  losing  her  life.  The 
essayist  is  fully  convinced  that  the  Porro  operation  is  the  safer, 
and  that  the  surgeon  performing  the  Saenger  in  an  honest  effort 
to  preserve  the  reproductive  organs  would  have  occasion  to 
congratulate  himself  now  and  then  on  the  result  of  his  efforts 
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inythat  plausible  undertaking,  but  he  could  not  escape  the 
responsibihty  of  the  loss  of  a  mother  at  times,  due  to  his  plan  of 
management,  whose  life  could  have  been  saved  had  the  simpler 
and  safer  operation  been  selected  at  the  outset. 

5.  Myomectomy  was  attended  by  a  higher  rate  of  operative 
mortahty  than  supravaginal  hysterectomy.  Hysterectomy  or 
the  Saenger  operation  was  Hkewise  more  hazardous  than  the 
Porro  for  the  same  reasons,  namely,  sepsis  and  hemorrhage. 
Durmg  the  puerperium,  with  an  expanding  and  contracting 
uterus,  the  dangers  from  both  sources  were  greatly  increased 
The  surgeon's  first  duty  was  to  his  patient,  and  only  after  that 
duty  shall  have  been  discharged  was  he  at  hberty  or  justified 
m  considermg  future  generations.  So  until  he  was  convinced 
that  the  so-called  conservative  operation  was  as  safe  to  the 
mother  as  the  Porro,  it  would  be  his  practice  to  choose  the  latter. 

ELECTIVE  CESAREAN  SECTION. 

Dr.  Miles  F.  Porter,  of  Fort  Wayne,  Indiana,  discussed 
Cesarean  section  as  an  operation  of  choice,  especially  in  such 
cases  as  were  usually  delivered  by  so-called  minor  operations 
or  by  unaided  natural  forces  after  long  labor.  Heretofore  too 
httle  attention  had  been  paid  to  the  morbidity  of  both  mother 
and  child.  The  question  was  not  only  one  of  motherless  children 
and  childless  mothers,  but  of  invalid  mothers  and  idiot  children 
as  well. 

A  study  of  statistics  showed  that  the  average  maternal  mor- 
tality resulting  from  high  forceps,  version,  induction  of  pre- 
mature labor,  and  the  expectant  plan  was  1.14  per  cent  •  the 
fetal  mortahty,  17.3 -f-  per  cent.;  the  maternal  morbidity  42  per 
cent.;  the  fetal  morbidity  12.2  per  cent.,  not  including  the 
fractures  of  the  skull  in  Leisenwitz's  figures.  It  should  be 
recalled  that  the  children  who  recovered  from  cerebral  hemor- 
rhage invariably  suffered  permanent  disabihty,  and  in  30  per 
cent,  epilepsy  developed. 

Summarizing  the  reports  of  126  elective  Cesarean  sections 
collected  by  personal  correspondence,  the  maternal  mortahty 
was  found  to  be  1.58  per  cent.;  the  fetal  mortahty,  zero-  the 
maternal  morbidity,  12.69;  the  fetal  morbidity  was  zero'  It 
should- not  be  forgotten  that  the  fetal  morbidity  following  for- 
ceps, and  the  like,  was  often  worse  than  death.  The  results  of 
these  cases  were  in  accord  with  the  opinions  of  many  men  of 
experience. 

In  placenta  previa  the  obstetric  procedures  resulted  in  a 
maternal  mortality  of  8  per  cent.,  a  fetal  mortahty  of  over  50 
per  cent.,  and  a  high  morbidity  for  both  mother  and  child  No 
method  of  delivery  entailed  so  little  risk  to  the  child  as  did 
Cesarean  section.  The  remote  ulterior  results  of  Cesarean  sec- 
tion including  hernia,  rupture  of  the  uterus,  and  adhesions, 
could  be  prevented  by  proper  technic  so  nearly  completely  as  to 
render  the  dangers  arising  therefrom  practically  nil.     Barring 
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infection,  some  hours  of  labor  did  not  increase  the  danger  from 
Cesarean  section.  The  obstetric  operations,  no  less  than  the 
Cesarean  section,  required  surgical  skill  and  judgment;  indeed, 
the  inherent  difficulties  of  the  former  were  perhaps  the  greater, 
and  no  one,  unless  he  possessed  both  skill  and  judgment, 
should  undertake  either.  In  contracted  pelvis,  Cesarean  section 
should  be  the  operation  of  choice  in  many  multiparae  and  prac- 
tically all  primiparae.  In  placenta  previa  with  a  viable  child, 
Cesarean  section  should  be  the  operation  of  choice.  In  eclampsia 
in  the  primipara  at  or  near  term  with  a  viable  child,  Cesarean 
section  was  the  best  method  of  delivery  usually.  With  capacious 
pelvis  and  vagina  Duhrssen's  operation  might  be  preferred. 

Abdominal  section  for  uterine  or  ovarian  tumors  done  at  term 
should  be  followed  by  delivery  of  the  child  by  Cesarean  section. 
Given  an  elderly  primipara  at  term,  with  a  vigorous  child,  with 
a  normal  pelvis,  but  rigid  soft  parts,  usually  sensitive  to  pain  and 
physically  below  par,  and  Cesarean  section  offered  both  mother 
and  child  a  better  chance  of  life  and  health  than  the  so-called 
conservative  operations. 

As  one  of  the  chief  arguments  in  favor  of  Cesarean  section 
was  that  it  entailed  no  risk  to  the  child,  it  followed  that  a  dead 
or  dying  child  would  often  determine  one  to  choose  one  of  the 
conservative  operations  in  cases  in  which  the  Cesarean  section 
would  otherwise  be  the  operation  of  choice. 

DISCUSSION. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  Ohio,  said  if  he  were 
to  make  any  criticism  on  Dr.  Smythe's  paper,  it  would  be  that 
Cesarean  section,  and  especially  a  Porro  operation,  under  the 
circumstances,  was  unnecessary,  and  in  so  saying  he  did  not 
wish  to  be  understood  as  reflecting  on  his  ability  or  judgment. 
As  he  understood  the  case,  there  was  an  ample  pelvis.  The  only 
pathological  condition  was  the  presence  of  a  large  ovarian  tumor 
on  one  side,  and  a  small  one  on  the  other.  The  large  one  was 
removed  without  difficulty,  and  the  second  one  could  likewise 
have  been  removed,  the  abdomen  closed,  and  the  woman  allowed 
to  take  care  of  the  pregnancy  herself. 

With  reference  to  Dr.  Porter's  paper,  judging  from  recent 
literature,  Cesarean  section  would  soon  cease  to  be  an  elective 
operation  and  would  only  be  performed  when  there  were  positive 
indications. 

Dr.  Henry  T.  Byford,  of  Chicago,  said  it  was  rather  radical 
to  recommend  Cesarean  section  in  old  primiparae.  He  had  no 
doubt  there  were  exceptional  cases  in  which  this  operation 
might  be  done;  but  obstetrics  was  improving,  and  a  good  obstet- 
rician, by  using  the  various  means  we  had  at  our  command, 
could  almost  rule  out  Cesarean  section  in  that  class  of  cases. 
It  was  only  in  the  exceptional  cases  that  we  should  resort  to  such 
an  operation. 

Dr.    Cii.\rles    P.    Noble,    of   Philadelphia,    was    heartily    in 
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sympathy  with  that  part  of  the  paper  which  spoke  of  broadening 
the  field  of  Cesarean  section.  The  question  was,  which  w^as  the 
more  dangerous  to  the  child,  an  elective  Cesarean  section  or  a 
very  difficult  forceps  operation?  Surely,  any  one  who  had 
considerable  experience  in  obstetrics,  and  who  knew  the  great 
difficulty  attending  deliveries  either  by  forceps  or  version  under 
ordinary  conditions  existing  in  private  practice,  as  well  as  what 
could  be  done  by  abdominal  surgery  under  favorable  conditions, 
must  be  driven  to  the  conclusion,  even  on  a  priori  grounds,  that 
Cesarean  section  was  much  safer.  The  mortality  to  the  mother 
approached  zero,  and  about  lOO  per  cent,  of  the  children  were  de- 
livered alive  by  Cesarean  section. 

Dr.  Maurice  H.  Richardson,  of  Boston,  in  referring  to  the 
removal  of  fibroid  tumors  complicating  pregnancy,  said  that 
unless  they  interfered  seriously  with  normal  confinement  he 
would  not  operate,  and  the  results  from  noninterference,  in  his 
experience,  were  very  good  indeed.  Nature  was  very  kind 
in  the  delivery  of  a  child  from  a  uterus  which  contained  fibroids. 

Dr.  Charles  H.  Mayo,  of  Rochester,  Minnesota,  recalled  two 
cases  of  tumors  complicating  pregnancy  in  which  an  elective 
Cesarean  section  was  planned,  but  in  both  instances  by  manipu- 
lation the  tumors  were  lifted  out  of  the  pelvis  and  the  women 
went  on  to  term  and  were  delivered  normally. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  Ohio,  said  a  woman,  forty 
years  of  age,  pregnant,  and  about  to  be  delivered,  came  to  him 
with  an  acute  trouble  in  the  abdomen.  There  was  a  gallon  or 
more  of  fluid  in  her  abdomen.  She  had  been  ill  two  days.  He 
operated  on  her  as  soon  as  she  came  in.  He  found  an  ovarian 
tumor  about  the  size  of  a  cocoanut,  with  twisted  pedicle.  He 
removed  the  tumor,  but  did  not  interfere  with  the  pregnancy. 
She  recovered  nicely  from  this  operation.  On  the  thirteenth 
day  thereafter  she  was  delivered  of  a  baby,  and  made  a  smooth 
convalescence. 

Dr.  Charles  L.  Bonifield,  of  Cincinnati,  in  referring  to  the 
difference  between  a  Porro  operation  and  a  Cesarean  section, 
said  that  he  had  done  but  one  Cesarean  section  himself,  but 
had  the  pleasure  of  assisting  Dr.  Zinke  in  doing  another,  and  in 
both  instances  was  impressed  with  the  exceeding  ease  of  the 
operation.  It  was  one  of  the  simplest  operations  in  abdominal 
surgery,  gave  rise  to  the  least  trouble,  and  in  healthy  women  he 
would  not  expect  a  mortality  of  more  than  i  per  cent.  When 
the  uterus  was  infected,  however,  a  Porro  operation  was  the 
operation,  but  when  the  uterus  was  healthy,  he  saw  no  reason 
for  resorting  to  a  Porro  instead  of  the  ordinary  Cesarean  section. 

Dr.  William  D.  Haggard,  of  Nashville,  Tenn.,  said  there 
w^as  one  conclusion  Dr.  Porter  arrived  at  in  which  the  members 
could  heartily  concur,  namely,  the  wisdom  of  resorting  to 
elective  Cesarean  section  in  cases  of  eclampsia  at  term,  but  not  in 
labor.  He  had  had  occasion  to  do  this  operation  twice  in  the 
last  year  in  women  of  this  class  who  had  been  having  a  number 
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of  convulsions,  one  every  eight  hours,  and  one  every  nine  hours, 
both  being  in  a  comatose  condition  before  they  had  the  con- 
vulsions. Both  were  delivered  by  Cesarean  section,  and  both 
mothers  and  both  children  were  alive. 

Dr.  Walter  C.  G.  Kirchner,  of  St.  Louis,  Mo.,  in  speaking 
of  the  kind  way  in  which  nature  took  care  of  these  cases,  recalled 
one  in  which  pregnancy  was  complicated  by  a  cyst.  The  cyst 
was  removed,  and  the  patient  recovered  from  this  operation. 
A  few  months  later  she  developed  perforative  appendicitis,  was 
operated  on  for  that  condition,  recovered,  and  went  on  and  was 
delivered  of  a  healthy  child. 

Dr.  M.  C.  McGannon,  of  Nashville,  Tenn.,  was  in  accord 
with  what  had  been  said  relative  to  broadening  the  field  for 
Cesarean  section,  for  the  reason  that  it  was  probably  one  of  the 
simplest  operations  in  the  hands  of  an  expert  we  had  to  do  inside 
the  abdomen.  The  mortality  rate  was  practically  nil  so  far 
as  the  mother  was  concerned,  and  it  gave  the  child,  under  all 
circumstances,  the  best  chance  for  its  life. 

temporary  ventrosuspension  of  the  uterus. 

Dr.  Edward  H.  OchsnER,  of  Chicago,  briefly  reviewed  the 
dangers  and  disadvantages  of  permanent  ventrofixation  and 
ventrosuspension,  and  then  gave  the  technic,  indications  and 
end-results  of  a  temporary  ventrosuspension  of  the  uterus. 
The  operation  consisted  in  passing  a  needle  armed  with  a  double 
strand  of  ten-day  unchromicized  catgut  through  the  rectus 
fascia,  rectus  muscle  and  peritoneum  on  the  right  side  one  inch 
below  the  lower  angle  of  the  peritoneal  incision,  then  through 
the  fundus  of  the  uterus,  being  careful  not  to  injure  the  peri- 
toneal covering  of  the  uterus  unnecessarily,  then  out  through 
the  abdominal  wall  in  reverse  order  to  its  introduction.  This 
stitch  was  now  tied  just  tight  enough  to  bring  the  uterus  in 
contact  with  the  parietal  peritoneum,-  but  not  tight  enough  to 
cause  necrosis  of  the  peritoneum.  The  operation  was  recom- 
mended if,  after  pelvic  operations  for  inflammatory  conditions, 
the  uterus  showed  a  tendency  to  fall  backward  after  the  intra- 
abdominal work  was  completed.  It'  was  claimed  that,  if  properly 
applied,  it  would  prevent  the  uterus  from  falling  backward  and 
becoming  adherent  to  the  pelvic  floor  without  making  a  per- 
manent ventrosuspension  or  fixation  with  their  numerous 
objectionable  features. 

VAGINAL  hysterectomy  FOR  CARCINOMA  OF  THE  CERVIX. 

Dr.  Henry  T.  Byford,  of  Chicago,  pointed  out  that  the 
relative  value  of  the  vaginal  and  abdominal  routes  was  still 
under  discussion.  The  advocates  of  the  abdominal  route  were 
inclined  to  be  less  radical  than  its  propounder — Emil  Ries — 
in  order  to  diminish  its  excessive  mortality,  while  some  of  the 
German  operators  in  their  attempts  to  be  more  radical  were 
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increasing  the  dangers  of  the  vaginal  method ,  of  spHtting  the 
vagina  and  opening  freely  into  the  pelvic  connective  tissue. 

The  author  was  satisfied  that  the  permanent  results  may  be 
improved  sufficiently  to  give  it  an  important  place  in  the  future, 
and  proposed  a  method  of  causing  sloughing  of  the  broad  liga- 
ments by  the  combined  use  of  silk  ligatures  and  strong  forceps. 
In  this  way  much  more  of  the  connective  tissue  in  the  broad 
ligament  and  about  the  cervix  could  be  removed,  than  by  either 
ligatures  or  forceps  as  ordinarily  employed. 

The  essential  part  of  the  method  consisted  in  ligating  the 
broad  and  sacro-uterine  ligaments  as  far  from  the  cervix  as 
possible  after  having  pushed  up  the  ureters  out  of  the  way. 
After  the  uterus  had  been  removed  the  broad  ligaments  were 
pulled  still  farther  down  and  strong  forceps  applied  still  farther 
away  which  were  clamped  so  as  to  cause  sloughing  of  all  tissue 
within  their  grasp. 

The  author  exhibited  a  forceps  he  had  devised  which,  he 
thought,  obviated  some  of  the  objections  that  were  found  to  the 
ordinary  broad  ligament  forceps.  ]\Iost  forceps  project  too  far 
into  the  peritoneal  cavity  and  caused  pain;  they  sometimes 
failed  to  grasp  the  tissues  firmly  at  all  points,  and  thus  might 
not  cause  prompt  and  complete  sloughing;  and  they  projected 
too  far  out  of  the  vulva  and  were  in  the  way  externally.  The 
forceps  he  presented  were  short,  and  not  only  were  capable  of 
holding  the  stump  down  near  or  at  the  vaginal  edges,  but  they 
did  not  form  a  large  mass  of  metal  projecting  between  the  thighs. 
They  were  blunt  and  slightly  hooked  at  the  end  of  the  blades, 
and  not  only  did  not  scratch  the  intestine,  but  did  not  allow  the 
pressure  to  force  the  edge  of  the  flattened  stump  beyond  their 
grasp.  They  were  strong  enough  to  exert  a  uniform  pressure, 
which  caused  sloughing  even  when  left  on  but  a  few  hours.  He 
usually  left  them  on  for  twenty-four  hours,  although  ten  or 
twelve  would  probable  be  long  enough. 

SPLENECTOMY  FOR  SPLENOMEGALY  OF  DOUBTFUL  CLASSIFICATION. 

Dr.  M.  C.  McGannon,  of  Nashville,  Tenn.,  reported  a  case  of 
splenectomy  which  presented  some  unusual  features  that  have 
not  heretofore  been  recorded  in  connection  with  primary  spleno- 
megaly. The  patient  was  a  white  woman,  aged  forty-three.  Chro- 
nicity  was  doubtful,  since  the  patient  first  noticed  the  enlargement 
of  the  spleen  only  a  few  months  before  she  came  under  his  obser- 
vation. Her  physical  condition  had  been  below  par  for  a  year 
or  two;  but  preceding  an  attack  of  pneumonia,  which  was  four 
months  before  she  discovered  the  splenic  enlargement,  she  had 
not  considered  herself  in  any  sense  a  sick  woman.  Anemia, 
hematemesis,  jaundice,  liver  enlargement,  all  terminal  symptoms, 
might  have  arisen  later  had  the  disease  been  permitted  to  con- 
tinue. The  most  marked  unusual  features  of  the  case  were  the 
general  enlargement  of  the  superficial  lymph  nodes  and  the 
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myxedematous  symptoms;  thickened,  puffy  skin  and  mental 
hebetude,  with  complete  disappearance  of  all  symptoms  and 
pathological  conditions  in  other  tissues  after  the  removal  of  the 
spleen. 

HYPOPLASIA   IN   ITS  RELATION  TO   HEALTH   AND  DISEASE. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  read  a  paper  with 
this  title.  Among  other  things,  he  said  that  man  evoluted  from 
the  ovum  and  therefore  the  ovum  was  potentially  man.  The 
ovum  was  derived  from  its  progenitors,  immediate  and  remote. 
Something  could  not  come  from  nothing.  One  could  not  give 
what  he  did  not  have;  hence  if  the  progenitors  were  degenerates, 
that  is,  if  they  had  a  low  vitality,  or  were  not  fully  alive,  they 
could  not  convey  perfect  life,  but  could  only  convey  imperfect 
life.  Hence  the  potential  of  the  ovum  derived  from  degenerate 
ancestors  was  imperfect,  and  the  resulting  adult  was  imperfect. 
This  imperfection  might  increase  or  diminish  by  environment 
either  in  embryonal,  fetal  or  extrauterine  life. 

Man  consisted  of  a  body  and  intellect  and  a  moral  nature, 
and  might  degenerate  in  either  one  or  all  three  of  his  natures, 
and  this  degeneracy  might  either  be  inherited  or  acquired. 
If  the  potential  of  life  received  by  the  ovum  was  imperfect,  there 
resulted  an  imperfect  body.  The  eft'ects  might  be  most  marked 
in  the  physical  body,  in  the  intellect,  or  in  the  moral  nature. 
When  the  potential  of  life  was  deficient,  there  resulted  imperfect 
evolution  and  an  imperfect  adult — that  is,  the  adult  was  imper- 
fectly developed  in  all  his  parts,  bones,  muscles,  circulatory 
apparatus,  nervous  system,  ligaments,  fasciae — in  other  words, 
the  man  was  suft'ering  from  hypoplasia  or  imperfect  develojjment. 
The  same  conditions  in  kind,  if  not  in  degree,  might  be  brought 
about  by  environment,  malnutrition,  insanitary  conditions  of 
living,  traumatisms,  or  intercurrent  diseases  which  acted  by 
arresting  development,  that  is,  by  causing  hyoplasia.  If  the 
potential  of  life  received  in  the  ovum  was  very  defective,  there 
resulted  embryonal  or  fetal  death  and  abortion.  In  other  cases 
there  resulted  monsters  or  instances  of  imperfect  development, 
such  as  spina  bifida,  cleft  palate,  etc.  There  resulted  idiocy, 
imbecility,  and  insanity  of  hereditary  type,  or  the  lesser  degrees 
of  what  was  heretofore  called  functional  nervous  diseases  or 
symptoms  complex,  such  as  epilepsy,  catalepsy,  hysteria,  nervous 
instability,  and  the  tendency  to  the  development  of  nervous 
prostration. 

In  infancy  and  childhood  there  resulted  a  tendency  to  nutri- 
tional diseases  which,  acting  as  environment,  tended  to  arrest 
normal  evolution  or  development.  In  certain  cases  chlorosis 
followed,  due  to  hypoplasia  of  the  circulatory  apparatus,  and  the 
blood-making  organs.  Puberty  was  delayed,  and  in  the  woman 
menstruation  was  abnormal  and  painful.  The  young  adult 
and    the   adult,   through  imperfect   development,    might    retain 
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the  body  form  of  the  child,  that  is,  neuter.  This  was  the  body- 
form  of  the  consumptive.  The  vertebral  column  did  not  main- 
tain its  normal  curves,  the  chest  was  flattened,  the  abdomen 
protuberant  and,  owing  to  the  imperfect  development,  the 
hypoplasia  of  the  ligaments  and  the  muscles,  the  attitude  of  the 
man  were  such  that  it  was  often  said  he  looked  as  though  he  had 
been  tied  together  with  yarn  strings. 

There  resulted  a  loss  of  relative  immunity,  and  so  when  the 
diseases  of  civilized  man  were  contrasted  with  those  of  the 
savage,  there  was  a  tendency  to  the  so-called  surgical  infections, 
including  puerperal  sepsis,  appendicitis,  tuberculosis,  etc. 

There  resulted  a  tendency  to  visceral  ptoses  due  to  the  imper- 
fect development  of  the  ligaments  of  these  organs  and  to  the 
insufficient  support  of  the  abdominal  muscles.  This  explained 
the  failure  to  relieve  the  symptoms  when  such  patients  were 
operated  upon;  whereas  when  the  cases  of  acquired  ptoses  in 
normal  individuals  were  operated  upon,  the  local  diseases  were 
cured  and  patients  got  well. 

There  resulted  an  imperfect  function  of  the  glandular  cells 
of  the  body,  with  consequent  imperfect  digestion,  so-called 
nervous  dyspepsia,  when  it  is  not  reflex,  that  is,  acquired  from 
environment. 

There  resulted  nervous  instability,  hysteria,  catalepsy,  epilepsy, 
insanity,  idiocy,  and  the  like,  which  were  but  the  manifestations 
of  the  various  degrees  of  imperfection  in  the  developed  nervous 
system,  and  these  symptoms  complex  bore  the  same  relations 
to  hypoplasia  of  the  central  nervous  system  as  a  cough  did  to  a 
bronchitis. 

Defectives  were  the  weaklings  of  the  earth,  that  is,  the  unfit, 
and  the  process  whereby  nature  got  rid  of  them  was  through 
progressive  degeneracy  until  they  lost  the  power  of  generation 
or  deliberately  refused  to  exercise  it.  In  medicine  this  biological 
principle  and  the  recognition  of  its  results  upon  the  body  in  the 
arrest  of  development,  that  is,  in  causing  hypoplasia  of  the  body, 
would  make  simple  many  things  heretofore  obscure,  and  would 
make  the  prognosis  and  treatment  rational,  instead  of  guess- 
work, as  they  had  been.  These  patients,  when  afflicted  with 
diseases,  were  different  from  normal  individuals.  When  the 
local  condition  was  cured,  in  a  normal  individual,  the  patient 
was  well;  whereas  in  the  defective,  when  the  local  trouble  was 
cured,  he  still  had  his  hypoplasia,  and  so  might  retain  most  of 
his  symptoms,  or,  as  he  says,  his  medical  or  surgical  treatment 
had  been  a  failure. 

The  greatest  hope  in  the  future  lay  in  prevention.  Through 
state  medicine  and  through  individual  prophylaxis  the  children 
of  defectives  and  those  who  asquired  hypoplasia  must  not  be 
brought  up  under  the  usual  environment.  They  must  not  be 
sent  to  school  in  the  usual  way,  but  must  be  sent  to  the  country 
and  live  according  to  the  laws  of  nature,  whereby  their  develop- 
ment might  become  as  perfect  as  was  possible  under  the  con- 
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ditions.  These  people  were  the  weakHngs  and  could  not  stand 
the  strains  and  stresses  of  life;  when  subject  to  them,  they  always 
gave  out  and  got  nervous  prostration.  Therefore,  the  physician 
in  dealing  with  these  people  must  first  treat  them  along  lines  of 
rest,  and  improve  their  nutrition,  and  must  show  that  they 
cannot  perform  the  usual  labor  of  other  people,  but  must  accept 
this  as  a  fact  and  limit  the  expenditure  of  their  energy  to  that 
which  they  manufactured.  They  could  never  do  the  full  work 
of  a  normal  man  or  woman. 

FIBROID  TUMORS  AND  PREGNANCY. 

Dr.  Charles  L.  BonifiELD,  of  Cincinnati,  in  referring  to 
fibroid  tumors  of  the  uterus,  said  they  were  the  penalty  a  woman 
paid  for  celibacy.  All  observers  agreed  that  they  were  much 
oftener  seen  in  women  who  had  not  borne  children  than  in  those 
who  had,  and  one  could  safely  say  that  sterility  predisposed  to 
fibroids  and  fibroids  predisposed  to  sterility.  Fibroid  tumors  had  a 
tendency  to  render  women  sterile  in  three  ways :  First,  the  hyper- 
trophic endometritis  they  produced  rendered  the  endometrium 
unfit  to  receive  and  nourish  the  ovum.  The  nearer  the  fibroid  was 
to  the  endometrium,  the  more  marked  its  effect  on  this  membrane. 
Second,  they  were  frequently  complicated  by  and  apparently 
caused  disease  of  the  appendages,  which  prevented  conception. 
Third,  they  might  so  displace  the  cervix  that  it  was  not  bathed 
in  seminal  fluid  during  the  sexual  act.  But  as  a  fibroid  might 
exist  without  producing  any  of  these  conditions,  and  as  pregnancy 
might  occur  in  spite  of  the  presence  of  one  or  more  of  thern,  the 
coexistence  of  fibroid  tumors  and  pregnancy  was  by  no  means 
extremely  rare.  It  was  probably  more  frequent  now  than 
formerly  for  women  were  marrying  later  in  life,  and  thus  putting 
oft'  their  child-bearing  until  they  had  reached  the  age  when 
fibroids  were  prone  to  develop.  Pregnancy  by  the  physiological 
hyperemia  of  the  uterus,  to  which  it  gave  rise,  usually  caused 
fibroids  to  grow  rapidly.  During  the  process  of  involution, 
following  the  normal  termination  of  pregnancy,  fibroids  might 
decrease  in  size  very  perceptibly.  Cases  had  been  reported 
where  they  had  disappeared  entirely.  Fibroid  tumors  might 
have  little  or  no  effect  on  pregnancy,  or  might  give  rise  to  the 
most  serious  complications. 

Submucous  fibroids  might  cause  the  premature  expulsion  of 
the  ovum.  This  was  especially  apt  to  occur  if  the  ovum  was 
implanted  immediately  over  the  fibroid,  for  in  such  a  case 
"the  seed  has  not  fallen  on  good  ground."  The  danger  of 
infection  after  abortion  was  great  in  these  cases;  the  low  vitality 
of  the  fibroid  rendered  it  unable  to  resist  invading  germs,  and 
the  uterine  contractions  might  so  interfere  with  its  blood-supply 
as  to  cause  it  to  slough. 

Pregnancy  might  go  to  term  and  labor  might  be  normal,  but 
followed  by  severe  hemorrhage,  the  fibroid  acting  as  a  foreign 
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body  in  the  uterus,  and  preventing  normal  contraction  and 
retraction  of  the  muscular  fibers.  The  efforts  of  the  uterus 
to  expel  the  fibroid  might  be  successful.  There  was  danger, 
in  such  a  case  if  the  fibroid  was  attached  near  the  fundus,  that 
inversion  might  follow  the  expulsion,  for  if  a  fibroid  had  de- 
veloped between  the  folds  of  the  broad  ligament,  it  might  pre- 
vent the  uterus  from  rising  into  the  abdomen,  as  pregnancy 
advanced,  and  give  rise  to  symptoms  so  severe  as  to  demand 
immediate  surgical  relief. 

A  fibroid  tumor  springing  from  the  lower  part  of  the  uterus 
might  so  fill  the  pelvis  as  to  prevent  the  passage  of  the  child 
either  prematurely  or  at  term. 

Subperitoneal  or  interstitial  fibroids  that  were  interfering 
with  pregnancy  or  promised  to  interfere  seriously  with  delivery, 
might  be  removed  by  myomectomy.  Numerous  cases  had  been 
reported  where  the  operation  had  been  successfully  done  without 
interruption  of  pregnancy.  Only  one  such  case  had  come  under 
the  author's  observation. 

Myomectomy  should  usually  be  limited  to  those  cases  in 
which  the  tumors  were  not  numerous  and  were  easily  accessible. 
In  spite  of  the  reported  successes  of  myomectomy,  one  could  not 
expect  the  uterus  to  withstand  too  much  traumatism  without 
rebelling.  The  part  of  the  uterus  from  which  the  tumor  sprang 
was  important. 

Fibroid  tumors  might  be  the  cause  of  extrauterine  pregnancy. 
Noble  had  reported  six  cases  of  ectopic  pregnancy  complicating 
fibroids.  Eight  cases  were  reported  by  the  essayist  to  illustrate 
the  various  phases  of  surgical  interference  during  pregnancy. 


ANATOMICAL    AND    PHYSIOLOGICAL    RESTORATION    VERSUS 

REMOVAL  OF  THE  INTERNAL  GENERATIVE  ORGANS 

OF  WOMEN. 

Dr.  John  E.  Cannaday,  of  Charleston,  W.  Va.,  pointed  out 
the  advantages  of  waiting  and  giving  nature  a  full  opportunity 
in  cases  of  infected  Fallopian  tubes.  The  damage  done  by 
inflammation  in  many  cases  was  small.  The  bearing  of  the 
woman's  social  condition  on  the  case  was  pointed  out.  He 
emphasized  the  need  for  the  wage-earner  of  small  means  to  get 
well  quickly,  and  spoke  of  the  desirability  of  letting  the  patient 
decide  what  was  best  to  be  done  in  many  cases.  The  non- 
operative  treatment  of  tubal  inflammation  was  really  cautious 
neglect.  He  spoke  of  the  measures  which  should  be  taken  to 
divert  the  attention  of  the  patient.  Pelvic  massage  was  of 
benefit  in  removing  the  results  of  inflammatory  attacks.  There 
were  numerous  valuable  methods  of  treating  uterine  pathology 
without  the  removal  of  both  uterus  and  disease.  It  was  seldom 
necessary  or  advisable  to  remove  the  ovaries. 
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SUCCESSFUL     OPERATION      FOR     VESICOUTERINE      FISTULA,     WITH 

LOSS  OF  FUNCTION  OF  THE  VESICAL  AND  URETHERAL 

SPHINCTERS. 

Dr.  R.  vS.  Hill,  of  Montgomery,  Ala.,  reported  the  following  case: 
Patient,  thirty-two  years  of  age,  weight  155  pounds,  was  delivered 
of  her  second  child  in  February,  1908,  after  being  in  labor  eighteen 
hours,  which  was  more  severe  and  lasted  longer  than  her  first 
confinement,  eight  years  ago.  The  child  was  born  dead,  though 
fully  developed,  and  presentation  was  normal.  Within  one  hour 
after  the  completion  of  labor  she  felt  an  intense  desire  to  urinate, 
which  was  followed  by  a  tremendous  gush  of  water  from  the 
vagina.  From  this  time  on  the  urine  passed  continually  and 
entirely  through  the  cervix  uteri.  Vesicouterine  fistula  was 
diagnosed.  She  was  brought  to  the  author  six  weeks  later, 
and  through  a  T-shaped  incision  in  front  of  the  cervix  uteri  the 
openings  into  the  bladder  and  uterus,  which  were  about  the  size 
of  the  end  of  the  index  finger,  were  closed  with  catgut  sutures. 
Union  was  perfect,  but  when  patient  left  the  bed,  it  became 
evident,  from  the  continuation  of  the  urinary  incontinence,  that 
the  vesical  and  urethral  sphincters  had  lost  their  functions. 
She  returned  home  and  remained  until  October  15,  when  she 
came  back  in  the  same  condition,  except  a  three  months'  preg- 
nancy to  complicate  matters.  The  following  technic,  which 
as  far  as  the  author  knew  was  original,  was  employed :  With  a 
metal  sound  in  the  urethra  as  a  guide,  a  median  incision  was 
made  through  the  vaginal  mucosa  from  a  point  one  inch  on  the 
bladder  wall  to  the  meatus  urinarius,  and  then  around  this  orifice. 
The  mucosa  was  dissected  from  the  underlying  structures  to  the 
extent  of  one  inch  or  more,  transverse  measurement.  The  sound 
in  the  urethra  was  now  changed  for  one  of  smaller  size.  Com- 
mencing at  the  bladder  end  of  the  denudation,  the  muscular 
structures  were  folded  in  or  brought  together  with  a  continuous 
catgut  suture  passed  transversely,  but  never  deep  enough  to 
include  the  vesical  or  urethral  mucosa.  As  the  gut  was  made 
taut,  after  each  passage  of  the  needle,  the  sound  was  drawn  from 
its  grasp.  The  vaginal  mucosa  was  now  trimmed  and  made  to 
fit  snugly  over  the  underlying  tissue,  held  in  position  with  silk- 
worm-gut sutures,  some  of  which  w^ere  carried  through  the 
muscular  tissues,  reenforcing  the  catgut  sutures.  The  patient 
was  catheterized  with  a  small  soft  rubber  catheter  every  four  to 
si.x  hours.  The  author  was  opposed  to  leaving  the  instrument 
in  the  urethra  after  this  operation,  and  suggested  the  advisability 
of  establishing  vesicovaginal  or  even  suprapubic  drainage  after 
the  operation,  in  order  not  to  disturb  the  parts  until  firm  union 
was  established.  The  extent  of  the  dissection  was  to  be  regulated 
by  the  condition  found  in  the  individual  case.  Furthermore, 
if  any  one' part  of  the  muscular  wall,  as,  for  instance,  either  of  the 
sphincter'muscles,  ajipeared  more  injured  than  the  rest,  then  a 
special  suture  of  catgut  should  be  used  to  repair  it. 
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Dr.  Edward  A.  Balloch,  of  Washington,  D.  C,  said  the 
prevaihng  type  of  epitheHoma  of  the  vulva  was  the  squamous- 
celled.  The  exact  starting-point  was  in  doubt,  owing  to  the 
late  date  at  which  the  cases  came  under  the  eye  of  the  observer. 
It  appeared  as  an  ulcer,  owing  to  the  rapid  breaking-down  of  the 
tissue.  Lymphatic  involvement  occurred  early.  The  author 
drew  attention  to  the  fact  that  the  pelvic  glands  might  be  in- 
volved as  soon  as  the  inguinal.  The  disease  spread  upward, 
never  toward  the  vagina,  and  rarely  to  the  skin  of  the  thigh  or 
abdomen.  The  etiology  of  the  disease  was  obscure.  Great 
stress  was  laid  upon  the  importance  of  irritation  as  a  factor. 
Pruritus  was  an  improtant  antecedent  condition.  As  a  rule, 
the  diagnosis  was  easy.  The  diflferential  diagnosis  between 
cancer,  syphilis  and  tuberculosis  was  discussed  at  length. 

The  treatment  was  essentially  operative,  consisting  in  a  wide 
removal  of  all  the  affected  tissue,  with  a  wide  margin  of  sound 
tissue  and  all  glands  that  might  by  any  possibility  be  involved. 
The  pelvic  glands  should  be  examined,  if  possible.  Even  if  the 
disease  involved  one  side  only,  the  inguinal  glands  on  both 
sides  should  be  removed. 

The  author  cited  two  illustrative  cases. 

a   case    of   CESAREAN   SECTION    IN  WHICH   THE    UTERUS   WAS 
INCARCERATED  IN  A  VENTRAL  HERNIA. 

Dr.  X.  O.  Werder,  of  Pittsburg,  Pa.,  reported  the  case  of  a 
patient,  thirty-nine  years  old,  who  was  brought  into  Mercy 
Hospital  January  8,  1907,  with  the  history  of  pregnancy  of  six 
months.  For  about  two  weeks  she  had  had  abdominal  pains 
and  a  bloody  discharge  from  the  vagina.  Examination  showed 
a  large  dome-shaped  projection  of  the  abdomen  in  the  region  of 
the  umbilicus  produced  by  an  enormous  ventral  hernia,  beginning 
about  one  and  one-half  inches  above  the  umbilicus,  but  not 
involving  the  latter.  The  hernia  contained  the  entire  pregnant 
uterus  of  six  months  to  the  region  of  the  internal  os.  Fetal 
parts  could  be  distinctly  felt  through  the  hernial  covering.  The 
skin  was  very  much  thinned  out  and  quite  excoriated  and  ulcer- 
ated on  the  right  side  of  the  sac.  Vaginal  examination  found 
the  cervix  entirely  out  of  reach;  the  vaginal  fornices  were  drawn 
up  and  funnel-shaped.  Neither  manipulation  nor  position 
having  succeeded  in  replacing  the  uterus  into  the  abdominal 
cavity,  the  hernial  sac  was  incised,  but  even  then  reposition  was 
found  impossible  as  the  diameter  of  the  neck  of  the  hernia  was 
about  three  inches,  while  the  transverse  diameter  of  the  uterus 
was  about  six  inches.  Cesarean  section  was,  therefore,  the  only 
expedient  to  enable  reduction  of  the  hernial  contents. 

By  a  median  incision  of  the  uterus  the  child  and  placenta  were 
easily  extracted  and  the  uterus  and  abdominal  cavity  closed 
in    the    usual    manner.     Radical    cure    of    the    hernia    was    not 
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attempted  on  account  of  her  precarious  condition.  The  child 
lived  one  hour.  The  patient  rallied  nicely,  but  on  the  seventh 
day  she  developed  lobar  pneumonia,  and  she  had  scarcely 
recovered  from  that  when  she  was  attacked  with  facial  erysipelas, 
from  which  she  died  twenty-three  days  after  operation. 

OFFICERS. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  Dr.  Stuart  McGuire,  Richmond,  Va. 
First  Vice-President,  Dr.  John  Young  Brown,  St.  Louis,  Mo. 
Second  Vice-President,  Dr.  R.  S.  Cathcart,  Charleston,  S.  C. 
Treasurer,  Dr.  Wm.  S.  Goldsmith,  Atlanta,  Ga. 
Secretary,  Dr.  Wm.  D.  Haggard,  Nashville,  Tenn. 
Hot  Springs,  Va.,  was  selected  as  the  place  for  holding  the 
next  annual  meeting;  time,  third  Tuesday  in  December,  1909. 


REVIEWS. 


Beitraege  zur  fruehesten  Ei-Einbettung  beim  mensch- 
LiCHEN  Weibe.  Von  Dr.  Ph.  Yung,  o.  6.  Professor  und  Di- 
rector an  der  Kgl.  Universitat-Frauenklinik  in  Erlangen. 
Mit  20  Figuren  auf  7  Tafeln.  Berlin:  Verlag  von  S.  Karger, 
1908. 

Although  comparative  embryology  has  thrown  a  great  deal 
of  light  upon  the  problem  of  fecundation  and  segmentation  of 
the  ova  of  animals,  its  guidance  in  clearing  up  these  phenomena 
in  the  human  being  has  been  somewhat  doubtful.  Thus,  the 
development  of  the  fetal  membranes  in  the  chick  is  a  process 
that  can  be  easily  watched  as  it  is  completed  in  a  comparatively 
advanced  stage  of  the  ovum;  it  is  not  surprising,  therefore,  that 
the  data  obtained  from  the  study  of  the  chick  were  early  applied 
to  the  explanation  of  the  development  of  the  fetal  coverings  in 
the  human  young.  However,  the  error  in  this  method  of  study 
was  clearly  shown  when  the  youngest  human  ovum,  that  of 
Peters,  showed  that  these  membranes  were  already  fully  differ- 
entiated at  a  stage  in  the  life  of  the  ovum  which  in  no  way 
corresponded  to'  the  stage  in  the  chick  at  which  similar  develop- 
ment could  be  noted.  There  is  no  doubt,  therefore,  that  human 
material  must  be  diligently  sought  in  order  that  the  phenomena 
of  the  early  life  of  the  human  ovum  may  be  cleared  up.  Dr. 
Yung's  monograph  deals  with  such  material,  the  ovum  described 
by  him  being  only  ten  or  twelve  days  old,  and  this  fact  alone  is 
sufficient  to  stamp  the  book  as  a  valuable  contribution  to  the 
subject.  Of  the  ova  described  by  von  Spee,  Bonnet,  Keibel, 
Frassi,  Pfannenstiel,  Stolper,  Peters,  and  Rossi-Doria  that  of 
Yung  is  to  be  considered  the  fourth  one  in  the  point  of  age. 
The  somewhat  younger  ovum  of  Leopold's  is  not  considered  as 
normal  by  Yung,  having  been  obtained  from  a  woman  who  com- 
mitted suicide  by  poisoning  herself  with  phosphorus;  the  still 
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younger  ovum  recently  described  by  Teacher  and  Bryce  was  not 
known  to  Yung  at  the  time  of  his  publication. 

The  ovum  described  by  Yung  measured  2.5  by  2.2  mm.,  and 
was  obtained  by  curettage,  pregnancy  not  being  suspected.     Its 
great   superiority   over   other   specimens   consists   in    its   good 
preservation,  the  specimen  having  been  put  in  strong  alcohol 
immediately  after  the  removal  from  the  uterus.     Although  not 
in  situ,  enough  maternal  tissue  came  away  with  the  ovum  to 
give  its  topography  quite  completely  and  to  show    that    the 
ovum  was  imbedded  in  the  decidual  tissues,  being  covered  by  the 
decidua  capsularis.     The   decidua   answered   in   all   particulars 
the  recent  description  of  premenstrual  changes  by  Hitschmann 
and   Adler    (Zentralbl.   fiir  Gyn.,    1907,   No.    26),   proving  that 
neither  the  beginning  of  pregnancy  nor  the  local  effect  of  the 
presence  of  the  ovum  are  at  all  concerned  in  these  changes. 
The  fetal  and  the  maternal  tissues  are  well  differentiated  in  the 
preparation  so  that  the  gradual  invasion  of  the  uterine  tissues 
by  the  trophoblast  can  be  studied  very  well.     Especially  valuable 
in  this  connection  are  the  series  of  plates  that  show  the  breaking 
of   the    trophoblastic    projections    into    the    capillaries    of    the 
maternal  tissues;  the  formation  of  the  maternal  blood  spaces 
with  their  partial  covering  of  endothelial  lining  is  thus  seen  to  be 
due  to  the  destructive  action  of  the  growing  trophoblast  upon 
the  tissues  of  the  mother  surrounding  the   blood-vessels.     The 
fetal  mesoblast  does  not  as  yet  contain  any  vessels,  but  shows 
very  well  the  two  lining  layers,  the  layer  of  Langhans  with  its 
individual  cells  and  the  external  syncytial  zone.     A  most  im- 
portant finding  is  the  presence  of  mitotic  figures  in  the  former 
layer,  the  plane  of  division  in  them  being  parallel  to  the  surface 
of  the  villi;  this  makes  it  quite  probable  that  the  internal  layer 
of  Langhans  may  contribute  to  the  tissue  of   the   syncytium, 
the  daughter  cells  entering  this  layer  after  the  completion  of  the 
mitotic  changes.     The  zone  of  maternal  tissue  surrounding  the 
ovum  shows  only  degenerative  changes,  the  stroma,  glands,  and 
the  capillaries  giving  evidence  of  fibrinous  changes  wherever  they 
neighbor  upon  the  fetal  ectoblast;  Yung,  indeed,  does  not  hesitate 
to  ascribe  direct  histolytic  property  to  the  tissues  of  the  ovum, 
and  considers  it  quite  probable  that  the  nutrition  of  the  ovum 
before  the  formation  of  villi  is  carried  on  by  the  direct  absorption 
by  the  trophoblast  of  the  material  thus  prepared.     As  soon  as  the 
maternal  blood  spaces  have  been  invaded,  however,  the  dissolu- 
tion of  the  uterine  tissues  no  longer  takes  place,  the  nutrition 
of  the  ovum  being  at  this  stage  derived  from  the  blood  of  the 
mother  and  not  from  the  cellular  tissues  surrounding  the  tropho- 
blast. 

The  limits  of  a  review  forbid  further  consideration  of  the 
phenomena  of  the  development  of  the  human  ovum  as  described 
by  Yung.  The  above  points  are  enough,  however,  to  show  that 
while  his  material  in  no  way  introduces  any  great  changes  into 
our  conceptions  of  the  subject,  it  effectively  corroborates  the 
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conclusions  drawn  from  less  favorable  material  obtained  by 
earlier  writers.  There  is  no  doubt,  moreover,  that  the  splendid 
plates  which  accompany  the  monograph  will  stimulate  other 
writers  in  possession  of  early  human  ova  to  compare  their  data 
with  those  obtained  by  Yung;  human  embryology  from  the 
nature  of  the  subject  must  be  constructed  fragment  by  frag- 
ment, and  the  book  we  have  considered  is  a  most  valuable  piece 
of  material  in  this  connection.  English  and  American  workers 
have  quite  recently  taken  a  renew^ed  interest  in  the  subject; 
for  the  benefit  of  those  not  acquainted  with  the  German  language 
it  may  be  hoped  that  some  publishing  firm  will  undertake  the 
translation  of  the  monograph  of  Yung  and  the  earlier  one  of 
Peters;  there  is  no  question  that  wider  acquaintance  with  these 
monographs  will  serve  as  a  valuable  stimulant  to  the  develop- 
ment of  human  embryology  in  English-speaking  countries.    E.  M. 

A  Manual  of  Midwifery.  By  Thomas  Watts  Eden,  M.  D.; 
C.  M.  Edin.;  F.  R.  C.  P.  Lond.;  F.  R.  C.  S.  Edin.;  Obstetric 
Physician,  with  charge  of  out-patients,  and  Lecturer  on 
Practical  Midwifery  and  Gynecology,  Charing  Cross  Hospital, 
etc.  With  42  plates  and  236  illustrations  in  the  text.  vSecond 
edition.  Chicago:  W.  T.  Keener  &  Co.,  90  Wabash  Ave. 
1908. 

The  first  edition  of  this  book  was  reviewed  in  the  American 
Journal  of  Obstetrics,  January,  1907.  In  that  review  we  ex- 
pressed the  opinion  that  the  volume  possessed  considerable  merit. 
At  all  events,  the  fact  that  a  new  edition  was  necessary  within  less 
than  two  years  is  ample  testimony  that  the  book  has  attained 
popularity.  The  second  edition  has  been  amplified  to  the  extent 
of  50  pages  of  text.  This  has  been  attained  by  the  insertion  of 
plates  for  illustrations  that  were  formerly  in  the  text.  A  large 
part  of  the  additional  space  has  been  devoted  to  the  amplification 
of  such  subjects  as  Abdominal  Palpation,  the  Puerperium,  and 
Infant  Feeding;  while  one  or  two  subjects,  for  instance.  Prema- 
ture Rupture  of  the  Membranes,  omitted  in  the  first  edition,  have 
been  briefly  discussed.  Charts  of  the  normal  puerperium 
and  some  of  the  septic  complications  have  also  been  introduced. 
There  are  63  new  and  original  illustrations,  the  majority  of 
which  have  been  added.  Among  these  may  be  mentioned  a 
new  series  of  illustrations  of  normal  and  contracted  pelves  and 
also  a  complete  set  of  plates  illustrating  the  application  of  for- 
ceps. All  these  additions  have  been  made  with  good  judgment 
and  have  enhanced  the  attractiveness  of  the  book  considerably. 
The  work  remains  without  doubt  one  of  the  best  manuals  of 
obstetrics  extant.  E-  M. 

American  Practice  of  Surgery.  A  Complete  System  of  the 
Science  and  Art  of  Surgery.  By  Representative  Surgeons  of 
the  United  States  and  Canada.  Edited  by  Joseph  D.  Bryant, 
M.  D.,  LL.  D,.  and  Albert  H.  Buck,  M.  D.  Complete  in 
eight  volumes.  Profusely  illustrated.  \'olumc  V.  Pp.  965. 
New  York:  William  Wood  &  Co.  1908. 
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The  fifth  volume  of  this  encylopedic  work  begins  the  discus- 
sion of  regional  surgery.  It  opens  with  a  section  of  379  pages 
on  surgical  affections  and  wounds  of  the  head  by  Edward 
Archibald,  of  McGill  University.  This  is  a  full  and  practical 
exposition  of  the  surgery  of  the  brain.  It  is  followed  by  surgery 
of  the  cranial  nerves,  by  Charles  H.  Frazier,  of  the  University 
of  Pennsylvania.  Then  the  surgery  of  the  face  is  discussed  by 
Charles  G.  B.  de  A'ancrede,  of  Ann  Arbor.  Harelip  and  cleft 
palate  is  written  of  by  James  S.  Stone,  of  Boston;  surgical 
diseases  and  wounds  of  the  eye  by  George  C.  Harlan,  of  Phila- 
delphia; surgical  diseases  and  wounds  of  the  ear  by  Robert 
Lewis,  of  New  York;  sinus  thrombosis  of  atitic  origin  and  sup- 
purative disease  of  the  labyrinth  by  John  D.  Richards,  of  New 
York;  pyogenic  disease  of  the  brain  of  atitic  origin  by  Henry 
Ottridge  Reik,  of  Baltimore;  surgical  diseases  and  wounds  of  the 
pharynx  by  Charles  H.  Knight,  of  New  York;  surgical  diseases 
and  wounds  of  the  larynx  and  trachea  by  James  E.  Newcomb, 
of  New  York;  and  laryngectomy  by  Frank  Hartley,  of  New 
York.  We  cannot  here  discuss  these  chapters  in  detail,  but  the 
names  and  wide  reputations  of  their  authors  are  a  guarantee  of 
their  value. 

Obstetric  and  Gynecologic  Nursing.  By  Edw.\rd  P. 
D.wis,  A.  M.,  M.  D.,  Professor  of  Obstetrics  in  the  Jefferson 
Medical  College.  Philadelphia.  i2mo.  volume  of  436  pages, 
fully  illustrated.  Third  revised  edition.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  190S.  Polished  buck- 
ram, $1.75,  net. 

Many  of  the  books  written  on  special  subjects,  presumably 
written  for  the  special  instruction  of  nurses,  are  in  fact,  to  a  greater 
or  lesser  degree,  merely  abbreviated  text-books  promulgated 
under  the  misguided  intention  of  converting  the  nurse  into  a  sort 
of  abortive  specialist  rather  than  an  aid  and  comforter  in  the 
sick-room.  This  criticism,  however,  cannot  be  applied  to  the 
work  before  us.  The  author  throughout  keeps  in  strict  view  the 
legitimate  field  of  the  nurse's  activity,  and  is  taught  only  in 
emergencies  when  to  trespass  upon  that  of  the  physician.  The 
author  outlines  the  duties  of  the  nurse  with  infinite  detail,  and  the 
text  is  scattered  with  numerous  hints  that  usually  only  come  to 
the  nurse  by  experience.  It  is  especially  gratifying  to  note 
that  the  author  lays  much  stress  on  the  personal  relations  be- 
tween nurse  and  patient  and  on  the  necessity  of  tact  in  doing  and 
saying  things.  This  phase  of  the  nurse's  activity  is  generally 
neglected  in  Avorks  of  this  character. 

We  have  found  nothing  within  the  pages  of  this  book  to  dis- 
agree with,  nor  have  we  noted  any  serious  omissions,  with  the 
exception,  perhaps,  that  something  might  have  been  said  of 
cystoscopy.  The  illustrations,  while  not  numerous,  are  ample 
and  of  good  quality.  E.  M. 
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A  Reference  Hand-book  of  Gynecology  for  Nurses.     By 
Catharine  Macfarlane,  M.  D.,  Gynecologist  to  the  Woman's 
Hospital,   Philadelphia.     3 2 mo   of    150   pages,    with   original 
line-drawings.     Philadelphia  and  London:     W.    B.  Saunders 
Company,  1908.     Flexible  leather,  1.25  net. 
The  headings  of  the  various  chapters  will  indicate  sufficiently 
the  scope  of  this  book.     These  are:  Anatomy,  Physiology,  and 
Hygiene:  Disorders  of  Menstruation;  Gynecologic  Examination; 
Gynecologic  Positions;  Douches;    Gynecologic  Diseases;  Gyne- 
cologic Treatment;  Minor  Gynecologic  Operations;  Major  Gyne- 
cologic Operations;  Urinary  Organs  of  Women;  Rectum  and  its 
Diseases.     The  author  has  well   kept  within  the  boundary  of 
knowledge  useful  to  nurses.     While  the  diseases  are  discussed 
only  in  the  barest  outline,  greatest  attention  has  been  paid  to 
those  duties   that  will   be  of  greatest  help  to   the  physician. 
Much  space  is  devoted  to  preparations  for  operation,  pre-  and 
postoperative  treatment,  and  the  aid  to  be  rendered  at  the  time 
of  examination  or  operation.     An  excellent  feature  is  the  small 
sketch  of  the  instruments  required  for  the  important  gynecologi- 
cal operations,  including  cystoscopy.     The  only  suggestion  we 
offer  is  the  introduction  in  a  subsequent  addition  of  the  method 
of  dry  sterilization  of  rubber  gloves.     We  recommend  this  book 
cordiallv. 

E.  M. 

Surgical  Memoirs  and  Other  Essays.  By  James  G.  Mumford, 
M.  D.;  Instructor  in  Surgery,  Harvard  Medical  School;  Visiting 
Surgeon  to  the  IMassachusetts  General  Hospital;  Fellow  to 
the  American  Surgical  Association,  etc.,  etc.  Illustrated.  New 
York:  Moffat,  Yard  &  Co.     1908. 

It  is  a  mistake  for  the  physician  to  regard  the  History  of  Medi- 
cine as  an  "impractical"  study.  It  has  a  real  utilitarian  signifi- 
cance, and  this  comes  under  the  broader  definition  of  the  term 
"culture."  As  a  form  of  culture,  the  History  of  Medicine  is 
especially  valuable  as  creating  a  state  of  mental  poise  and  a 
correct  sense  of  proportion,  phases  of  mentality  that  are  highly 
important  in  all  the  relations  of  the  medical  man  to  disease. 
Above  all,  the  Plistory  of  Medicine  will  tend  to  mitigate  the  all 
too  prevalent  conceit  that  nothing  of  any  importance  in  medicine 
was  done  except  in  the  past  decade  or  two.  For  these  reasons  it 
is  gratifying  to  observe  that  in  recent  years  the  History  of 
Medicine  is  becoming  a  subject  of  widespread  interest  in  this 
country.  The  recent  birth  of  societies  and  journals  devoted 
entirely  to  this  subject  are  sufficient  evidences  of  this. 

This  volume  of  Mumford's  should  prove  of  interest  not  only 
to  the  surgeon,  but  to  the  student  of  the  broader  subject  of  the 
History  of  Medicine  as  well.  The  work  begins  with  a  "Narra- 
tive of  Surgery,"  extending  from  Hippocrates  to  Lister.  Then 
follows  an  exceedingly  interesting  chapter  on  the  "Teaching  of 
Older  Surgeons."     In  reading  this  essay,  one  is  surprised  at  the 
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number  of  modern  discoveries  that  were  anticipated  by  the  older 
surgeons.  Then  follow  four  biographical  essays  on  Sir  Astley 
Cooper,  Sir  Benjamin  Brodie,  John  Collins  Warren  and  John 
Bigelow.  A  truly  delightful  essay  is  that  on  "Studies  on  Aneu- 
rysm." Mumford  traces  our  knowledge  of  the  nature  and  treat- 
ment of  aneurysm  from  Galen  to  our  Matas  in  fascinating  style. 
The  book  concludes  with  three  addresses  on  "Present  Problems: 
an  address  to  nurses";  "The  Nurse's  Vocation,"  and  "History 
and  Ethics  in  Medicine." 

This  work  of  Mumford's  is  distinguished  from  other  histories  by 
the  exceptionally  interesting  and  dehghtful  style.  It  is  vivid  and 
rapid;  the  author  endows  his  characters  with  intensely  human 
traits;  the  philosophy  is  wholesome  and  suggestive,  and  there  is  a 
subtle  vein  of  humor  pervading  the  pages  that  adds  appreciably 
to  the  charm.  It  is  to  be  hoped  that  the  author  will  continue  in 
this  line  of  work,  for  he  is  supremely  fitted  for  such  labors.  E.  M. 

The    Transactions   of   the    Edinburgh    Medical    Society. 

Vol.  xxxiii.     Session  1 907-1 908.     Edinburgh:    OHver  &  Boyd, 

Publishers  to  the    Society.     1908. 

Among  the  more  important  articles  in  this  volume  may  be 
mentioned:  Hyperemesis  Gravidarum,  by  Sir  Halliday  Croom; 
On  the  Transmission  of  Nitrogenous  Compounds  from  Mother  to 
Fetus,  by  Lochead;  The  Anatomy  and  Histology  of  Early  Tubal 
Gestation,  by  Watson;  On  the  Carbohydrate  Metabolism  of 
the  Fetus  by  Lochead;  On  the  Operative  Treatment  of  Displace- 
ments of  the  Pelvic  Viscera,  by  Fothergill ;  Rupture  of  the  Uterus 
and  its  Treatment,  based  on  a  series  of  14  cases,  by  Kerr;  The 
Practice  of  Artificial  P^eding,  by  Fordyce;  and  The  Hospital 
Treatment  of  Morbid  Pregnancies,  by  Ballantyne.  Inasmuch 
as  the  great  majority  of  the  articles  included  in  this  volume  have 
at  various  times  been  reviewed  in  the  columns  of  this  journal, 
further  comment  in  this  place  is  unnecessary.  E.  M. 
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obstetrics. 


Etiology  of  Ectopic  Gestation. — C.  D.  Williams  (Surg.,  Gyn., 
Obst.,  Nov.,  190S)  considers  that  a  histological  examination  of 
the  implicated  (as  well  as  the  nonimplicated)  Fallopian  tube 
in  cases  of  ectopic  gestation  is  of  more  value  in  explanation  of  the 
etiological  factor  or  factors  than  simple  clinical  observation. 
In  all  the  writer's  specimens  evidences  of  an  inflammatory 
reaction,  which  had  preceded  the  onset  of  the  ectopic  gestation, 
were  demonstrable.  He  agrees  with  others  that  predisposition 
to  a  tubal  pregnancy  depends  upon  a  previous  inflammation  in 
the  tubes  and  that  in  most  cases  it  is  due  to  a  gonorrheal  infec- 
tion.    An  infection  of  the  gonococcus  of  Neisser  more  than  any 
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other  kind  of  infection  predisposes  to  the  formation  of  the  false 
diverticula.  A  tuberculous  process  does  not  produce  the  ideal 
conditions  for  the  retention  and  especially  for  the  development 
of  an  ovum  in  the  tube.  With  the  development  of  false  diverti- 
cula or  mucous-lined  channels  such  as  were  histologically 
demonstrable  in  the  cases  examined  the  chances  for  an  ectopic 
gestation  as  against  a  normal  uterine  pregnancy  are  in  the  pro- 
portion of  from  two  to  eight  to  one.  In  a  routine  examination 
of  many  thousands  of  specimens  the  writer  has  noted  the  presence 
of  true  anatomical  diverticula  in  a  few  instances.  The  other 
possible  factors  ascribed  as  etiological  factors  are  many  times 
rarer  than  the  cases  of  ectopic  pregnancy.  From  a  study  of  the 
subject  and  from  the  analysis  of  a  series  of  cases  the  author 
believes  that  the  presence  of  these  false  mucous-lined  channels 
or  diverticula  produced  by  an  inflammatory  reaction  in  the  tubes 
is  the  chief  predisposing  cause  of  tubal  pregnancy  in  at  least  95 
to  98  per  cent,  of  all  cases. 

Perforative  Appendicitis  Complicating  Pregnancy. — E.  A. 
Babler  {Jour.  Amer.  Med.  Assoc,  Oct.  17,  190S)  states  that  the 
clinical  manifestations  of  this  complication  do  not  differ  from 
those  of  appendicitis  in  the  nonpregnant.  The  mortality  of 
appendicitis  complicating  pregnancy  is  the  mortality  of  delay. 
It  is  far  better  to  evacuate  an  appendiceal  abscess  before  empty- 
ing the  uterus,  since  such  a  procedure  would  eliminate  the 
possibility  of  flooding  the  free  peritoneal  cavity  with  pus.  If 
general  peritonitis  is  present  at  time  of  consultation,  accouche- 
ment force,  followed  by  abdominal  section,  is  indicated  in  the 
cases  near  the  end  of  gestation. 

Conservative  Cesarean  Section. — J.  Mouchette  (La  Tribune 
Med.,  Oct.  17,  1908)  gives  the  results  of  fourteen  conservative 
Cesarean  sections  done  at  the  clinic  of  ]\I.  Pinard,  at  the  Bau- 
delocque  Hospital,  of  which  he  gives  the  histories.  The  indica- 
tions for  operation  were  in  twelve  cases  pelvic  contractions  of 
rachitic  origin.  Seven  of  these  pelves  were  very  much  deformed. 
Five  others  were  less  deformed,  but  conditions  arose  during  labor 
which  rendered  it  impossible  to  await  a  complete  dilatation  and 
do  a  symphyseotomy.  In  one  case  a  prolapse  of  the  cord,  and 
in  two  other,  a  modification  of  the  fetal  heart  sounds  rendered 
it  dangerous  to  the  life  of  the  child  to  wait.  In  two  others 
face  presentation  occurred.  Of  the  two  nonrachitic  pelves  one 
woman  had  a  suppurative  osteitis  of  the  hip-joint  of  tuberculous 
nature  and  in  the  other  there  was  an  atypical  deformity  of  the 
pelvis.  The  operations  were  done  when  the  painful  contrac- 
tions of  labor  had  begun.  The  beginning  of  dilatation  assures 
drainage  for  the  uterus  after  it  has  been  closed  up.  In  nine 
of  the  patients  dilatation  had  begun  and  the  membranes  were 
ruptured,  and  in  all  of  these  there  was  some  elevation  of  tem- 
perature and  increase  of  the  pulse-rate.  These  women  who 
had  not  yet  had  the  membranes  rupture  preserved  a  normal 
temperature.     As  to  the  technic,  the  uterus  was  opened  after 
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being  drawn  out  of  the  abdomen,  in  order  to  prevent  fluids  from 
getting  into  the  peritoneal  cavity.  Gloves  were  used  in  all  the 
operations.  When  the  placenta  was  anteriorly  inserted  the 
incision  was  made  through  the  placental  tissue  without  hesitation 
in  the  first  cases;  later  the  placenta  was  quickly  separated  to  one 
side  and  the  membranes  incised  beyond  its  border  for  the 
delivery  of  the  child.  A  drain  of  sterilized  gauze  was  left  in 
place  for  twenty-four  hours  in  the  uterine  cavity,  since  there  is 
much  oozing  of  serosanguinolent  fluid  at  first.  Abdominal 
drainage  was  always  used.  The  muscular  contractions  are 
always  energetic  after  the  operation,  and  fluid  would  be  spread 
abroad  into  the  peritoneal  cavity  were  no  drainage  used.  All 
the  patients  recovered  and  all  the  children  lived.  The  author 
says  he  is  convinced  that  the  conservative  Cesarean  section 
is  simple  and  of  easy  execution,  and  there  is  little  danger  when 
it  is  properly  performed.  It  may  be  done  by  four  motions;  two 
incisions  and  two  sutures,  and  it  is  completed. 

Technic  and  Indications  for  the  Vaginal  Cesarean  Section. — 
A.  Diihrssen  {Gyn.  Rund.,  Jahr.  II,  Heft.  22)  gives  the  technic 
of  the  vaginal  Cesarean  section  as  follows:  The  operation  is 
preceded  by  an  injection  of  ergotin,  an  incision  is  then  made  on 
the  right  side  of  the  vagina  through  the  perineum  large  enough 
to  admit  the  fist  of  a  full-sized  man.  The  cervix  is  now  grasped 
with  forceps,  and  the  posterior  lip  split  up  to  the  roof  of  the 
vagina;  by  prolonging  this  incision  backward  the  culdesac  of 
Douglas  is  opened,  and  the  peritoneum  separated  from  the  uterus. 
The  anterior  lip  and  vaginal  junction  are  split  in  the  same  way, 
and  the  urinary  bladder  separated  in  a  similar  manner;  thus 
the  anterior  and  posterior  walls  of  the  body  are  exposed  for  a 
distance  of  six  centimeters,  and  this  is  now  quickly  incised  with 
a  pair  of  scissors;  the  resulting  opening  shows  the  amniotic  sac 
if  that  has  not  yet  been  opened,  and  the  opening  must  be  as 
large  as  a  man's  fist.  A  hand  is  pushed  into  the  uterus;  the 
foot  of  the  fetus  is  grasped,  and  the  child  extracted.  The 
indications  for  this  operation  are  eclampsia,  in  which  better 
results  are  obtained  by  this  method  than  by  any  other;  placenta 
praevia  when  the  cervix  is  not  widely  dilated  enough  to  allow  of 
the  use  of  a  rubber  balloon  and  combined  version,  or  when  the 
delay  would  destroy  the  life  of  the  child.  The  author  has  never 
seen  lesions  of  the  bladder  produced  by  this  operation.  In 
cases  of  danger  to  the  child  alone  with  undilatable  cervix  the 
vaginal  section  is  indicated. 

Hebosteotomy. — Charles  Jewett  (L.  /.  Med.  Jour.,  Oct.,  1908) 
believes  that  of  the  incisive  operations  for  delivery,  Cesarean 
section  is  the  most  surgical  and  it  offers  the  best  total  results 
except  when  precluded  by  the  general  condition  of  the  woman. 
Premature  labor  should  be  preferred  when  it  can  be  postponed 
till  the  last  month  of  gestation.  Pubiotomy  or  symphyseotomy 
is  very  rarely  to  be  chosen  as  an  elective  operation.  Pubic 
section  is  a  useful  expedient  in  cases  in  which  a  little  more  pelvic 
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space  is  required  during  labor  and  in  which  Cesarean  section 
is  contraindicated.  On  the  whole,  hebosteotom}^  affords  no 
material  advantage  over  symphyseotomy. 

Progress  of  Labor  in  Contracted  Pelvis. — R.  Labusquiere  (Ann. 
de  Gyn.  et  d'Obsi.,  Nov.,  1908)  gives  the  results  of  labor  in  885  cases 
of  contracted  pelvis  delivered  at  the  clinic  of  Chrobak,  in  the 
Vienna  Hospital.  All  osteomalacic  pelves  were  excluded  from 
the  list.  The  cases  were  classified  into  simple  flat  pelves,  flat 
rachitic  pelves,  generally  contracted  pelves,  and  generally  con- 
tracted rachitic  pelves.  Of  the  885  cases  labor  terminated  spon- 
taneously in  641  cases,  that  is  72.42  per  cent.  The  infantile  mor- 
tality was  2.14  per  cent.  Maternal  mortality  was  o.  11  per  cent. 
The  rule  of  the  clinic  is  to  await  spontaneous  delivery  as  long  as 
possible.  Operative  interference  by  podalic  version  was  done  sixty- 
six  times.  Twenty-seven  infants  were  born  dead,  showing  a  cer- 
tain danger  to  the  child  from  this  operation.  Prophylactic  version 
was  done  in  twenty-five  cases;  the  author  believes  that  this 
operation  is  indicated  only  in  great  degrees  of  contraction  and  is 
not  justified  in  slight  degrees.  But  in  general  practice  this  opera- 
tion must  be  done  in  cases  which  in  a  hospital  might  be  delivered 
by  Cesarean  section  or  operation  to  widen  the  pelvis.  In  con- 
siderable degrees  of  stenosis,  especially  in  the  generally  contracted 
rachitic  pelvis,  the  combination  of  prophylactic  version  with  pre- 
mature labor  will  give  living  children.  Forceps  were  applied 
twenty-nine  times  to  complete  the  delivery.  There  were  no  bad  re- 
sults for  the  mother,  but  the  child  died  in  17.2  per  cent,  of  the 
cases.  Forceps  should  be  used  only  in  the  interest  of  the  child 
or  the  mother,  but  when  the  indication  is  clear  they  should  be 
applied  without  hesitation.  High  forceps  is  a  severe  operation 
in  contracted  pelvis  for  both  mother  and  child,  but  less  so  than 
operations  for  widening  the  pelvis.  The  external  orifice  must  be 
dilated  or  dilatable,  the  distention  of  the  lower  segment  of  the 
uterus  not  too  great,  the  disproportion  between  head  and  pelvis 
not  too  great,  and  the  pelvis  should  be  able  to  resist  energetic 
traction.  Craniotomy  is  for  children  dead  or  d3dng.  It  was 
necessary  eighteen  times.  Premature  labor  is  justified  in  multi- 
parae  with  a  conjugate  of  7  to  8.5  centimeters,  when  previous 
labors  have  shown  the  impossibility  of  spontaneous  delivery. 
The  best  time  is  the  end  of  the  ninth  lunar  month.  Cesarean 
section  is  applicable  with  a  conjugate  of  from  6.5  to  8  centimeters. 
There  were  thiry-one  sections  done  in  the  clinic  with  a  maternal 
mortality  of  3.2  per  cent. 

Prognosis  of  Pregnancy  Complicating  Tuberculosis. — Albert 
Sippel  (Gyn.  Rund.,  Jahr.  II,  Heft  20,  1908)  says  that  all  forms 
of  tuberculosis  of  the  respiratory  organs  may  be  unfavorably 
influenced  by  pregnancy.  Some  forms  are  resistant  to  the  bad 
effect  of  pregnancy;  such  are  cases  in  which  the  condition  has  re- 
mained stationary  for  some  time,  with  good  general  health, 
and  free  from  hemorrhages  or  presence  of  tubercle  bacilli  in  the 
sputum.     New  processes  at  the  apex,  without  fever,  and  with 
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good  general  nutrition  are  also  resistant.  All  other  tuberculous 
processes  are  very  badly  affected  by  a  coexistent  pregnancy. 
This  is  especially  the  case  with  laryngeal  tuberculosis.  Individ- 
uals shows  a  great  difference  in  the  way  they  are  affected  by 
pregnancy.  In  some  cases  the  tuberculous  process  is  improved  by 
treatment  even  during  pregnancy.  It  is  impossible  to  give  a 
prognosis  in  any  given  case  from  the  data  at  present  obtainable. 
The  important  question  is  whether  in  an  y  given  cases  we  should 
produce  an  abortion  or  induce  premature  labor.  If  the  pregnancy 
is  to  be  interrupted  the  sooner  it  is  done  the  better,  since  the 
older  the  fetus  is  the  greater  drain  is  felt  by  the  system  of  the 
mother  from  its  nutrition.  The  author  believes  that  blood  ex- 
amination, especially  the  leukocyte  count  is  going  to  be  of  great 
value  in  aiding  us  to  give  a  prognosis.  Leukocytosis  is  increased 
by  pregnancy.  Another  method  of  examination  that  promises 
to  be  of  value  in  this  respect  is  the  testing  of  opsonins  in  the 
blood  of  the  tuberculous  woman.  When  pregnancy  causes  a  dis- 
arranging of  the  power  of  the  leukocytes  to  struggle  against  tuber- 
culosis the  condition  of  the  patient  becomes  grave. 

Treatment  of  Placenta  Previa. — B.  Kronig  {Zeut.f.  Gyn.,  Nov. 
14,  1908)  states  that  the  cause  of  death  in  placenta  previa  is  in 
almost  all  cases  loss  of  blood;  seldom  is  sepsis  a  cause  of  death. 
The  improvement  in  the  care  of  these  cases  must  be  in  the  line 
of  stopping  the  hemorrhage.  Before  the  beginning  of  labor 
hemorrhage  has  occurred  which  has  ceased,  either  spontaneously 
or  by  the  use  of  tampous  in  the  vagina,  the  cervix  being  closed. 
As  soon  as  the  contractions  of  labor  begin  the  hemorrhage  is 
again  brought  about  by  the  stretching  of  the  zone  about  the 
cervix.  When  a  foot  can  be  brought  down  this  acts  as  a  tampon 
and  hemorrhage  is  controlled.  After  delivery  the  bleeding 
begins  again,  and  massage,  hot  injections,  and  Crede's  expression 
method  are  all  made  use  of.  Manual  removal  of  the  placenta 
must  be  practised  in  6  per  cent,  of  all  cases.  In  many  cases 
death  takes  place  two  to  seven  hours  after  labor  from  loss  of 
blood.  The  bleeding  generally  comes  from  torn  veins  in  the  isth- 
mus and  upper  part  of  the  cervix.  This  location  when  covered 
by  the  placenta  has  undergone  much  softening  and  the  fibers  are 
separated  by  the  villi  which  have  penetrated  the  tissue.  This 
tissue  is  easily  torn  and  the  control  of  the  hemorrhage  is  very 
difficult  because  the  contractions  increase  the  rupture  of  the 
vessels.  The  more  the  isthmus  is  stretched  the  greater  is  the 
hemorrhage.  Delivery  may  be  effected  by  a  Cesarean  section 
high  up  in  the  abdomen.  The  vaginal  Cesarean  section  has  its 
advantages  when  the  placenta  is  implanted  over  the  anterior 
wall  of  the  uterus.  When  the  placenta  is  placed  posteriorly 
the  cervical  and  the  anterior  vaginal  incisions  are  of  value. 
The  abdominal  section  allows  of  seeing  clearly  the  location  of 
bleeding  and  tamponing  it  better.  If  bleeding  does  not  cease 
the  uterus  should  be  amputated  supravaginally.  When  the 
woman  is  brought  to  the  hospital  with  a  tampon  in  the  vagina 
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the  dangers  of  sepsis  are  too  great  to  allow  of  a  classic  Cesarean 
section.     Vaginal  amputation  may  be  necessar)'. 

Obstetric  Operations  in  Dystocia  from  Deformities  of  the  Pelvis. 
— Pinard  {Bull.  Med.,  Nov.  i8,  1908)  gives  the  results  of  his 
experience  of  eighteen  years  at  the  Baudelocque  in  regard  to 
pelvic  operations  for  deformities.  Never  interrupt  a  pregnancy, 
whatever  be  the  degree  of  deformity;  never  use  forceps  or  version 
during  labor  in  such  a  case,  thus  causing  a  struggle  between  the 
resistance  of  the  osseous  basin  and  the  fetal  head.  Obstetric 
operations  in  such  cases  should  be  the  conservative  Cesarean 
section,  increase  of  the  size  of  the  pelvic  ring  by  symphysectomy, 
pubiotomy,  or  ischio-pubiotomy,  or  utero-ovarian  amputation. 
In  these  rules  he  considers  only  cases  in  which  the  child  is  living; 
when  it  is  dead  all  sorts  of  procedures  to  diminish  the  size  of  the 
fetus  are  in  order.  No  force  should  ever  be  applied  to  a  preg- 
nant woman  when  she  has  a  deformed  pelvis,  and  induction  of 
abortion  and  premature  labor  are  likewise  forbidden.  From 
1890  to  1908  there  have  been  at  the  Baudelocque  46,249  con- 
finements; among  these  there  were  141  symphysectomies, 
twenty-two  Porro  operations,  and  thirty  conservative  Cesarean 
sections.  In  symphysectomy  the  pelvis  is  widened  without 
danger  not  only  temporarily,  but  permanently.  Some  of  these 
women  are  delivered  spontaneously  in  the  next  confinement  of 
larger  children.  But  this  operation  can  only  be  done  under 
certain  conditions:  dilatation  of  the  cervix  must  be  complete, 
otherwise  the  length  of  dilatation  after  operation  will  expose 
both  mother  and  child  to  dangers.  The  vitality  of  the  child  is 
lessened  and  the  mother  is  exposed  to  danger  of  infection.  But 
even  under  these  conditions  the  child  has  often  to  be  extracted, 
spontaneous  rapid  expulsion  being  the  exception.  The  soft 
parts  may  always  be  injured  in  efforts  at  extraction.  If  the 
woman  is  a  mulitpara  the  obstacle  to  dilatation  of  the  soft  ])arts 
is  less;  in  the  primipara  it  is  much  greater  and  serious  lesions  of 
the  perineum  and  vagina  may  take  place.  The  ideal  field  for 
svmphvsectomy  may  be  thus  defined;  complete  dilatation  in  a 
healthv  multipara.  The  conservative  Cesarean  section  is  so 
easy  oi"  execution  that  it  may  be  performed  by  any  practitioner 
in  anv  place,  provided  that  asepsis  is  carried  out.  The  indica- 
tions for  the  operation  are  extreme  deformity  of  the  pelvis,  and 
some  cases  in  which  the  pelvis  is  below  this  limit.  No  inter- 
vention should  be  made  until  labor  has  commenced.  When  we 
have  a  limited  pelvic  diameter,  with  a  labor  that  has  continued 
for  a  long  time,  dilatation  being  incomplete,  and  the  child  and 
mother  both  in  danger,  the  operation  is  justifiable.  During  the 
last  four  months  twelve  Cesarean  o])erations  have  been  done  by 
the  author.  All  the  women  recovered  perfectly  and  all  the 
children  were  born  alive,  and  all  but  one  syphilitic  child  are  still 
living.  Whenever  there  are  symptoms  of  infection  a  utero- 
ovarian  amputation  should  be  done.  In  osteomalacia  castration 
is  demanded. 
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Operation  for  Ruptured  Tubal  Pregnancy. — Hunter  Robb 
(Jour.  Ayncr.  Med.  Assn.,  Xovember  21,  190S)  urges  greater 
conservatism  than  is  customary  in  the  treatment  of  ectopic 
gestation.  He  says  that  when  the  diagnosis  of  ectopic  pregnancy 
is  certain,  operative  measures  are  indicated;  but  in  most  cases 
the  danger  is  not  sufficiently  imminent  to  warrant  immediate 
interference  unless  the  condition  of  the  patient  is  otherwise 
satisfactory.  Not  more  than  5  per  cent,  of  the  victims  of  ectopic 
pregnancy  die  at  the  time  of  rupture,  whereas  after  the  immediate 
operation  in  cases  of  ectopic  gestation  in  1,176  cases  in  twenty- 
five  clinics  the  mortality  was  8  per  cent.  When  a  patient  is  seen 
in  a  state  of  collapse,  as  the  result  of  a  ruptured  ectopic  sac,  she 
should  not  be  operated  on  until  the  condition  of  shock  has  been 
tided  over.  In  most  of  these  cases,  when  we  operate  to  ligate 
a  bleeding  vessel,  no  bleeding  vessel  is  found.  In  some  cases  the 
bleeding  is  undoubtedly  started  again  by  the  manipulations  of 
the  operator.  What  frequently  appears  to  be  a  continuing  hem- 
orrhage may  be  produced  by  a  welling  up  of  the  blood  that  was 
poured  out  when  the  sac  finally  escaped  through  the  fimbriated 
end  of  the  tube.  Physiologists  teach  that  a  woman  weighing  130 
pounds,  must  probably  lose  four  pounds  of  blood  before  suc- 
cumbing to  the  effects  of  the  hemorrhage  per  sc.  So  large  an 
amount  of  blood  is  rarely  found  in  the  abdominal  cavity — the 
sanguineous  fluid  is  a  mixture  of  blood  and  a  serous  exudate. 
Patients  in  whom  the  bleeding  would  be  sufficient  to  cause  death 
are  rarely  seen  in  time  to  be  saved  by  an  operation  for  ligating 
the  bleeding  vessel.  The  writer's  experiments  on  dogs  suggested 
(a)  that  the  cessation  of  the  hemorrhage  may  be  determined 
from  the  hemoglobin  readings;  (b)  that  the  subcutaneous 
injection  of  physiologic  salt  solution  has  a  beneficial  effect  in 
stimulating  the  patient,  and  that  it  does  not  start  up  the  hemor- 
rhage afresh;  (c)  that  the  use  of  proper  bandages  or  appro- 
priate weights  applied  to  the  lower  abdomen  is  beneficial  in 
hastening  the  cessation  of  the  hemorrhage  and  in  improving  the 
pulse,  respiration,  and  general  cond  tion. 

Ectopic  Gestation. — H.  Macnaughton  Jones  (Proc.  Royal 
Med.  Soc,  Dec,  1908)  records  an  early  case  of  this  condition 
with  unusual  symptoms.  The  patient  was  seized  with  violent 
pain  in  the  region  of  the  gall-bladder  and  in  the  right  shoulder 
and  side,  simulating  an  acute  pleuritic  attack  or  an  attack  of 
biliary  colic.  The  pain  was  somewhat  intermittent.  There  was 
no  tenderness  over  the  region  to  which  the  pain  was  referred, 
nor  did  pressure  bring  on  a  paroxysm;  but  the  slightest  manipu- 
lation internally  at  the  seat  of  an  adnexal  tumor  brought  on 
violent  pain  referred  to  the  shoulder  and  hypochondriac  region. 
There  were  considerable  restlessness  and  pallor,  quite  dispropor- 
tionate to  any  symptoms  of  collapse  which  were  present. 
Operation  disclosed  a  ruptured  tubal  pregnancy. 
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GYNECOLOGY    AND    ABDOMINAL    SURGERY. 

Treatment  of  Inflammatory  Affections  of  the  Adnexa. — {Ann. 
di  Ohst.  e  Gin.,  Oct.,  1908)  pleads  for  conservative  medical  treat- 
ment of  the  inflammatory  affections  of  the  adnexa,  before  opera- 
tion for  the  removal  of  these  structures  is  undertaken.  Medical 
treatment  requires  patience;  but  it  is  entirely  without  danger  to 
the  patient,  and  if  a  complete  cure  is  not  obtained  no  harm  has 
been  done  to  the  patient  by  waiting,  but  in  many  cases  the  opera- 
tion is  rendered  easier  by  the  removal  of  exudates.  The  methods 
of  treatment  that  the  author  has  found  of  value  are  the  produc- 
tion of  passive  hyperemia  by  the  methods  of  Bier  and  Klapp, 
or  of  active  hyperemia  by  various  heating  apparatuses,  massage, 
compression  both  vaginal  and  abdominal,  columnization  by 
packing  the  vagina  solidly  and  obtaining  support  for  the 
organs,  electricity,  iodin,  and  ichthyol  applications.  All  of 
these  measures  have  given  satisfactory  results  to  the  author  when 
applied  with  discretion.  The  first  treatment  must  always  be 
rest,  until  the  acute  stage  is  over.  The  exudates  that  are  left  be- 
hind, if  treated  early  will  be  removed  much  more  quickly  than 
if  the  treatment  is  delayed.  The  more  chronic  cases,  with 
tough  adhesions,  are  much  less  amenable  to  treatment  than  the 
soft  adhesions  and  exudates  found  early.  The  ideal  of  treat- 
ment of  any  diseased  condition  is  cure,  not  destruction  of  the 
organ.  Destructive  surgery  should  be  reserved  for  the  most 
severe  cases. 

Follicular  Origin  of  Papillomatous  Cysts  of  the  Ovaries. — S. 
■Recasens  {Gaz.  de  Gyn.,  Oct.  i,  1908)  says  that  cysts  of  the  ovary 
are  considered  to  be  epithelial  neoplastic  growths,  since  their 
characteristic  is  proliferation  of  the  internal  tunic  of  the  follicle. 
The  origin  of  these  tumors  leads  us  to  seek  the  source  in  the  ele- 
ments normally  or  pathologically  existing  in  the  ovaries.  The 
author  believes  that  the  follicular  epithelium  of  the  Graafian 
follicles  proliferates,  resulting  in  ramified  papillae  similar  to  those 
found  in  papillomatous  proligerous  cysts  of  the  ovary.  The 
papillae  which  are  formed  in  the  ovarian  vesicles  have  the  charac- 
teristics of  epithelial  new-growths,  the  proliferation  of  the  con- 
nective tissues  being  secondary  to  it.  Inflammatory  processes 
not  of  microbic  origin  in  the  ovary  bear  an  etiological  relation  to 
the  formation  of  neoplastic  cysts.  The  author  gives  the  micro- 
scopic features  of  the  cyst-walls  of  two  cases  operated  on  by  him 
to  substantiate  these  statements.  Inflammatory  conditions  of 
the  ovaries  are  a  frequent  cause  of  increase  in  the  number  of 
follicles  which  enter  upon  a  period  of  activity,  and  frequent  men- 
orrhagias  result.  There  is  a  relation  between  the  trophic  altera- 
tions which  cause  the  nonmicrobic  inflammations  and  the  pro- 
duction of  neoplasms.     There  has   frequently  been  observed  a 
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disappearance  of  the  ovules  in  the  cavities  of  microcysts  and 
a  diminution  of  the  follicles  which  are  in  a  state  of  repose.  This 
is  the  result  of  hydrops  of  the  interior  of  the  folHcle.  Dissolution 
of  the  cells  of  the  granular  layer  of  the  follicle  causes  secondarily 
the  resorption  of  the  ovule,  and  only  those  cells  that  are  in  direct 
relation  with  the  vascular  layer  continue  their  nutrition  and  keep 
the  shape  of  the  follicle.  The  destructive  process  is  changed 
into  one  of  proliferation  of  the  epithelial  cells  that  remain,  and 
epithelial  processes  result. 

Torsion  of  the  Pedicle  in  Solid  Ovarian  Tumors. — J.  Bastian 
{Rev.  Med.  de  la  Suisse  Rom.,  Oct.  20,  190S)  considers  torsion  of 
the  pedicle  a  rare  complication  of  solid  ovarian  tumors.  He 
describes  at  length  a  case  observed  by  himself  of  spindle  celled 
sarcoma  of  the  ovary  with  torsion  of  the  pedicle  removed  success- 
fully. The  etiology  of  this  complication  is  disputed.  It  is  more 
frequent  in  tumors  near  the  center  of  the  pelvis,  because  there 
the  tumor  has  room  to  turn  on  its  axis.  Intrinsic  causes  are 
position,  density,  freedom  of  movement  not  obstructed  by  ad- 
hesions as  in  malignant  tumors,  length  and  thinness  of  the  pedicle 
and  relaxation  of  the  abdominal  wall  as  in  multiparae.  Extrinsic 
causes  are  falls  or  violent  efforts.  The  symptoms  are  sudden 
pain  after  an  effort,  followed  by  symptoms  of  inflammation,  such 
as  increase  in  size  of  the  abdomen,  vomiting,  fever  and  increased 
pulse  rate.  These  symptoms  increase  until  peritonitis  is  estab- 
lished. They  may  lessen  and  a  condition  of  comfort  ensue,  and 
this  be  followed  by  a  recurrence  of  pain  and  other  symptoms. 
The  tumor  may  become  immobilized  by  adhesions.  Ascites  is 
frequent  in  these  cases.  In  other  cases  the  torsion  of  the  pedicle 
is  recognized  only  when  laparotomy  is  done  for  the  removal 
of  the  tumor.  Secondary  symptoms  are  constipation,  painful 
passages  from  the  bowels,  and  intestinal  occlusion.  After  the 
abdomen  has  been  opened  the  tumor  is  of  a  bluish  color,  edema- 
tous, and  shows  areas  of  sloughing  tissue.  In  the  center  may 
often  be  found  a  cyst  the  size  of  an  orange,  containing  necrosed 
tissue  forming  a  brownish  liquid,  or  fetid  pus.  In  other  cases 
there  is  no  necrosis,  internal  or  external.  In  general  the  author 
believes  that  there  is  a  first  period  in  which  there  are  no  changes 
in  the  tumor,  and  the  torsion  is  well  tolerated;  this  is  followed 
by  a  shorter  period  in  which  changes  are  brought  about  by  failure 
of  circulation  in  the  tumor.  Hemorrhage  by  diapedesis  takes 
place,  with  lessened  capillary  pressure.  This  occurs  with  general- 
ized intoxication  and  local  or  general  bacteriemia.  The  intensity 
of  the  clinical  phenomena  depends  on  the  rapidity  with  which  the 
circulation  is  interrupted.  The  prognosis  is  good  if  operation  is 
done  soon  after  the  torsion  takes  place.  Treatment  must  be 
operative,  the  tumor  being  removed  with  the  uterus  when  both 
sides  are  affected,  alone  if  the  adnexa  of  one  side  are  healthy. 

Intraperitoneal  Diffusion. — By  intraperitoneal  injection  into 
dogs  of  lamp  black,  moccasin  venmo  and  cobra  venom,  J. 
L.  Yates  (Surg.,  Gyn.,  Ohst.,  Nov.,   1908)   finds  that  intraperi- 
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toneal  diffusion  results  from  the  operation  of  purely  physical 
forces  abetted  by  physiological  activities.  Under  similar 
conditions  the  rate  of  absorption  varies  directly  with  the  extent 
of  diffusion.  The  restriction  of  diffusion  and  consequent  absorp- 
tion is  best  obtained  by  the  action  of  generous  doses  of  opium 
to  reinforce  the  diminished  activity  in  an  empty  alimentary 
canal,  general  bodily  quiet  with  its  resultant  lessened  respiration, 
and  by  the  maintenance  of  that  position  of  the  body  which  will 
oppose  the  action  of  gravity  to  the  direction  of  most  disadvan- 
tageous extension.  The  absorption  of  toxins  is  dangerous  in 
proportion  to  the  rate  and  extent  of  that  absorption,  and,  al- 
though this  is  complicated  by  pathological  processes,  it  is  limited 
by  the  application  of  the  principles  stated  above.  Applying 
these  ideas  to  the  treatment  of  peritonitis,  the  writer  says  that 
the  greatest  possible  freedom  from  movement  that  can  effect 
the  abdominal  parietes  or  viscera  is  the  primary  requisite. 
This  may  easily  be  attained  through  the  avoidance  of  everything 
that  can  stimulate  peristasis,  by  bodily  quiet  to  decrease  the 
force  and  rate  of  respirations  and  to  relax  parietal  muscles,  and 
by  the  absolute  avoidance  of  forceful  or  repeated  pelvic  and 
abdominal  palpation.  The  administration  of  sufficient  opium  to 
guarantee  the  requisite  freedom  from  movement  is  of  almost 
equal  importance,  notwithstanding  the  more  or  less  fancied 
dangers  of  masking  symptoms  or  of  inducing  tympanites. 
Starvation  probably  does  not  immediately  nor  does  it  always 
completely  control  peristalsis;  and,  in  addition,  intestinal 
activity  provoked  by  local  toxic  irritation  merits  consideration. 
Postural  methods  in  the  limitation  of  diffusion  are  of  indis- 
putable value  but  are  of  secondary  importance  compared  to  the 
maintenance  of  blood  pressure  sufficient  to  support  life,  and  are 
frequently  more  extreme  and  continued  longer  than  is  necessary 
or  even  beneficial.  A  lateral  or  dorsal  horizontal  position  in 
many  instances  apparently  gives  better  results. 

Dangers  of  Hyperactivity  and  Abstinence  from  Sexual  Activity. 
— A.  Lorand  {La  Tribune  Med.,  Nov.  7,  1908J  insists  upon 
the  action  of  the  sexual  organs  upon  all  the  organs  of  the  body. 
Infectious  maladies  of  the  genitals  may  be  avoided  by  the  man 
by  marriage  with  a  healthy  woman.  In  the  woman  this  is  not 
always  the  result  of  marriage,  she  being  often  infected  by  the 
husband.  The  best  prophylactic  measure  would  be  a  law  order- 
ing every  person  wishing  to  marry  to  undergo  a  medical  exami- 
nation. The  abuse  of  sexual  organs  by  coitus,  masturbation, 
or  excitation  without  satisfaction,  especially  in  interrupted 
coitus  is  very  deleterious.  Such  practices  bring  on  appearances 
of  age  and  use  up  the  vitality  of  the  generative  organs.  They 
are  as  injurious  to  the  woman  as  to  the  man.  They  cause 
congestion  of  the  female  genitals  and  serious  disorders  follow, 
among  which  are  relaxation  of  the  uterus,  chronic  metritis, 
ovarian  inflammation,  and  parametritis.  Cohabitation  during 
menstruation   is   another   practice   that   is  seriously  deleterious 
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for  the  female  sexual  organs.  Women  should  not  marrv  below 
an  age  at  which  the  organs  are  perfectly  developed,  and  this 
period  vanes  with  the  individual.  Inactivity  of  the  sexual 
organs  has  its  evils  also.  The  internal  secretion  of  the  ovaries 
may  cause  poisoning  of  the  system.  These  effects  are  both 
general  and  local.  In  the  male  the  testicles  atrophy  when 
intercourse  is  refrained  from  for  years.  Abstinence  may  have  a 
bad  effect  on  the  nervous  system  as  well  as  the  sexual  organs 
The  remedy  for  all  these  evils  is  marriage  and  connection  with 
moderation.  W  hen  marriage  is  impossible  the  patient  should 
avoid  all  causes  of  congestion  of  the  genitals,  and  live  moderately 
with  dai  y  exercise  and  an  absorbing  occupation  which  takes  up 
the  mmd  and  attention. 

Hypertrophic,  Nonulcerating  Tuberculosis  of  the  Vulva  — 
.^ndre  Boursier  {Jour,  de  Med.  de  Bordeaux,  Nov.  i,  1908)  savs 
that  primary  tuberculosis  of  the  vulva  is  very  rare  This 
tuberculosis  may  be  ulcerative,  or  ulcerohvpertrophic  or 
hypertrophic  without  ulceration.  Five  cases  of 'the  last  variety 
have  been  reported,  one  by  the  author.  In  the  author's  case  the 
patient  was  very  cachectic,  having  genital  and  pulmonary 
tuberculosis,  with  an  epithelioma  of  the  cervix  which  had 
mvolved  the  bladder.  The  diagnosis  of  the  vulvar  condition 
was  elephantiasis,  and  in  all  the  reported  cases  the  correct  diag- 
nosis has  been  made  only  after  operation  or  at  the  autopsy  \n 
all  the  cases  the  glands,  and  the  epithelial  investment  of  the 
tumor  were  unaffected.  The  connective  tissue  was  edematous 
and  Its  vascularity  increased.  Some  tuberculous  follicles  were 
found  among  this  connective  tissue,  disseminated  and  in 
relatively  small  numbers.  In  two  cases  the  bacillus  of  Koch 
was  looked  for  and  found  in  small  numbers.  In  the  others  it 
was  not  looked  for. 

Suprarenal  Tumor  of  the  Ovary.— H.  Gaudier  {Rev.  Fran  de 
Med.  et  de  Unr.,  No.  20,  1908)  describes  a  tumor  connected 
with  the  ovary  of  the  size  of  an  orange  occurring  in  a  child  of 
lour  years.  This  was  found  to  be  a  growth  of  a  suprarenal  body 
ihe  tumor  caused  menorrhagia  and  metrorrhagia  for  three 
months  before  seen.  The  hair  was  much  developed  about  the 
vulva,  the  labia  were  pigmented,  the  breasts  much  developed 
brownish  and  showed  tubercles  about  the  nipples.  Suprarenal 
tumors  are  found  in  the  kidneys  and  hepatic  tissue  along  the 
abdominal  sympathetic  system  and  in  the  neighborhood  of 
the  genital  organs.  They  may  atrophy  or  hypertrophy,  and 
are  generally  found  in  young  subjects. 
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ThE  insuring  of  the  normal  development  of  the  child  is  very 
important  and  in  the  presence  of  disease  or  of  its  probable 
occurrence,  prophylactic  measures  become  a  necessity.  It  is 
freely  admitted  in  the  case  of  the  rheumatic  child,  that  preventive 
measures  offer  a  splendid  field  for  endeavor  while  the  child  is  ill, 
and  that  by  such  measures  serious  complications  may  often  be 
avoided  or  limited,  but  while  the  child  is  in  a  state  of  health  is 
there  any  scheme  of  prophylaxis  which  is  of  benefit? 

The  answer  to  this  question  would  depend  upon  whether  we 
considered  rheumatism  in  the  child  as  an  infection  or  dependent 
upon  a  diathesis.  The  general  tendency  at  this  time  is  to  regard 
it  as  an  acute  infectious  disease.  Particularly  in  children  is  the 
resemblance  to  the  infections  marked  enough  to  demand  serious 
consideration.  Several  investigators  have  described  diplococci 
which  have  been  recovered  at  autopsy  from  the  heart's  blood 
(Bouchard,  Guttmann),  the  endocardial  vegetations,  pleural  and 
pericardial  exudates,  and  the  synovial  membranes  of  the  joints 
(Hlava)  in  cases  of  rheumatic  fever. 

Inoculations  with  these  may  produce  various  lesions,  such 
as  multiple  neuritis,  endocarditis,  pericarditis  and  pleurisy. 
The  diplococci  are,  however,  not  distinguishable  morphologically 
or  by  culture  as  peculiar.  Cole  showed  quite  conclusively  that 
these  results  were  common  as  the  result  of  inoculations  with 
streptococci  obtained  from  various  sources.     It  is  probable  that 

♦Read  before  the  Pediatric  Section  of  the  Medical  Society  of  the  Countv  of 
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further  investigations  will  show  that  not  one,  but  several  micro- 
organisms are  the  exciting  agents  in  a  susceptible  chUd. 

There  is  a  marked  tendency  in  these  days  when  labora- 
tory experimentation  has  been  so  brilliant  in  its  results  and  has 
achieved  so  much,  to  belittle  the  influence  of  those  things  which 
we  previously  deduced  by  other  means  of  investigation.  And,  so 
since  the  search  for  the  causative  factor  of  rheumatism  by  labo- 
ratory methods  there  has  been  a  growing  inclination  to  disre- 
gard the  influence  of  other  factors — notably  a  diathesis  favorable 
to  the  development  of  rheumatism. 

We  must  admit  from  a  study  of  the  disease  that  there  is 
much  about  it  to  indicate  its  infectious  nature,  but  even  in  the 
presence  of  an  organism  which  may  finally  be  definitely  isolated 
or  a  number  of  such,  there  is  no  good  reason  for  denying  the  exist- 
ence of  a  favoring  diathesis.  That  there  is  a  specific  micro- 
organism which  will  finally  be  isolated  I  have  but  little  doubt ;  that 
there  is  a  diathesis — a  congenital  condition  of  the  system  which 
renders  it  particularly  liable  to  the  development  of  rheumatism, 
I  have  none.  There  is  in  all  probability  the  seed  but  there 
is  also  the  necessity  of  a  soil  favorable  to  some  extent  to  the 
seed's  development. 

The  laboratory  investigator  studies  all  cases  upon  somewhat 
of  an  experimental  basis,  ferreting  out  the  laws  of  injurious 
effect  which  harmful  agents  have  upon  all  members  of  society. 
He  is  unable  by  this  method  to  explain  the  cause  of  every  disease. 
The  disease  may  be  produced  by  conditions  which  are  not  at  all 
general,  therefore  we  are  often  forced  to  the  conclusion  that  there 
exists  a  causal  factor  in  the  individual  which  is  not  common  to 
all  members  of  society. 

Recognition  of  a  diathesis  presupposes  that  appropriate 
measures  will  be  instituted  to  prevent  the  disease  which  such  a 
diathesis  favors.  The  chief  object  in  the  recognition  of  this  di- 
athesis in  the  child  is  the  prevention  of  cardio  vascular  changes. 
Before  these  occur,  there  are  present  a  multiplicity  of  symptoms 
which  when  recognized  are  danger  signals. 

A  child  who  has  a  rheumatic  parent  is  very  liable  to  de- 
velop the  disease,  and  if  both  parents  are  rheumatic,  the  liability 
becomes  almost  a  certainty. 

We  cannot  afford  to  overlook  this  influence  and  therefore 
a  careful  taking  of  the  family  history  becomes  a  necessity.  Parents 
may  deny  having  had  rheumatism,  and  yet  when  pressed 
further  will  admit  the  existence  of  one  or  more  of  the  nonarticu- 
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lar  manifestations  of  the  disease,  although  these  are  not  recog- 
nized by  them  as  rheumatic.  There  is  always  danger  of  overlook- 
ing these  if  the  history-taking  is  hurried. 

Then  having  satisfied  ourselves  that  the  child  has  a  rheumatic 
tendency,  it  is  incumbent  that  the  defensive  arrangements  of 
the  body  be  put  into  the  best  possible  condition.  As  regards 
the  development  of  rheumatism  in  the  child,  what  are  these 
defensive   arrangements? 

First,  there  is  the  resistant  power  of  epithelium.  Lister 
showed  long  ago  that  where  the  epithelium  lining  a  canal  whose 
sides  are  normally  in  contact,  remains  healthy,  bacteria  are 
powerless  to  s  pread  along  that  canal.  There  is  reason  to  be- 
lieve that  this  power  of  resistance  differs  at  times  in  the  same 
individual. 

Second,  after  having  gained  access  to  the  blood-stream,  it  is 
essential  for  the  growth  of  most  infective  agents  that  they 
find  rest.  Therefore,  it  is  reasonable  to  suppose  that  they  are 
favored  when  a  break  or  weak  spot  is  found  in  the  endothelium. 
A  healthy  endothelium  would,  on  the  other  hand,  limit  their 
growth. 

Third,  there  must  be  perfect  elimination.     This  would  entail 
that  the  condition  of  health  be  such  that  the  functions  of  the 
bowels,  the  kidneys,  and  the  skin  be  perfectly  performed. 

Fourth,  that  there  be  no  part  or  organ  of  the  body  which  is  in 
such  a  condition  as  to  invite  infection  or  favor  the  growth  of 
organisms.     And  this  applies  with  special  force  to  the  tonsils. 

Fifth,  quite  apart  from  the  agents  which  are  actively  engaged 
in  the  destruction  of  infective  microorganisms  in  the  body, 
there  is  every  reason  to  acknowledge  that  there  exists  an  in- 
definite something  which  might,  for  want  of  a  better  term,  be 
called  "recuperative  ])ower."  This  power  must  act  through 
the  course  of  the  infection  as  well  as  after  its  subsidence. 

The  first  three  defensive  arrangements  are  intimately  asso- 
ciated with  a  coordination  and  cooperation  of  all  parts;  a 
carrying  on  of  the  intricate,  yet  correlated  functions  of  each 
organ  freely  and  without  pain.  In  other  words,  there  must  be  a 
state  of  health.     This  nnist  be  conserved. 

The  fourth  demands  the  treatment  or  removal  of  such  areas 
as  continually  invite  infection.  Therefore,  the  demand  becomes 
insistent  that  diseased  tonsils  and  adenoid  vegetations  receive 
early  and  adequate  attention  in  rheumatic  children. 

The  fifth  defensive  arrangement,  or  the  recuperative  power 
of  the  individual  is  as  far  as  we  know  a  combination  of  tern- 


KERR:    THE    CARE    OF    THE    RHEUMATIC    CHILD.  523 

perament  (that  something  which  we  all  recognize  and  as  yet  are 
unable  to  explain)  and  of  perfect  health.  The  temperament 
we  cannot  influence;  the  state  of  health  we  can. 

We  must  all  recognize  that  there  are  in  children  certain  initial 
manifestations  of  rheumatism  and  in  the  ferreting  out  of  these 
and  giving  them  their  proper  values,  we  are  doing  an  impor- 
tant work  in  the  limiting  of  the  disease. 

I  shall  mention  these,  as  in  my  experience  they  have  been 
important;  and  the  first,  because  the  most  common,  initial 
manifestation  is; 

Tonsillitis. — Not  every  tonsillitis  is  of  rheumatic  origin  but 
fully  one-third  of  the  cases  are  of  such  genesis.  In  what  other 
way  can  we  explain  the  marked  frequency  of  the  initial  sore 
throat  of  rheumatism.  In  all  of  the  cases  of  undoubted  rheu- 
matism in  children  which  I  have  had  an  opportunity  of  studying, 
tonsillitis  was  the  earliest  manifestation  in  39  per  cent.  In 
nearly  all  instances  it  preceded  other  manifestations  by  some- 
what less  than  one  year. 

The  type  of  the  inflammation  has  some  bearing.  In  a  large 
proportion  of  cases  the  subacute  type  held  first  place;  the  chronic 
variety  second,  and  the  suppurative  type  was  least  prominent. 

The  indication  for  treatment  is  clear.  All  covered  cryptal 
tonsillar  tissue  must  be  removed  and  that  entails  complete  ab- 
lation. If  it  is  the  first  attack,  or  if  the  crypts  are  not  obstructed, 
tonsillotomy  as  ordinarily  done  is  sufficient.  Adenoid  vege- 
tations which  are  usually  associated  with  subacute  or  chronic 
tonsillitis  must  also  be  removed. 

Pain  in  the  chest  and  exertional  dyspnea  (irrespective  of 
disease  of  the  heart)  was  an  initial  manifestation  in  1 1  per  cent., 
and  in  most  instances  was  marked  enough  to  attract  the  attention 
of  the  parents  without  suggestion.  In  this  connection  anemic 
murmurs  were  common.  In  such  instances  the  indications  are 
for  the  administration  of  a  tonic  containing  iron.  Abundance  of 
fresh  air  should  be  provided  day  and  night. 

Chorea  manifested  itself  as  the  initial  symptom  in  9  per  cent, 
of  the  cases  and  was  severe  in  but  one  instance.  Now  when 
chorea  is  once  established  there  is  a  distinct  predisposition  in 
that  child  to  recurrence.  And  the  recurrences  are  brought 
about  by  causes  which  would  not  affect  a  child  who  had  never 
previously  been  attacked.  Therefore,  the  same  care  and 
restraint  must  be  placed  upon  such  a  child  as  would  be  used  in  any 
markedly  neurotic  subject. 
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So-called  ''growing  pains"  or  myalgia  was  present  in  but  4 
per  cent,  of  the  cases  as  an  initial  manifestation.  Much  has  been 
written  about  the  "growing  pains"  fallacy  and  this  may 
have  led  some  to  believe  that  myalgia  is  almost  a  positive  sign  of 
rheumatism  and  that  its  absence  indicates  the  absence  of  the 
disease.  This  error  must  be  corrected.  Myalgia  is  a  very  com- 
mon accompaniment  of  all  of  the  infections  in  children  and  is 
readily  induced  by  overexertion.  Therefore  one  of  the  "grow- 
ing pains"  fallacies  has  been  its  overestimation.  The  pecu- 
liarity of  a  rheumatic  myalgia  is  this:  that  it  is  as  severe  at  one 
hour  of  the  day  as  at  another;  it  occurs  independently  of  exertion, 
and  is  a  late  manifestation  of  rheumatism  instead  of  an  early  one. 

The  manner  in  which  children  are  clothed  is  often  the  cause 
of  myalgias  which  are  called  growing  pains.  For  instance  the 
exposure  of  a  child's  limbs  in  cold  weather  satisfies  the  esthetic 
taste  of  the  mother,  but  is  harmful.  We  cannot  always  modify 
the  dictates  of  fashion,  but  we  need  not  sanction  them. 

Torticollis  and  subcutaneous  nodules  might  well  be  considered 
in  the  same  way.  They  are  rarities  and  may  occur  among 
the  early  signs  of  the  disease  but  are  never  initial  manifestations. 

Pleurisy  and  frequent  attacks  of  bronchitis  are  all  quite  frequent 
accompaniments  of  rheumatism  but  not  as  initial  symptoms. 
Their  common  association  with  the  disease  must  suggest  its 
possible  existence  as  an  etiological  factor  and  thereby  would 
indicate  the  appropriate  treatment. 

Epistaxis  and  enuresis  might  suggest  the  possibility  of  rheu- 
matism, if  they  were  persistent  and  other  causes  excluded. 
Often  in  these  instances  a  carefully  taken  history  will  reveal 
other  manifestations  of  rheumatism  which  were  not  suspected. 

Erythemas  must  arouse  a  suspicion  as  to  a  rheumatic  origin. 

Have  we  been  too  ready  to  accept  the  foregoing  manifestations 
as  being  rheumatic?  We  are  not  yet  in  a  position  to  definitely 
define  rheumatism  as  it  occurs  in  childhood,  therefore  our  methods 
of  diagnosis  must  be  less  exact  than  actual  demonstration.  But 
when  we  find  these  individual  facts  so  prominently  associated 
with  cardiovascular  changes  which  have  no  other  demonstrable 
etiology  than  rheumatism,  we  may  be  confident  in  the  diagnosis 
of  individual  cases.  When  we  are  satisfied  or  even  suspicious 
that  any  of  these  symptoms  and  phenomena  are  the  initial  mani- 
festations of  rheumatism  the  treatment  must  include  the  treat- 
ment of  that  disease. 

Our  aim  must  be  to  limit  the  possible  serious  consequences  of  a 
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well-advanced  disease.  It  is  not  necessary  or  wise  to  wait  for 
articular  developments.  The  time  to  treat  rheumatism  successfully, 
in  children,  is  when  any  clinical  manifestation  backed  up  by  a  posi- 
tive family  history  makes  us  suspicious  of  the  tendency  to  the  disease. 

I  have  emphasized  the  importance  of  the  earliest  recognition  of 
these  manifestations  because  without  such  there  could  be  no  ap- 
propriate treatment  or  care  of  the  child.  Every  known  means 
must  be  adopted  to  prevent  their  recurrence.  I  have  purposely 
left  the  consideration  of  the  joint  involvement  as  an  initial  mani- 
festation until  this  point. 

Joint  involvement  was  the  initial  manifestation  in  31  per  cent. 
The  prominent  feature  is  for  a  certain  joint  to  be  involved  for  a 
few  hours  and  rarely  for  a  period  over  three  days.  This  involve- 
ment of  the  joints  ushers  in  what  is  commonly  called  acute  articu- 
lar rheumatism.  Very  few  joints  are  attacked,  and  it  is  the 
larger  ones  which  seem  to  suffer  most,  so  that  the  knee,  the  ankle 
and  wrists  are  most  frequently  involved.  The  slight  amount  of 
pain  and  swelling  may  delay  the  diagnosis  and  also  the  treat- 
ment. 

Now  when  active  symptoms  are  present,  the  treatment  and 
care  of  the  child  must  be  rigorous.  There  are  several  indications; 
these  are  etiological,  pathological  and  clinical. 

The  etiological  indications  are : 

(a)  Absolute  rest,  both  mental  and  physical.  This  means 
that  the  child  must  be  in  the  recumbent  position  and  allowed  to 
make  little  exertion.  To  secure  mental  quietude  visitors  must 
be  excluded  and  old  toys  used  and  old  stories  told.  The  ad- 
ministration of  a  sedative  is  permissible  and  often  effective  in 
its  result. 

(b)  The  avoidance  of  solid  food  for  a  few  days  and  the  absolute 
abstinence  from  all  meats  or  meat  extractives  for  several  days. 
Sugar  must  also  be  restricted  to  the  lowest  possible  amount  or 
saccharin  used  in  its  stead.  All  foods  which  are  rich  in  proteid 
should  be  restricted.  I  never  allow  the  use  of  whole  milk  but 
advise  the  use  of  the  top  pint  (cream)  diluted  with  an  equal  part 
of  water.  Such  dilution  reduces  the  proteids  and  favors  elimina- 
tion, particularly  by  the  kidneys.  Ripe  fruits  are  allowed, 
also  the  fruit  juices.  When  cereals  are  given  they  are  well 
dextrinized. 

The  pathological  indications  are: 

(a)  To  combat  the  inflammation  in  the  joints.  This  may  be 
done  by  the  stimulation  of  the  cutaneous  circulation.     Along 
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this  line,  the  hot-blanket  pack  and  hot  fomentations  are  used 
until  the  temperature  falls  or  the  acute  pain  is  relieved. 

(b)  To  limit  or  prevent  an  extension  to  the  heart,  lungs, 
pleura  or  meninges.  Here  is  the  place  for  elimination.  Skin, 
kidneys,  and  bowel  must  be  kept  active.  Warm  baths  followed 
by  cool  sponging  or  friction  over  the  parts  of  the  body  free  from 
inflammation  will  be  useful.  Hot  enemas  are  often  very  efficient. 
As  a  rule  I  have  given  them  once  every  twelve  hours  for  two  or 
three  days.  Here  again  it  is  necessary  to  lay  special  emphasis 
upon  the  value  of  absolute  rest.  Free  water-drinking  should  be 
encouraged. 

The  clinical  indications  are: 

(a)  Hyperpyrexia. — This  may  be  treated  by  the  use  of  an  ice- 
cap and  sponging  with  tepid  water  accompanied  by  mild  friction 
and  no  drying.  Unless  the  temperature  rises  above  102°  F.,  it 
may  be  disregarded  as  an  indication  for  direct  treatment. 

(b)  Pain  in  the  Joints. — Rest,  and  the  local  applications  al- 
ready mentioned  will  relieve  and  particularly  if  the  joint  be 
smeared  with  some  oil  twice  daily. 

(c)  To  Limit  Damage  to  Joints. — Gentle  or  simple  flexion  of 
the  joints  just  as  soon  as  the  temperature  has  subsided  will  limit 
permanent  damage. 

(d)  Tachycardia. — When  this  occurs  there  should  be  applied 
over  the  heart,  a  cold  compress  for  at  least  fifteen  minutes  of  every 
hour  or  an  ice  bag  may  be  used  in  its  stead.  Small  doses  of  the 
bromids  are  grateful  as  the  child  is  usually  in  a  very  nervous 
state. 

(e)  Profuse  Perspiration. — If  this  occurs  during  the  first  few 
days  it  should  not  be  checked  but  the  little  one  should  be  wiped 
dry  as  frequently  as  it  occurs.  Occurring  later  in  the  disease,  it 
may  be  gradually  stopped  by  a  bath  with  a  tepid  temperature 
at  first,  which  is  gradually  reduced  to  about  85°  F.  This  may  be 
used  twice  daily. 

(f)  Anemia  and  General  Debility. — When  convalescence  is 
once  fairly  established  the  use  of  tonics  is  indicated.  Every 
rheumatic  child  suffers  more  or  less  from  blood  impoverishment. 
In  the  very  acute  cases,  anemia  is  so  severe  and  sudden  that  the 
demand  for  treatment  is  urgent.  I  am  quite  in  favor  of  an 
early  though  gradual  return  to  the  usual  diet,  and  it  is  my  habit 
to  proceed  as  follows:  After  the  restrictions  as  indicated  pre- 
viously, when  the  temperature  touches  normal,  I  begin  the  use  of 
legumes,  undextrinized  cereals  and  some  of  the  dried  vegetables, 
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as  peas,  beans  and  lentils.  Baked  potatoes  and  eggs  are  allowed 
the  next  day  and  also  fish.  Within  ten  days  after  the  subsi- 
dence of  an  acute  attack  the  diet  is  liberal  and  meat  is  allowed 
once  daily.  I  believe  that  it  is  most  important  that  we  give  to 
the  convalescent  child  a  diet  which  is  as  nutritious  as  possible  and 
no  doubt  much  of  our  prolonged  convalescence  was  formerly  due 
to  the  restriction  of  the  diet  for  weeks  after  an  attack.  My 
reasons  for  this  are  given  later  on.  Sugar  seems  to  me  to  be  the 
most  harmful  article  and  its  use  is  always  restricted  irrespective 
of  the  prevailing  condition. 

The  salicylates  occupy  a  well-deserved  place  in  the  treatment 
of  rheumatism.  They  are  palliative  however,  and  for  the  time 
overcome  or  modify  the  rheumatic  manifestations.  Their  use 
cannot  be  long  continued  in  children  because  of  their  prompt 
tendency  to  disturb  the  digestion.  Salicin  is  less  objectionable 
than  the  salicylate  of  soda  and  can  be  readily  given  in  the  dose  of 
one  grain  for  each  year  of  the  child's  age  and  repeated  every 
three  hours.  A  reduction  in  the  temperature  and  in  the  signs 
of  inflammation  in  the  joints  is  an  indication  for  the  reduction 
and  somewhat  rapid  withdrawal  of  this  class  of  medication. 
Aspirin  has  a  weak  but  rather  prolonged  action  as  an  analgesic 
in  rheumatism  and  its  chief  indication  is  in  those  cases  in  which 
the  salicylates  are  beneficial  and  after  the  acute  pain  has  been  re- 
lieved by  other  means.  But  the  pain  of  acute  rheumatism  in 
children  is  so  insignificant,  as  a  rule,  that  no  internal  analgesic  is 
indicated. 

Along  with  the  administration  of  the  salicylates  or  immedi- 
ately following  the  discontinuance  of  their  use,  bicarbonate  of  soda 
should  be  given.  Its  use  must,  however,  be  kept  up  for  a  long 
time  (four  to  six  weeks)  although  in  steadily  decreasing  doses. 

Can  anything  be  done  to  limit  or  prevent  the  development  of 
cardiovascular  changes  in  a  child  who  has  a  rheumatic  procliv- 
ity or  who  has  suffered  from  an  acute  attack  of  the  disease  or  one 
of  its  initial  manifestations? 

It  is  hardly  necessary  to  review  before  a  society  of  this  kind 
the  frequency  with  which  all  rheumatic  manifestations  are  ac- 
companied by  cardiac  changes.  The  experience  which  each  one 
can  recall  of  one  fatal  case  can  be  repeated  and  repeated  so  that 
such  an  experience  is  constantly  recurring,  and  there  are  serious 
consequences  of  such  an  occurrence.  Immediately  the  heart  be- 
comes involved  we  are  confronted  w4th  the  probability  that  the 
life  of  the  child  will  be  seriously  affected — there  must  follow  dimin- 
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ished  usefulness  and  restricted  activity.  The  insidiousness  with 
which  such  a  condition  may  ensue  must  always  be  borne  in  mind. 
To  the  lay  mind  there  is  danger  to  the  heart  in  the  course  of 
rheumatism  but  only  during  the  very  acute  stage  of  the  disease. 
Unless  the  disease  manifest  itself  by  joint  symptoms  they  do  not 
realize  the  necessity  of  any  special  care.  It  is  only  during  recent 
years  that  the  profession  has  fully  realized  the  importance  of 
this  phase  of  rheumatism  in  children.  So  marked  are  the 
influences  of  cardiovascular  changes  upon  the  course  and  out- 
come of  the  disease  that  it  almost  leaves  one  in  doubt  as  to 
whether  or  not  they  should  be  considered  as  the  typical  char- 
acteristics of  the  disease. 

There  is  this  chief  difference  between  the  adult  and  child 
types  of  rheumatism.  In  the  former  it  is  expressed  as  an  acute 
polyarthritis,  with  the  symptoms  all  massed,  while  in  the  latter, 
its  common  occurrence  is  in  nonarthritic  forms  with  cardiac 
changes  as  a  common  manifestation  and  the  symptoms  spread 
over  a  long  period,  so  that  often  the  history  of  the  disease  is  the 
history  of  that  child's  life. 

There  is  but  one  known  means  whereby  we  are  even  reason- 
ably certain  that  we  are  favorably  influencing  the  possible  occur' 
rence  of  cardiac  changes.  That  one  means  is  rest,  rest  absolute 
and  prolonged.  To  secure  cooperation,  the  parents  must  be 
made  aware  of  the  dangers.  There  must  be  no  temporizing 
with  the  parent;  the  case  must  be  fairly  and  forcibly  stated  and 
the  responsibility  for  an  infraction  of  the  rules  placed  where  it 
belongs. 

Now  the  necessary  rest  which  is  entailed  upon  the  child 
helps  to  bring  about  a  condition  characterized  by  the  retention  of 
waste  products  and  muscular  atony.  If  the  diet  be  restricted 
for  several  days  to  liquids,  the  tissues  undergo  slight  degenera- 
tive changes  and  waste  products  are  more  abundant.  These 
changes  occur  more  readily  in  the  child  suddenly  deprived  of  its 
usual  liberty  than  in  one  who  gradually  limits  his  activities. 
This  is  my  reason  for  a  rapid  return  to  the  proper  diet.  It  is 
also  one  of  the  reasons  why  we  might  often  advise  a  change  of 
climate  or  of  surroundings  with  benefit. 

And  if  climatic  treatment  is  instituted,  the  seashore  seems  to 
offer  the  most  advantages  to  the  child,  although  it  has  a  close 
second  in  mountains  of  low  altitude  with  few  or  no  lakes. 

And  the  responsibility  of  the  physician  does  not  end  with 
the  care  and  treatment  of  an  individual  case.     If  there  are  other 
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children  in  that  family  they  must  be  protected.  The  parents  must 
be  made  to  realize  that  what  to  them  might  seem  a  slight 
illness  may  be  but  the  beginning  of  a  disease  which  will  limit 
the  usefulness  of  their  child,  narrow  its  activities,  or  possibly 
result  in  its  premature  death. 
42  Gates  Avexue  Brooklyn,  X.  Y. 
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SECTION    ON    PEDIATRICS. 

Meeting  of  December   lo,   190S. 
Godfrey  R.  Pisek,  M.  D.,  iji  the  Chair. 
Dr.  E.  a.  Reisenfeld  presented 

X-RAY   pictures   OF    A    CASE    OF    INFANTILE    SCURVY. 

A  baby,  ten  months  of  age,  had  been  admitted  to  the  Mt  Sinai 
Dispensary  on  August  21,  1908.  The  familv  historv  and  that  of 
the  child  was  negative  up  to  the  time  of  admission.  The  child 
cried  almost  continually  when  handled,  and  had  been  verv  rest- 

cff  ^?\  T  '"'l^^'-     ^^^  "^'^^  ""^^^^  to  sit,  to  hold  up  her  head, 
bhe  had  been  breast-led  for  only  three  weeks  and  then  put  on  a 
mixture  of  two  ounces  of  milk  to  five  ounces  of  water  every  two 
or  three  hours.    After  the  third  month  three  drams  of  .Alellin's  food 
to  eight  ounces  ol  water  was  also  given.     During  the  past  three 
months  Mellin  s  iood  alone  had  been  given.     Phvsical  examina- 
tion showed  a  fairly  good  general  condition,  oral  cavitv  neo-ative- 
no  hemorrhage  into  the  gums;  liver  and  spleen  both  palpable  and 
excessively  tender;  relaxed  limbs.     The  child  was  put  on  a  raw- 
milk  mixture  with  the  addition  of  fruit-iuice  and  rapidlv  im- 
proved^    The  tenderness  of  the  limbs  was  almost  entirelv  gone  at 
the  end  ot  twenty  days'  treatment.     The  weight  of  the  child  in- 
creased Irom  fourteen  to  eighteen  pounds  from  the  time  of  admis- 
sion until  ^ovember.     In  these  cases  of  Barlow's  disease  where 
many  ot  the  symptoms  are  not  present  or  are  obscure  the  ic-rav 
proves  a  valuable  aid  in  diganosis.      Bv  this  means  changes  in 
the  bone  can  be  traced  which  result  from  and  follow  the  cSrrect 
treatment  of  the  disease.     In   Barlow's  disease  the  x-rsix  plate 
reveals   two   important    conditions,    subperiosteal    hemorrhages 
and  changes  at  the  epiphyseal  line.     The  subperiosteal  hemor- 
rhages were  not  lound  in  this  disease  alone  nor  are  thev  always 
present.     Consequently    their    presence    or    absence  is  'of   little 
diagnostic  value.     The  horizontal,  irregular  shadow  seen  at  the 
epiphyseal    line,   giving  to  the  end    of  the    shaft    a    distinctlv 
nammered-out  appearance,  is  most  important  and  characteristic 
ol   this  disease.     One  finds  normallv  in    the  marrow  near   the 
costocartilagmous  junction  a  substance  rich  in  cells  and  blood- 
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vessels  with  a  regular  and  orderly  distribution  of  cartilage 
cells  and  regular  deposits  of  bone  tissue.  In  Barlow's  disease 
there  is  a  homogeneous  ground  substance  poor  in  cells  and  in 
blood-vessels,  studded  here  and  there  with  fresh  and  old  hemor- 
rhages and  masses  of  blood  pigment.  Further  on  at  the  next  level 
of  bone  formation  are  a  few  osteoblasts,  with  a  consequent  ab- 
sence of  bone  deposit.  This  irregular  deposition  of  cartilaginous 
and  osteoid  tissue  gives  the  jagged-edge  appearance  of  the  epiphy- 
seal line.  The  solidity  of  the  bone  at  this  point  is  far  from  nor- 
mal. Separation  of  the  epiphyses  occurs  from  slight  trauma  or 
may  even  be  due  to  muscular  action.  The  diseased  condition  of 
the  marrow  affects  also  the  shaft  in  its  neighborhood,  making 
the  cortex  very  thin  and  accounting  for  the  frequent  fracture. 
According  to  Frankel  the  best  example  of  irregular  deposits  of 
bone  tissue  with  abnormal  absorption  of  cartilage  are  found 
at  autopsy  at  the  chondrocostal  junctions.  Many  cases  that 
no  longer  showed  symptoms  of  Barlow's  disease  would  show 
by  the  :x;-ray  that  bone  changes  were  still  present  and  often  per- 
sisted for  months. 

DISCUSSION. 

Dr.  Thomas  S.  Southworth  said  that  in  cases  of  such  pain 
occurring  in  children  who  had  a  history  of  being  fed  with  this 
particular  kind  of  food  and  water,  the  diagnosis  of  scurvy 
was  easily  made.  He  had  had  three  such  cases  during  the  past 
year. 

Dr.  Godfrey  R.  Pisek  said  that  although  the  rc-ray  was  very 
valuable  to  the  general  practitioner,  frequently,  in  these  cases, 
the  diagnosis  was  not  made  and,  unfortunately,  these  children 
were  treated  for  other  conditions  while  infantile  scurvy  was 
not  thought  of.  When  the  3c-ray  was  used,  it  really  was  only 
confirmatory  of  the  diagnosis  already  made. 

Dr.  Willi a.m  L.  Stowell  presented  a  paper  on 

INFANT  MORTALITY?       COMPARISON  OF  THE  PAST  AND  PRESENT. 

The  earlier  writers  gave  little  attention  to  statistics,  basing 
most  of  their  opinions  on  experience.  During  the  last  gen- 
eration, however,  statistics  had  been  collected  in  most  civilized 
countries  so  that  comparison  was  now  possible.  The  object  of 
the  paper  was  to  carry  out  a  comparative  study  and  to  see 
wherein  gain  had  been  made  and  wherein  loss  had, taken  place, 
and  to  determine  what  influences  were  at  work  in  causing  this 
grain  or  loss  and,  if  possible,  to  lay  plans  for  improvement  in  the 
future.  Infant  mortality  might  be  considered  as  beginning 
before  birth,  and  Guillemot  and  Devillieres  claimed  that  from 
20  to  25  per  cent,  of  pregnancies  failed  to  mature.  In  1S51 
to  i860  the  birth-rate  in  England  was  43.1  per  1000  population, 
while  in  the  United  States  it  was  33.6  per  1000  population;  now 
it  was  28.1  per  cent,  in  England  and  Wales,  while  in  the  United 
States  it  was  27.2.     The  decline  in   the  birth-rate  was    about 
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the  same  in  other  civilized  countries  except  in  France  where 
It   had   fallen   to   22.2    per  thousand    population.     The  death 
rate  in  England  and  Wales  in  185 1  to  i860  was  15.4  per  thousand' 
while  from  1901  to  1905  it  was  13.8  per  1000;  in  the  United 
States  the  statistics  for   1851   to   i860  were  wanting,  but  the 
death-rate  from    1891    to    1900    was    16.26.     Illegitimacy  was 
also  a  factor,  as  illegitimate  children  showed  a  verv  high  death- 
rate,  due  to  neglect  or  to  the  fact  that  this  class  of  children 
were  so  often  sent  to  institutions.     The  number  of  illegitimate 
births  in  England  had  fallen  from  6  1/2  per  thousand  in  i860 
to  three  at  present.     Deformities  such  as  spina  bifida,  patent 
foramen  ovale,  hydrocephalus,  etc.,  lessened  the  likelihood  of 
children    living    beyond    infancy.     Unfavorable    constitutional 
tendencies  such  as  syphilis  or  tuberculosis  in  parents  transmitted 
constitutional  tendencies  that  lowered  the  power  of  resistance. 
Habits  and  morals  of  parents  were  reflected  on  the  children 
For  example,  the  children  of  drunkards  had  an  unstable  nervous 
system.     The  mental  defects  of  children  in  institutions  could 
generally  be  traced  to  alcoholic  parentage.     The  germ  theory 
had  changed  our  views  of  many  diseases  and  enabled  us  to 
prevent  their  spread  or  to  curtail  their  ravages.      In  studying 
infectious  diseases  it  was  found  that  the  number  of  children 
attacked  increased  in  proportion  to  their  exposure  outside  the 
home.     The   large   number   of   infants   attacked    bv   digestive 
disturbances  came  from  causes  within  the  home.     Pneumonia 
carried  off  a  large  number  of  infants.     In    1906    more  than 
12,000  infants  died  from  pneumonia  in  the  registration   area 
and    10,000    from    bronchitis.     The    deaths    from    pulmonary 
disease  and  diarrheal  diseases  were  keeping  up    in  a    marked 
proportion.      It  was  a  question  whether  physicians  were  treat- 
ing these  affections  as  wisely  and  successfully  as  they  were  the 
intectious  fevers  which  had  long  been  regarded  as  subjects  for 
quarantine  and  disinfection.      Dr.  Stowell  gave  the  mortality 
rates  in  different  countries  in  different  years  and  these  were 
so  divergent  that  they  could  only  be  explained  bv  studying  the 
character  of  the  homes,  the  methods  of  caring  for  children  and 
the  habits  and  life  of  the  mothers.     In  the  year  i860,  in  this 
country,   there  were  207  out  of  a  thousand  "deaths  of  infants 
under  one  year  of  age.     In  1870  this  was  increased  to  229,  in 
1880  to  231,  in  1890  to  234  and  in  1900  there  were  only  191 
In  1906  the  same  report  showed  a  ratio  of  202.     The  gain  since 
i860  was  therefore  practically  notOiing.     In  order  to  have  a 
basis   lor  his   opinions   concerning   the   care   of  infants   which 
would  influence  their  mortality  he  had  selected    the  Infants' 
Hospital  ot  New  York  as  a  basis.     This  institution   had  been 
established  in    1866  and   the  classification  was  such  that  the 
records  showed  the  total  number  treated,  with  the  mortality, 
tne  toundlmgs  and  orphans  with  their  mortality  and  children 
with  mothers.      In  the  first  five  years  the  orphans  died  with 
an  average  mortality  of  55  per  cent.,  while  the  mortality  of  the 
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mothers'  children  was  i6  per  cent.  The  next  five  years  showed 
orphans  and  foundlings  with  a  mortality  of  44.6  per  cent.,  while 
the  mortality  of  the  mothers'  children  was  12.4  per  cent. 
During  the  third  quinquenial  period,  the  mortality  of  foundlings 
and  orphans  was  56.8  per  cent,  and  that  of  babes  with  mothers 
12.6  per  cent.  It  seemed  to  be  a  universal  rule  that  mothers' 
children  had  about  four  times  the  chance  of  life  that  the  orphan 
and  the  foundling  had.  In  1875,  the  hospital  being  over- 
crowded, it  was  decided  to  "farm  out"  some  of  the  babies.  From 
that  time  on  from  55  to  80  babies  were  farmed  out  each  year. 
The  mortality  among  these  was  14  per  cent,  in  1875,  21  in  18S5 
and  48  per  cent,  in  1888.  This  custom  prevailed  and  was 
omitted  from  time  to  time.  During  the  year  1898,  61  were 
taken  from  Randall's  Island  of  whom  55.7  per  cent,  died;  in 
1 90 1  40  were  boarded  out  with  a  mortality  of  27  per  cent. 
The  figures  concerning  farming  out  therefore  showed  very 
marked  fluctuations.  In  the  main  the  mortality  rates  were 
lower  than  for  the  infants  kept  in  the  hospital.  Comparing 
the  total  mortality  of  the  five  years  from  1898  to  1902  with 
the  first  five  years  in  the  history  of  the  institution  a  decided 
gain  was  found,  22  per  cent,  for  the  latter  period  as  against  45 
per  cent,  for  the  first  five  years.  There  was  a  greater  gain  in 
the  last  five  years,  even  among  the  mothers'  children.  The 
average  mortality  of  the  foundlings  from  1897  to  1901  was  47 
per  cent.,  a  gain  of  eight  points  as  compared  with  the  five  years, 
1868  to  1872.  In  seeking  causes  for  the  fluctuations  in  the 
rates  and  also  to  determine  what  was  the  prevailing  plan  for 
caring  for  each  class  of  children  the  reader  of  the  paper  had 
gone  carefully  into  the  history  of  the  institution.  It  seemed 
that  children  were  bottle-fed  with  various  proprietar}^  foods  in 
various  years,  but,  in  the  main,  milk  was  the  standard  diet 
throughout  the  history  of  the  institution.  In  1890  sterilized 
milk  was  in  use  but  the  report  on  the  manner  in  which  the  milk 
was  sterilized  showed  that  it  was  carelessly  managed.  A 
change  was  made  in  this  respect  and  the  condition  of  the 
children  improved.  In  1891  bottle-fed  babies  were  put  in  a 
special  ward  under  a  responsible  nurse  and  in  1892  the  number 
of  wet  nurses  was  increased.  In  1896  the  percentage  method 
of  feeding  was  introduced.  The  bottles  of  modified  milk  were 
pasteurized  at  a  temperature  of  170.  In  1898  there  were  many 
changes  in  the  management  of  the  hospital,  which  brought 
about  a  great  fall  in  the  mortalitw  The  number  of  babies 
wet  nursed  was  increased  from  20  to  139.  During  this  year 
two-thirds  of  the  whole  number  treated  were  discharged, 
instead  of  one-half  as  previously.  At  this  time  all  infectious 
cases  were  removed  from  the  island  and  boarding  out  was  again 
resumed,  the  babies  being  sent  to  individual  homes  in  the 
country.  A  copper  sterilizing  plant  was  introduced.  The 
result  of  these  many  changes  was  a  reduction  of  the  mortality 
of  19.8  per  cent.     Since  that  time  it  has  never  risen  to  a  greater 
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heighth  than  27  per  cent.      Overcrowding  or  density  of  popu- 
lation had  a  direct  effect  upon  the  mortality. 

This  increase  in  mortality  was  seen  to  be  greater  in  the  case  of 
young  children.  Statistics  for  city  and  country  of  New  York 
state  showed  that  in  1901  there  were  70.9  deaths  per  1000  popu- 
lation in  the  cities  to  39.8  in  the  country,  for  1906;  the  number 
in  the  cities  was  81.8  and  in  rural  districts  47.3  during;  the  inter- 
vening years  there  had  been  a  steady  advance  in  both  city  and 
country.  The  census  figures  of  the  registration  area  of  the  United 
States  for  from  1901  to  1906  showed  that  the  mortality  in  rural 
districts  was  14.  i  and  the  urban  rate  was  17.3  per  thousand 
from  all  causes.  A  table  showing  the  population  per  acre  in  a 
number  of  tenement-house  blocks,  with  the  population  under 
five  years  of  age  and  all  ages,  the  death-rate  of  each  class,  and  the 
rate  of  mortality  of  certain  diseases  of  childhood,  demonstrated 
very  conclusively  the  effect  of  overcrowding  when  accompanied 
by  bad  hygiene.  The  number  of  deaths  in  some  blocks  might 
be  due  to  the  fact  that  adults  were  sent  to  the  hospitals  while 
children  were  cared  for  at  home.  Density  alone  was  not  necessa- 
rily a  reliable  standard  as,  for  instance,  in  the  Ansonia,  New  York's 
largest  apartment  hotel,  there  were  2000  persons  living  in 
2500  rooms  making  a  density  per  acre  of  1263.  This  was  almost 
as  dense  as  the  densest  tenement  block  down  town  and  yet  the 
other  conditions  were  as  diverse  as  possible.  Everything  about 
the  Ansonia  was  modern  and  hygienic.  In  seven  years,  since 
the  building  had  been  opened,  there  had  been  no  infant  death 
there,  nor  had  any  employee,  of  which  there  were  400,  given  up 
work  because  of  tuberculosis.  This  showed  that  under  modern 
methods  it  was  possible  to  have  a  dense  population  without  a  high 
death-rate.  This  was  not  the  case  however  with  the  poorer 
classes  and  the  tenement  population.  The  number  of  rooms  was 
a  safer  criterion  as  to  the  death-rate.  The  smaller  the  number 
the  higher  the  death-rate.  As  regarded  feeding  it  was  generally 
admitted  that  the  natural  food  for  the  young  infant  was  the 
mother's  milk.  Dr.  Harris,  in  the  early  part  of  the  eighteenth 
century  in  writing  on  this  subject,  had  made  assertions  to  the 
effect  that  the  women  of  that  time  preferred  cards,  the  theater 
and  social  diversion  to  the  task  of  nursing  their  children  and 
scored  them  severely.  His  statements  were  very  similar  to 
those  heard  in  this  twentieth  century.  The  women  of  to  day 
were  but  a  replica  of  their  forebears.  As  a  result  of  the  closing 
of  the  factories  of  the  south  during  the  civil  war  many  women 
who  had  been  factory  workers  remained  at  home  and  nursed 
their  children  and  there  was  a  great  drop  in  the  mortality  rates. 
When  the  war  was  over  and  the  factories  reopened  the  mortality 
rates  again  increased.  The  tables  from  the  Infants'  Hospi- 
tal showed  clearly  the  results  of  wet-nursing  orphans  and  found- 
lings and  bringing  them  up  on  the  bottle.  In  general  terms 
it  might  be  said  that  the  mortality  among  mothers'  children 
was  less  than  10  percent.,  while  among  wet-nursed  children  it  was 
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a  little  highei,  while  with  the  orphans  brought  up  on  the  bottle 
there  were  twice  the  fatalities  that  there  were  among  the  wet 
nursed. 

fe«  In  regard  to  infanticide  he  said  that  child  insurance  had  been 
cited  as  a  factor  in  the  causation  of  infant  mortality,  but  careful 
investigation  seemed  to  exclude  this  as  a  factor.  The  experi- 
ence of  the  large  insurance  companies,  the  Metropolitan,  the 
Prudential  and  the  Hancock,  had  not  revealed  a  single  death 
brought  about  for  the  purpose  of  obtaining  insurance  money. 
The  mortality  among  insured  children  was  less  than  the  general 
mortality.  This  had  been  proved  in  England  as  well  as  in  this 
country.  Undoubtedly  infants  were  neglected  and  sometimes 
willfully  destroyed,  but  happily  this  element  in  infant  mortality 
had  been  diminishing  for  the  past  ten  years.  Infant  mortality 
for  the  registration  area  for  1906  was  20  per  cent,  of  the  total 
mortality  instead  of  12  1/2  per  cent,  as  was  once  thought  to  be 
normal.  Typhoid  fever  since  1900  had  declined  somewhat. 
Malarial  fever  and  influenza  had  also  diminished.  Small-pox, 
although  the  cases  were  exceedingly  few,  only  66  for  the  area,  had 
increased.  Measles  and  scarlet  fever  had  remained  the  same. 
Whooping  cough  had  improved  as  also  had  diphtheria  and  dysen- 
tery. Pulmonary  tuberculosis  had  fallen  off  slightly  although 
not  so  markedly  as  in  the  case  of  adults.  Only  3  per  cent,  of  the 
deaths  from  tuberculosis  occurred  in  children  under  five  years 
of  age.  This  made  the  mortality  exceedingly  small  when  one 
remembered  that  28  per  cent,  of  all  deaths  occurred  under  five 
years  of  age.  It  might  be  expected  that  children  would  die  of  ab- 
dominal tuberculosis,  but  the  deaths  from  abdominal  tuberculosis 
numbered  3  per  cent,  of  the  deaths  from  all  forms  of  tuberculosis 
at  all  ages.  In  1905  there  were  373  deaths  from  abdominal  tuber- 
culosis in  the  registration  area  of  children  under  five  years  of  age, 
that  was  two  tenths  of  one  per  cent.  There  had  been  a  steady 
falling  off  in  mortality  rates  in  recent  years  due  to  the  increasing 
knowledge  of  the  causes  of  disease  and  the  dissemination  of  such 
knowledge  among  the  laity.  Schools,  health  journals  and 
boards  of  health  were  helping.  Respiratory  diseases  had  in- 
creased because  of  the  falling  off  in  tuberculosis.  Pneumonia  had 
increased  17  per  cent,  in  England  in  the  past  forty  years.  The 
number  of  cases  of  death  due  to  violence  had  increased.  Dis- 
eases of  the  kidneys  remained  practically  the  same,  as  were  also 
diseases  of  the  circulatory  system.  Venereal  diseases  had  in- 
creased relatively  and  actually.  An  increase  of  40  per  cent,  in 
the  last  five  years  needed  explanation  or  correction.  There  had 
been  an  increased  efficiency  in  the  management  of  infectious 
diseases,  but  the  digestive  diseases  were  in  a  large  measure  due 
to  infection  by  means  of  the  food-supply  and  here  we  were  losing 
ground.  One  had  to  take  into  account  the  season  and  atmos- 
pheric conditions  as  well  as  the  character  of  the  food.  He  re- 
ferred to  the  part  that  warm  weather  played  in  causing  the  deteri- 
oration of  food  and  that  the  fly  played  as  a  carrier  of  infection. 
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Newsholme  had  given  figures  concerning  10,000  homes  with  anal- 
ysis of  deaths  from  diarrhea  in  babies.  Of  the  121  deaths,  61/2 
per  cent,  were  nursed,  36  per  cent,  given  cow's  milk,  30  per  cent, 
condensed  milk.  As  high  as  18  per  cent,  of  diarrheal  deaths 
had  been  found  among  breast-fed  infants,  showing  that  enteritis 
might  occur  when  the  food-supply  was  ideal.  The  percentage 
of  deaths  from  diarrhea  and  enteritis  had  not  diminished  at  all 
in  the  last  six  years.  Dr.  Stowell  outlines  the  work  that  was 
being  done  to  better  conditions  surrounding  infancy  in  this  city 
and  in  Paris  and  Berlin.  He  said  that  more  might  be  done. 
Few  young  parents  and  many  with  families  knew  of  the  require- 
ments and  dangers  incident  to  infancy.  Social  settlements  and 
church  clubs  should  give  this  training.  The  general  practitioner 
should  realize  his  responsibility  in  instructing  mothers  without 
waiting  to  be  called  for  specific  disease.  Mothers  or  those  about 
to  become  mothers  should  not  be  allowed  to  work  in  factories 
until  ther  were  in  perfect  health.  The  conclusion  of  the  whole 
matter  was  that  if,  as  Graham  said,  50  per  cent,  of  infant  deaths 
were  preventable  the  physicians  of  the  United  States  should  be 
indicted  for  homicide  in  30,000  instances  annually.  It  was  the 
duty  of  the  physician  to  make  the  death-rate  go  down  and  not  to 
take  credit  when  the  credit  belonged  to  the  mildness  of  the  season 
or  the  absence  of  epidemic.  It  was  necessary  to  study  physiology 
more  closely,  especially  the  action  of  the  heart  and  lungs,  and  the 
mysteries  of  metabolism.  He  asserted  again  that  babies  should 
be  nursed  by  their  mothers,  and  if  not  should  be  given  milk  pre- 
scribed in  proportion  by  the  physician  and  not  according  to 
chance  rules. 

Dr.  W.  C.  Phillips  said  that  the  subject  of  the  evening  was 
particularly  interesting  to  him  because  Dr.  Stowell  had  treated 
it  from  a  statistical  standpoint.  Many  statistics  that  were 
brought  forth  regarding  infant  mortality  were  worthless.  Many 
men  including  President  Roosevelt  made  mistakes  in  statistics. 
Mr.  Roosevelt  had  recently  stated  that  in  Panama  the  people 
were  so  well  that  it  justified  the  belief  that,  instead  of  a  place 
of  pest  and  rot,  it  was  the  most  healthy  on  the  American  con- 
tinent. Mr.  Roosevelt  did  not  state  that  the  men  there  were 
in  the  prime  of  health  and  all  over  twenty  years  of  age.  He 
asked  that  they  consider  the  conditions  set  before  them  by  Dr. 
Stowell.  The  death-rate  at  Randall's  Island  was  given,  but 
it  might  be  asked,  in  what  condition  were  these  babies  when 
they  were  brought  there?  and,  again,  how  long  did  they  stay 
there?     These  were  two  very  important  questions  to  be  asked. 

He  said  he  had  heard  the  statement  made  that  fifty  babies 
were  taken  to  a  certain  clinic,  were  under  the  observation  of  a 
certain  physician,  and  were  given  a  certain  treatment  by  this 
physician;  twenty-five  did  very  well,  ten  did  fairly  well,  ten 
did  poorly,  and  five  died.  He  thought  this  was  good  argument 
against  the  statement  that  statistics  were  worthless.  If  there 
were  fifty  babies  in  the  prime  of  health  he   believed   it  was 
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criminal  if  five  were  permitted  to  die.      Viewed  from  one  point 
of  view  there  was  no  wonder  that  five  died. 

He  said  that  he  was  recently  talking  w^ith  two  women  at  the 
tuberculosis  exhibit  last  week  and  was  discussing  with  them 
the  influence  of  the  milk  depots  in  the  city.  One  said  that  the 
selling  of  modified  milk  indiscriminately  would  certain  dis- 
courage breast-feeding.  The  second  woman  stated  that  if 
they  sold  milk  already  prepared  and  in  bottles,  the  women 
need  not  nurse  their  babies.  Nathan  Straus  was  feeding  over 
two  thousand  babies,  and  the  milk  committee,  four  hundred 
more.  When  one  viewed  the  situation  in  this  way,  that 
perhaps  four  bottle-fed  babies  died  to  one  breast-fed  baby, 
one  could  readily  see  that  the  lives  of  the  bottle-fed  babies  were 
entitled  to  some  consideration  on  the  part  of  the  community. 
If  the  milk  stations  give  out  four  hundred  bottles  for  babies, 
it  proved  one  of  two  things,  viz.,  that  either  the  mothers  were 
unable  to  nurse  their  babies,  or  else  they  were  prevented  from 
doing  so  because  of  economic  conditions. 

Any  one  dealing  with  infant  mortality  had  a  great  work 
before  him,  especially  in  the  gathering  of  facts.  Infant  mor- 
tality was  due  to  four  or  five  principal  causes:  i.  Hereditary 
weakness.  2.  Poverty.  3.  Industrial  conditions.  4.  Impure 
milk,  and  5.  Ignorance.  All  these  were  amenable  and  could  be 
remedied.  To  teach  people  it  was  necessary  to  show  a  reason 
lor  doing  so,  and  to  show  a  reason  one  must  have  facts.  There 
was  a  cause  for  poverty,  for  ignorance,  for  industrial  cupidity, 
etc.  The  data  accruing  from  the  collection  of  facts  were  most 
important,  and  each  collector  must  contribute  to  the  sum  and 
evidence  in  each  case. 

Dr.  Phillips  told  of  the  inteiest  taken  in  the  collection  of 
statistics  by  the  nurses  connected  with  the  New  York  milk 
committee.  These  nurses,  as  time  went  on,  came  to  his  office 
and  stated  that  they  could  not  sleep,  for  they  thought  of  these 
poor  mothers  all  the  time.  They  stated  that  the  conditions 
in  their  neighborhoods  were  something  awful;  that  at  times 
the  mothers  would  even  have  to  pick  crusts  out  of  barrels,  and 
these  nurses  could  not  help  but  worry  about  the  conditions  in 
these  neighborhoods.  He  tried  to  interest  them  in  statistics, 
to  make  them  see  that  they  were  collecting  evidence  in  cases 
that  they  wished  to  bring  against  society,  and  he  tried  to  show 
them  that  they  must  attempt  to  do  away  with  certain  physical 
and  economic  conditions  which  caused  infant  mortality. 
Dr.  Phillips  believed  that  there  were  thousands  of  milk  dealers 
and  sanitarians  who  were  perhaps  interested  in  only  one 
particular  phase  of  the  subject,  and  did  not  see  it  in  a  broad 
light. 

Dr.  Charles  Herrman  wondered  why  Mr.  Phillips  had 
placed  ignorance  last  among  the  factors  causing  the  high  death- 
rate  in  infants,  for  he  believed  that  it  should  be  moved  up  a  bit. 
Ignorance  was  one  factor  they  could   deal   with  immediately. 
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There  was  no  doubt  but  that  a  large  part  of  the  infant  mor- 
tality was  due  to  improperly  prepared  food  and  improper  hygiene. 
Much  good  had  been  done  by  the  dispensaries,  by  lectures,  by 
the  department  of  health,  etc.,  by  properly  instructing  the 
mothers  regarding  the  care  of  the  baby,  but  those  who  needed 
it  most  were  not  reached  in  this  way.  Such  instruction  should 
be  given  as  soon  as  the  baby  w^as  born.  When  the  birth  certi- 
ficate was  received  by  the  health  department  the  physician 
or  nurse  should  be  sent  to  the  house  to  properly  instruct  the 
mothers  on  the  feeding  and  care  of  their  babies.  All  that 
could  be  done  was  not  done  in  this  direction.  If  it  was  not 
possible  to  visit  all,  those  reported  by  midwives  and  persons 
not  physicians  should  be  selected.  The  health  department 
and  other  agencies  should  send  a  physician  or  nurse  to  the  house 
to  instruct  the  mothers  earlier.  If  the  house  was  visited 
several  months  after  the  receipt  of  the  birth  certificate  some 
babies  would  be  dead,  and  many  mothers  would  have  moved 
away.  In  order  to  carry  the  plan  out  properly  the  mothers 
should  be  visited  immediately  after  the  birth  of  the  child. 

Dr.  Southworth  had  listened  with  much  satisfaction  to  Dr. 
Stowell's  statement  of  the  facts  concerning  Randall's  Island. 
The  institution  had  now  emerged  from  the  conditions  which 
once  existed  there.  Since  the  Infants'  Hospital  was  closed  in 
1904  there  were  no  infants  under  two  years  of  age  and  no  mor- 
tality on  the  island.  It  had  been  repeatedly  claimed  of  late,  both 
at  home  and  abroad,  that  the  mortality  in  the  Infants'  Hospital 
was  reduced  from  49  per  cent,  to  19  per  cent,  by  pasteurization 
of  the  milk.  Sterilization  of  the  milk  had  been  practised  for 
many  years  before  Dr.  Neff  established,  in  1896,  a  milk  labora- 
tory for  modifying  and  pasteurizing  the  infant's  milk.  Two 
years  later,  in  April,  1898,  private  philanthropy  installed  a 
very  complete  apparatus  for  modifying  milk.  From  the  in- 
creased facilities  for  modifying  milk  they  hoped  for  better  re- 
sults in  feeding.  Pasteurization  and  sterilization  having  been 
previously  tested  without  noticeable  results  they  had,  in  1898, 
secured  sixteen  to  twenty  quarts  daily  of  percentage  cream  (8 
per  cent.)  from  the  Walker-Gordon  Co.,  or  enough  ,to  make  all 
the  feedings  required  in  the  Infants'  Hospital.  Walker-Gordon 
milk,  then  as  now,  required  no  pasteurization  to  kill  tubercle 
bacilli,  as  it  was  produced  from  tuberculin-tested  cattle. 

The  reports  of  the  visiting  committee  of  the  State  Charities 
Association,  in  1897,  had  stated  that  the  "babies  in  the  Infants' 
Hospital  were  suffering  and  dying  by  reason  of  carelessness, 
ignorance  and  inefficiency  on  the  part  of  those  in  charge." 
"Nursing  had  shown  lack  of  strong  steady  supervision."  There 
was  then  overcrowding,  bad  nursing,  indifferent  feeding  and, 
as  the  result,  always  a  mortality.  In  1898  a  competent  super- 
vising nurse  was  appointed.  New  plumbing,  new  floors  and 
new  ceilings  were  put  in  throughout  the  entire  building.  The 
number  of  wet  nurses  was  quadrupled.     Children  with  conta- 
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gious  diseases  were  transferred  to  other  institutions.  More  chil- 
dren were  boarded  out.  Overcrowding  of  the  wards  ceased. 
The  report  of  the  same  committee  for  1898  said,  "the  sickening 
odor  formerly  characteristic  of  the  wards  has  disappeared." 
"Making  every  deduction  for  altered  circumstances  there  re- 
mained a  notable  decrease  in  mortality  which  could  only  be 
accounted  for  by  better  food,  better  nursing,  better  care  and 
better  administration  in  the  Infants'  Hospital."  No  mention 
was  here  made  of  pasteurization  as  the  sole  cause  of  the  reduction 
of  the  mortality,  and  now  that  Dr.  Stowell  had  made  public  the 
facts,  this  claim  should  cease. 
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DISEASES    OF    CHILDREN. 

Difficult  Dentition. — T.  J.  Elterich  {Pediatrics,  Oct.,  1908) 
performs  what  should  be  an  unnecessary  service  in  days  of  sup- 
posedly progressive  medicine,  but  which  is  unfortunately  still 
needed.  He  holds  up  to  scrutiny  the  time-worn  superstition 
of  difficult  dentition  as  the  cause  of  many  illnesses  and  deaths 
and  challenges  the  adherents  of  this  relic  of  barbarism  and 
ignorance  to  substantiate  their  views.  He  heartily  indorses 
the  view  that  dentition  produces  nothing  but  teeth  and  that 
the  occurrence  of  gastrointestinal  disturbances,  otitis  media 
and  other  affections  coincident  with  dentition  proves  no  causal 
relation  between  them. 

Cervical  and  Submaxillary  Adenitis  in  Convalescence  from  Diph- 
theria.— From  the  analysis  of  1530  cases  of  diphtheria,  1472  of 
which  were  injected  with  antitoxin,  J.  D.  Rolleston  {Brit.  Jour. 
Child.  Dis.y  Oct.,  1908)  concludes  that  adenitis  of  the  submax- 
illary and  cervical  glands  in  convalescence  from  diphtheria  may 
occur  either  as  a  serum  phenomenon,  or  much  less  frequently  and 
at  a  later  date  independently.  Serum  adenitis  is  more  frequent 
after  severe  than  after  mild  angina.  Late  adenitis  bears  no  re- 
lation to  the  initial  attack.  Serum  adenitis  may  occur  at  any 
age.  Late  adenitis  is  confined  to  young  children.  The  late  ade- 
nitis of  diphtheria,  unlike  that  of  scarlet  fever,  is  not  associated 
with  nephritis  or  considerable  disturbance  of  the  general  condi- 
tion. Complete  resolution  is  the  rule;  suppuration  is  excep- 
tional; chronic  hyperplasia  is  still  more  uncommon  in  either 
variety  of  secondary  adenitis.  Serum  adenitis  is  recognized  by 
the  presence  of  other  serum  phenomena.  In  the  diagnosis  of 
late  adenitis,  tonsillitis,  a  relapse  of  diphtheria  or  the  onset  of 
an  acute  exanthem  nuist  be  excluded.  Adenitis  in  convalescence 
from  diphtheria,  unlike  that  accompanjing  the  initial  jattack, 
has  no  prognostic  significance. 
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Diagnosis  of  Urinary  Tuberculosis  in  Children. — C.  A.  Leed- 
ham-Green  {Brit.  Jour.  Child.  Dis.,  Sept.,  190S)  says  that  tuber- 
culous disease  of  the  urinary  organs  can  be  recognized  in  its  early 
stages  only  by  giving  attention  to  the  slightest  disturbance, 
either  discomfort  or  undue  frequency,  in  the  act  of  micturition, 
and  by  a  bacteriological  as  well  as  the  ordinary  chemical  and 
microscopical  routine  examination  of  the  urine.  A  suspicion  of 
tuberculosis  should  always  be  awakened  when,  in  spite  of  pus- 
cells  being  present  in  the  urine,  none  of  the  usual  pyogenic  mi- 
crobes are  found.  If  repeated  examinations  for  tubercle  bacilli 
give  negative  results,  guinea-pigs  may  be  inoculated  with  the 
urinary  sediment  and  subsequently  autopsied.  In  cases  of  doubt 
the  opsonic  index  and  the  conjunctival  and  cutaneous  reactions 
to  tuberculin  should  be  studied.  All  these,  however,  give  little 
idea  of  the  severity  of  the  tuberculous  infection  and  do  not  indi- 
cate the  locality  of  the  disease.  Subcutaneous  injection  of  old 
tuberculin  often  causes  a  local  reaction  with  the  presence  of  pus 
cells  and  tubercle  bacilli  in  the  urine.  If  the  kidney  is  tubercu- 
lous, pain  usually  results  from  pressure  over  the  ureter,  especially 
at  the  hilum  of  the  kidney,  where  the  ureter  passes  over  the 
pelvic  brim,  and  at  its  vesical  extremity.  If  its  lower  end  is  in- 
volved a  cord-like  structure  may  be  palpated  through  the  vagina 
or  rectum.  Cystoscopic  examination  is  essential  and  may  be  per- 
formed on  the  youngest  girls  and  on  boys  over  eight  years  of  age. 
Where  the  infection  has  spread  down  the  ureter  and  involved 
the  bladder,  tuberculous  nodules  and  ulceration  will  be  seen, 
usually  about  the  ureteral  opening.  This  affords  only  pre- 
sumptive evidence  as  to  which  kidney  is  diseased,  as  the  vesical 
lesion  is  sometimes  more  marked  on  the  other  side;  or  one  ureter 
only  may  be  affected  with  bilateral  renal  involvement,  or  the 
whole  bladder  may  be  ulcerated.  By  cystoscoping  a  few  minutes 
after  the  subcutaneous  injection  of  carmin-blue,  blue  jets  of 
urine  may  be  seen  coming  from  an  unaffected  kidney  and  ureter, 
while  the  urine  from  the  diseased  side  is  only  faintly  stained  or 
clear.  Catheterization  of  the  ureters  is  the  most  certain  method 
when  the  size  of  urethra  will  permit  of  the  introduction  of  the 
catheter-cystoscope.  In  boys  this  is  not  usually  feasible  before 
twelve  or  thirteen  years  of  age.  When  all  other  methods  of 
localizing  the  process  fail,  an  exploratory  nephrotomy  is  justi- 
fiable or  a  subperitoneal  incision  of  one  ureter  will  permit  its 
catheterization  and  collection  of  its  urine  separately.  The  ureter 
is  then  closed  with  a  stitch. 

Scarlet  Fever.— C.  G.  Kerley  (Jour.  Amer.  Med.  Assoc,  Oct. 
24,  1908)  gives  his  personal  observations  upon  over  500  cases 
of  scarlet  fever.  He  finds  that  the  unprotected  are  less  likely 
to  contract  the  disease  upon  exposure  than  is  the  case  wuth 
measles  or  pertussis.  He  records  a  case  of  infection  through 
clothing  twelve  months  after  it  was  last  worn  by  the  original 
patient,  the  source  of  infection.  The  usual  period  of  incubation 
is  from  five  to  nine  days,  though  varying  from  three  to  twelve 
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at  times.  The  susceptible  age  is  between  the  first  and  tenth 
years.  The  writer  mentions  an  outbreak  of  the  disease  in  a 
ward  containing  four  nursing  women  with  infants  under  four 
months  of  age  and  twenty-two  children  from  two  to  six  years  of 
age.  Every  one  of  the  twenty-two  older  children  came  down 
with  scarlet  fever,  together  with  one  of  the  nursing  women,  who 
nursed  her  own  child  through  the  period  that  she  had  the  disease. 
Neither  her  own  child  nor  the  other  three  nurslings  took  scarlet 
fever.  In  differentiating  difficult  cases  the  throat  manifestation 
is  of  most  value.  The  writer  has  seen  no  cases  without  angina 
when  a  characteristic  rash  was  present.  Desquamation  is 
usually  earliest  and  most  free  in  the  most  severe  cases  with 
intense  rash;  but  some  cases  with  marked  eruption  des- 
quamate slightly  or  not  at  all.  Desquamation  sometimes  dis- 
appears before  the  rash  has  subsided,  in  others  not  until  after 
two  or  three  weeks.  In  two  cases  the  writer  has  seen  a  second 
desquamation.  In  one  case  he  has  observed  a  second  attack 
of  scarlet  fever.  The  important  therapeutic  measures  include 
fresh  air,  bed  with  the  ordinary  night  clothing  and  bed  clothing, 
and  reduced  diet.  Milk  is  usually  badly  digested  by  very  sick 
children.  The  writer  favors  gruels  and  meal  soups  to  which 
is  added  enough  animal  broth  to  give  a  pleasant  taste  with 
orange  juice,  weak  tea,  kumyss  and  zwieback  in  selected  cases. 
Water  is  given  freely.  There  must  be  one  free  evacuation  of 
the  bowels  daily.  The  urine  is  examined  at  each  visit.  Twice  a 
day  the  patient  is  sponged  over  the  entire  body  with  water, 
which  may  be  made  cold,  cool  or  luke-warm,  depending  on 
the  bodily  temperature.  After  sponging,  the  patient  is  oiled 
with  liquid  petrolatum  or  cold  cream.  The  daily  inspection 
should  include  the  throat,  ears,  lymph  nodes  and  heart.  Cardiac 
stimulants  should  be  employed  only  when  there  is  heart  weakness. 
Alcohol  is  given  only  in  severely  septic  cases.  The  usual  choice 
is  between  strychnin,  strophanthus  and  digitalis.  In  all  cases 
with  pronounced  angina  the  writer  gives  chlorate  of  potassium 
internally  and  uses  hydrogen  peroxid  in  sprays  or  gargles. 
When  there  is  nasal  involvement  one  grain  of  menthol  is  added 
to  one  ounce  of  liquid  petrolatum  and  used  as  a  spray;  or  a 
saturated  solution  of  boracic  acid  is  instilled  into  each  nostril 
several  times  daily.  If  the  throat  shows  extensive  involvement 
with  edema,  false  membrane  and  sloughing,  throat  irrigation 
should  be  employed.  No  better  preventive  method  against 
the  development  of  adenitis  exists  than  the  cold  compress  on  the 
throat  repeated  hourly.  High  temperature  in  children,  regard- 
less of  the  nature  of  the  illness,  is  to  be  managed  by  the  same 
methods.  The  most  satisfactory  method  is  hydrotherapy,  in 
the  use  of  spongings  and  packs.  Elevation  of  the  temperature 
should  be  interfered  with  only  when  there  is  a  degree  of  tem- 
perature that  causes  restlessness,  loss  of  sleep,  and  rapid  heart 
with  resulting  loss  of  vitality,  that  is,  wasted  energy. 

Hemorrhagic    Nephritis    after    Scarlet    Fever. — C.   F.    Wahrer 
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(Jour.  Amer.  Med.  Assn.,  Oct.  24,  1908)  reports  a  very  mild 
epidemic  of  scarlet  fever,  195  cases  in  all,  in  which  an  unusual 
number  of  patients  had  albuminuria  and  nephritis  as  sequelae, 
eighteen  per  cent,  of  these  had  diif  use  nephritis  with  hematuria  and 
hemoglobinuria,  yet  nearly  all  recovered  from  what  is  usually 
considered  a  most  serious  complication.  None  of  them  has 
shown  symptoms  of  relapse  or  imperfect  recovery  after  the  lapse 
of  two  years.  No  definite  details  are  given  as  the  attending 
physicians  kept  no  histories. 

Scarlet  Fever  Epidemics. — Rubens  (Bcrl.  Klin.  Woch.,  Oct. 
19,  1908)  observes  that  scarlet  fever  poison  generally  enters 
through  the  tonsils  or  pharynx.  At  the  same  time  the  author 
believes  that  the  combination  of  scarlatina  with  diphtheria  is 
extremely  rare.  The  ulceration  of  the  mucous  membrane 
results  in  a  very  marked  formation  of  mucus,  which  forms  a 
coating  resembling  diphtheritic  membrane.  This  contains  no 
Klebs-Loeffler  bacilli,  as  the  author  has  proven  by  many  cultures 
examined  during  scarlatina  epidemics,  hence  we  cannot  call 
this  a  diphtheritic  membrane.  The  author  has  also  found 
that  the  antidiphtheritic  serum  has  no  curative  power  in  these 
cases  and  does  not  cause  the  membrane  to  disappear.  It  occurs 
only  in  severe  infections,  and  is  accompanied  with  enlargement 
of  the  neighboring  glands  and  otitis  media.  The  intensity  of 
the  throat  involvement  is  an  index  to  prognosis.  Treatment 
must  be  directed  to  removing  the  poison  from  the  throat.  Paint- 
ing the  throat  is  valueless,  and  may  cause  wounds  which  will 
bring  about  renewed  infection  of  the  tissues.  Gargling  is  of 
little  use.  A  mouth-wash  of  antiseptic  fluid  is  of  great  value. 
Insufflation  of  powders  is  still  better.  A  powder  of  sodium 
sozoiodid  with  flowers  of  sulphur  is  the  best  application  of  this 
kind.  This  can  be  applied  from  three  times  a  day  to  every  two 
hours,  with  a  powder  blower.  Kidney  complications  may  be 
avoided  by  rest  in  bed  until  after  the  third  week,  and  diet 
excluding  nitrogenous  substances. 

Tuberculosis  in  Children. — W.  C.  Hollopeter  (Jour.  Amer. 
Med.  Asso.,  Nov.  21,  1908)  calls  attention  to  the  frequencv  of 
enlarged  mediastinal  glands,  and  the  occasional  findings  of  the 
tubercle  bacillus  in  the  rectal  mucus  of  unsuspected  tuberculosis 
subjects.  He  says  that  signs  of  pressure  on  the  veins,  dullness 
over  the  first  bone  of  the  sternum  extending  to  a  variable  distance 
on  each  side,  and  paroxymal  cough,  point  conclusively  to  casea- 
tion of  the  bronchial  glands.  If  in  the  intervals  of  the  fits  of 
coughing  there  is  anything  approaching  an  asthmatic  seizure 
or  the  slightest  percussion-dullness  at  the  top  of  the  sternum, 
little  doubt  can  remain  as  to  the  nature  of  the  disease.  Alter- 
ation in  the  quality  of  the  voice  often  accompanies  the  character- 
istic cough.  At  this  time  much  assistance  can  be  gained  from 
the  following  experiment.  If  the  child  be  made  to  bend  back  the 
head,  so  that  his  face  becomes  almost  horizontal,  and  the  eyes 
look  straight  upward  at  the  ceiling  above  him,  a  venous  hum, 
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varying  in  intensity  according  to  the  size  and  position  of  the  dis- 
eased glands,  is  heard  with  the  stethoscope  placed  on  the  upper 
bone  of  the  sternum.  As  the  chin  is  now  slowly  depressed,  the 
hum  becomes  less  loudly  audible,  and  ceases  shortly  before  the 
head  reaches  its  ordinary  position.  The  explanation  of  this 
phenomenon  appears  to  be  that  the  bending  back  of  the  head  tilts 
forward  the  lower  end  of  the  trachea,  which  carries  with  it  the 
glands  lying  in  its  bifurcation,  and  the  left  innominate  vein, 
as  it  passes  behind  the  first  bone  of  the  sternum,  is  compressed 
between  the  enlarged  glands  and  the  bone. 

Leukocyte  Count  in  Pertussis. — H.  O.  Mosenthal  (Arch. 
Ped.,  Nov.  1908),  by  blood  counts  in  nineteen  cases  of  pertussis, 
confirms  the  opinion  that  a  hyperleukocytosis,  coupled  with  an 
increase  in  the  percentage  of  mononuclear  cells,  is  a  distinct  aid 
in  the  diagnosis  of  pertussis  during  the  catarrhal  stage.  Other 
cases  which  have  an  afebrile  cough,  but  do  not  develop  pertussis, 
may  show  a  hyperleukocytosis,  but  with  a  marked  increase  in 
the  number  of  polymorphonuclear  elements. 

Prophylactic  Use  of  Antidiphtheritic  Serum.— W.  Goldie 
(Can.  Praci.,  Nov.,  1908)  says  that  previous  to  the  use  of  this 
serum  in  the  Hospital  for  Sick  Children,  Toronto,  as  a  prophy- 
lactic, clinical  diphtheria  was  endemic  among  the  children;  thirty- 
two  to  forty-eight  cases  would  occur  in  the  course  of  the  year 
among  a  yearly  population  of  about  780.  This  led  to  the  use  of 
the  serum  as  a  prophylactic,  at  first  in  500  unit  doses  every  three 
weeks,  soon  changed  to  1000  units  every  three  weeks.  Immediately 
the  clinical  cases  fell  to  an  average  of  seven  or  eight  cases  a  year, 
in  all  of  which  the  development  of  clinical  signs  and  symptoms 
were  explainable  as  occurring  near  the  end  of  the  three  weeks, 
period,  or  within  twenty  hours  of  the  injection  of  the  serum,  or, 
where  through  neglect  or  intention  the  serum  had  not  been  admin- 
istered. As  the  apparent  cause  of  that  the  seven  or  eight  cases 
which  did  occur  was  the  failure  of  the  dosage  to  immunize  for 
three  weeks,  the  interval  was  shortened  to  two  wrecks  and  the 
dosage  to  500  or  1000  units,  according  to  the  size  of  the  child. 
During  the  four  years  since  this  change  was  instituted  there 
have  only  been  nineteen  cases  of  clinical  diphtheria  among  the 
children,  an  average  of  about  five  a  year.  It  has  become  the 
routine  to  give  2000  units  to  every  case  of  measles  when  first  seen, 
and  if  the  anginose  symptoms  keep  up  to  repeat  the  injection 
on  the  fourth  day.  Following  this  change  no  diphtheritic  poison- 
ing has  occurred,  though  many  of  the  measles  patients  showed 
free-growing  diphtheria  bacilli  in  cultures  from  the  throat. 

The  only  exception  to  the  uniform  results  recorded  was  when 
one  of  the  services  of  th  rty-five  to  forty  beds  continued  the 
use  of  the  serum  for  three  and  a  half  months,  with  a  consequent 
development  of  twenty-nine  cases  of  nasal  carriers.  The  writer 
has  never  seen  any  carrier  clear  up  because  of  the  administration 
of  serum  in  large  or  repeated  doses,  locally  or  subcutaneously. 
Until  this  winter  there  had  never  appeared  any  serious  or  alarm- 
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ing  symptoms  among  the  4084  children  to  whom  the  serum 
had  been  administered  from  once  to  thirty  times  during  their 
stay  in  the  hospital.  There  have  occurred  since  then  two 
cases  in  whom  death  seemed  imminent  shortly  after  the  ad- 
ministration of  serum;  one  was  a  case  who  had  had  repeated  in- 
jections, and  in  the  other  the  symptoms  followed  immediately 
upon  the  initial  injection  of  serum. 

Adenoids  in  School  Children. — P.  Michaux  {La  Policlin., 
Oct.  15,  1908)  says  that  the  number  of  school  children  who  have 
adenoids  is  variously  estimated  by  competent  observers  as  from 
2.5  to  23  per  cent.  The  child  who  has  adenoid  growths  is  de- 
prived of  the  natural  office  of  the  nose  as  an  eliminator  of  dust,  a 
warmer  of  the  inspired  air,  an  agency  that  renders  the  air  moist 
as  well  as  an  organ  of  respiration.  A  large  amount  of  oxygen 
is  lost  by  the  organism  of  the  mouth-breather.  Heredity  seems 
to  have  some  part  as  an  etiological  factor  in  the  presence  of 
adenoids;  scrofulosis,  tuberculosis,  and  unhygienic  surroundings 
contribute  to  their  formation  as  does  a  moist  climate.  The 
symptoms  are  pain  in  the  ears  on  blowing  the  nose,  catarrh,  es- 
pecially in  the  morning,  gradually  developing  nasal  obstruction, 
snoring  at  night,  and  mouth-breathing.  Incontinence  of  urine 
is  a  frequent  result.  Exploration  of  the  posterior  nasopharynx 
will  show  a  finger  covered  with  blood,  since  this  tissue  bleeds 
very  easily.  A  certain  amount  of  deafness  accompanies  the 
condition;  the  voice  is  nasal.  The  child's  intelligence  is  at  fault; 
he  is  unable  to  keep  his  attention  on  anything,  and  his  memory 
is  poor.  He  is  easily  fatigued  and  sleeps  badly,  being  awakened 
by  coughing.  The  only  treatment  of  any  value  is  removal  by 
means  of  forceps,  followed  by  digital  curetage.  The  author 
makes  use  of  bromide  of  ethyl  as  an  anesthetic;  it  produces  un- 
consciousness of  short  duration,  without  disadvantages.  The 
child  should  keep  his  room  for  a  few  days,  on  milk  diet.  Ton- 
sillotomy may  be  done  at  the  same  time.  Respiratory  exercises 
should  follow,  with  tonics,  and  general  supportive  treatment. 
The  author  advocates  inspection  of  all  primary  schools  with 
reference  to  the  detection  and  treatment  of  adenoids.  A  cir- 
cular stating  the  results  of  adenoids  should  be  given  to  each 
parent,  and  he  should  be  exhorted  to  see  to  the  treatment  of  his 
child. 

Tonsillectoniy. — Owing  to  the  hemorrhage  which  usually 
occurs  during  the  operation  of  tonsillectomy  and  interferes  with 
its  completion  when  the  incision  is  begun  anteriorly  and  the 
division  of  the  junction  with  the  posterior  pillar  is  left  until  last. 
J.  A.  West  (Johns  Hopk.  Hosp.  Bull.,  Nov.,  1908)  favors  the  fol- 
lowing technic:  The  tonsil  is  pulled  forward  with  a  pair  of 
toothed  forceps,  and  with  an  L-shaped  knife  completely  separated 
from  the  posterior  pillar.  Holding  the  tonsil  with  the  forceps 
and  exerting  traction  toward  the  median  line,  with  a  straight 
knife  begin  below  the  tonsil  posteriorly  at  the  point  where  the 
first  incision  ends,  and  make  a  circular  cut  around  the  tonsil 
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meeting  the  first  incision  again  at  its  upper  end.  Pulling  the 
tonsil  with  forceps  well  out  into  the  mouth,  and  continuing 
with  the  same  knife,  begin  above  and  posteriorly  to  cut  through 
the  loose  connective  tissue  between  the  capsule  of  the  tonsil  and 
the  superior  constrictor  muscle.  When  there  is  little  hemorrhage 
the  dissection  can  readily  be  completed  with  the  knife  alone. 
When  the  hemorrhage  is  considerable  and  the  field  of  operation 
thereby  obscured,  it  is  preferable  after  dissecting  the  tonsil  per- 
haps three-quarters  free,  to  complete  the  operation  with  a  blunt- 
pointed  knife,  by  entering  the  blade  into  the  incision  made  below 
the  tonsil  and  cutting  upward. 

Frank  S.  Mathews  (Am.  Surg.,  Dec,  1908)  favors  digital 
eneucleation  of  the  tonsils  for  the  following  reasons:  i.  Whole 
tonsils  are  removed — a  tonsillectomy.  2.  The  anesthesia  is 
primarv  and  of  short  duration.  3.  The  operation  requires  but  a 
couple  of  minutes  even  when  adenectomy  is  added.  4.  The 
armamentarium  is  simple  and  cheap  ;but  three  instruments  are 
used,  a  mouth  gag,  a  Mackenzie  tonsillotome,  and  an  adenoid 
curet.  5.  Only  one  assistant  is  needed,  either  physician  or 
nurse:  in  the  latter  case  one  can  give  the  anesthetic  himself  .  6. 
Skill  in  eneucleating  tonsils  with  the  fingers  is  easily  acquired  by 
any  one  familiar  with  the  anatomy  of  the  parts.  7.  As  it  is  done 
entirely  by  feeling  one  is  not  interfered  with  by  the  presence  of 
blood  and  mucus  in  the  throat.  8.  Convalescence  is  no  longer 
or  more  painful  than  after  tonsillotomy.  Under  primary  ether 
anesthesia,  with  the  mouth  gagged  just  enough  to  admit  one  or 
two  fingers,  the  index  or  index  and  middle  fingers  of  the  hand 
corresponding  to  the  tonsil  to  be  removed  are  inserted.  By 
pressing  against  the  tonsil  while  passing  downward  along  the 
anterior  pillar  a  line  of  cleavage  is  found  and  the  tonsil  is  freed 
anteriorly.  The  posterior  surface  is  similarly  detached  and  then 
the  tonsil  is  stripped  from  the  lateral  jjharyngeal  wall  from  above 
downward.  The  narrow  pedicle  of  mucosa  at  its  lower  portion 
is  then  divided  with  a  Mackenzie  tonsillotome  controlled  by 
touch.  While  prominent  tonsils  are  most  easily  removed  by 
this  method  it  is  also  applicable  to  those  too  flat  or  buried  for 
removal  h\  the  tonsillotome,  and  to  those  too  soft  to  be  held  by  a 
tenaculum. 

Softened  Tuberculous  Cervical  Lymph  Nodes. — To  avoid  con- 
spiucous  scar  formation  in  the  treatment  of  these  cases,  Willy 
Meyer  (Med.  Rcc,  Nov.  21,  1908)  recommends  the  use  of  artifi- 
cial Ivperemia.  He  makes  the  patient  wear  an  elastic  neck  band 
for  eleven  hours  out  of  every  twelve.  When  fluctuation,  which 
may  be  hastened  by  apj^lication  of  warm  compresses,  appears,  a 
short  incision  is  made  in  the  course  of  the  fold  of  the  neck  where 
a  scar  will  be  least  conspicuous.  In  four  to  six  hours  this  is 
cupped  for  about  forty-five  minutes  that  is  to  six  times  for  five 
minutes  each  with  intervals  of  two  or  three  minutes.  This  is 
done  once  a  day.  In  favorable  cases  the  secretion  soon  becomes 
■serous  and  the  incision  closes  rapidly,  leaving  only  a  small  scar. 
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Toxemia  Apparently  Caused  by  Ascaris  Lumbricoides. — A  child 
of  five,  mentioned  by  F.  W.Higgs  {Proc.  Royal  Soc.  Med.,  Nov., 
1908),  was  seized  with  acute  abdominal  pain  and  vomiting,  the 
latter  said  to  have  been  feculent.  Next  day  she  was  drowsy, 
with  sunken  eyes,  cold  extremities,  a  pulse  of  150,  temperature,  of 
100°  F.,  tongue  furred  and  dry,  and  abdomen  retracted.  The 
child  became  more  and  more  drowsy,  and  lay  for  four  or  five 
days  on  her  side  in  an  attitude  of  general  flexion  and  in  a  state  of 
semicoma.  She  exhibited  irritability.  The  legs  were  held 
somewhat  rigid  and  Kernig's  sign  was  well  marked.  The  general 
aspect  and  condition  of  the  child  very  strongly  suggested  the 
diagnosis  of  tuberculous  meningitis.  Ten  days  after  admission 
the  drowsiness  had  become  less,  and  next  day  the  child  vomited, 
and  was  sufliciently  conscious  to  complain  of  abdominal  pain.  A 
day  later  she  vomited  a  round  worm,  gradually  improved  and  had 
no  further  symptoms.  The  writer  believes  it  extremely  probable 
that  all  the  symptoms  were  due  to  the  presence  in  the  body  of  a 
poison  produced  by  the  round  worm,  which  directly  caused  acute 
irritation  of  the  intestine,  and  by  its  absorption  also  caused 
collapse  and,  later  on,  the  nervous  phenomena. 

Infantile  Paralysis. — Analizing  635  cases  of  this  disease,  R.  W. 
Lovett  and  W.  P.  Lucas  (Jour.  Amcr.  Med.  Assoc.  Nov.  14,  1908) 
insist  chiefly  upon  the  importance  of  utilizing  the  remaining  cells 
in  the  partly  destroyed  groups  in  the  cord.  They  say  that  in- 
fantile paralysis  is  a  less  formidable  affection  than  is  generally 
believed,  partial  paralysis  is  common,  disused  and  stretched 
muscles  appear  to  be  paralyzed,  but  posses  a  possibility  of 
function.  In  addition  to  mechanical  treatment,  an  attempt 
should  be  made  by  massage,  electricity  and  especially  by  muscle 
training  to  wake  to  activity  the  remaining  cells  in  partly  destroyed 
groups  and  thus  to  secure  muscles  which  perform  function. 
After  tendon  transfer,  the  development  by  muscle  training  of  the 
transferred  tendons  is  essential  to  good  results,  and  without  this 
the  percentage  of  failure  will  be  large. 

Otitis  Media  Propagata. — Under  this  name  P.  Fridenberg 
{Arch.  Ped.,  Nov.,  190S)  describes  a  form  of  middle-ear  catarrh 
which  is  of  practical  importance  on  account  of  its  frequency  in 
children,  especially  in  the  late  winter  and  early  spring  months, 
its  mild  course,  tendency  to  chronicity  and  to  relapse,  the  pos- 
sibility of  its  being  confounded  with  a  type  requiring  surgical 
intervention,  its  intractability  to  local  measures,  and  its  prompt 
relief  and  speedy  cure  by  treatment  directed  to  the  nasopharynx. 
This  type  of  catarrh  might  be  styled  "propagated,"  or  "trans- 
mitted," drainage  catarrh,  as  it  depends  primarily  on  a  secretion 
or  accumulation  of  mucopus  in  the  posterior  nares,  and  possibly 
in  the  Eustachian  tube,  and  its  discharge  from  the  middle  ear 
through  a  generally  spontaneous  perforation  of  the  drum.  This 
process  is  characterized  by  its  comparative  frequency  in  children 
as  an  acute  catarrh;  its  tendency  to  diminish  or  cease  entirely 
under  conditions  favorable  to  a  diminution  or  cessation  of  the 


546  BRIEF    OF    CURRENT    LITERATURE. 

morbid  secretion  in  the  posterior  nares,  its  recurrence  with  every 
cold  in  the  head,  and  more  particularly  with  acute  disease,  such 
as  measles,  chicken-pox,  scarlet  fever,  influenza,  broncho- 
pneumonia, which  are  associated  with  congestion  of  the  fauces 
and  pharyngeal  vault. 

Typhoid  Fever  in  Infants. — J.  L.  Morse  {Pediatrics,  Nov.,  1908) 
reports  four  cases  of  typhoid  in  infants  of  from  eleven  to  nineteen 
months  in  connection  with  a  milk-borne  epidemic.  In  but  two 
could  direct  exposure  to  infected  milk  be  proven.  The  course 
of  the  disease  in  these  patients  correspond  to  that  usual  at  this 
age.  The  duration  of  the  fever  was  comparatively  short;  the 
temperature  fell  by  a  gradual  lysis  without  marked  remissions 
or  intermissions;  and  signs  in  the  lungs  were  found  more  com- 
monly and  were  more  marked  than  is  usual  in  later  life.  There 
were  no  marked  nervous  symptoms,  but  the  infants  w^ere  drowsy 
and  apathetic  during  the  febrile  period.  The  tongue  was  never 
very  dry  or  much  coated.  The  relatively  slow  pulse  rate  in 
comparison  with  the  height  of  the  temperature,  which  is  of  so 
much  importance  in  the  dififerential  diagnosis  of  this  disease, 
was  not  found  in  these  cases.  A  rapid  pulse  probably  does  not 
count  as  much  against  typhoid  at  this  age,  therefore,  as  in  later 
life. 

Icterus  Gravis  in  the  New-born. — J.  Pfannenstiel  {Miinch. 
Med.  IVoch.,  Oct.  20  and  27,  1908)  discusses  the  severe  form  of 
icterus  in  new-born  children,  which  results  in  death  in  a  few 
days  to  a  few  weeks.  As  to  the  etiology  little  is  known.  The 
disease  appears  frequently  in  more  than  one  child  of  the  same 
parents.  Sex  seems  to  have  no  influence  on  its  occurrence. 
There  seems  no  reason  to  believe  that  this  is  an  infectious  disease 
or  the  result  of  sepsis.  It  generally  occurs  in  normally  born  and 
perfectly  healthy  infants,  coming  on  in  the  early  days  of  life. 
There  is  no  physiological  diff"erence  between  the  severe  form 
and  the  lighter  harmless  forms  of  icterus.  Syphilis  is  not  one 
of  the  etiological  factors.  It  may  be  an  autointoxication. 
Congenital  stenosis  or  obliteration  of  the  bile  passages  plays  no 
part  in  its  causation.  The  icterus  is  not  of  hematogenous  but 
of  hepatogenous  origin.  Poisoning  from  the  products  of  the 
pregnancy  is  not  to  be  thought  of.  The  spleen,  liver,  and  kid- 
neys are  generally  enlarged.  There  is  a  tendency  to  transuda- 
tion into  the  serous  cavities,  and  to  hemorrhages  into  the  skin 
and  serous  cavities,  and  transudation  into  the  ventricles 
of  the  brain  as  well  as  to  catarrh  of  the  intestinal  tract.  There 
is  no  fatty  degeneration  of  the  glandular  structures.  Clinically 
its  beginning  is  sudden,  with  severe  icterus,  but  no  fever  or 
changes  of  pulse  and  respiration.  There  are  meningeal  symp- 
toms, with  a  high-pitched  cry.  Nutrition  is  well  maintained  in 
spite  of  intestinal  catarrh.  Then  a  hemorrhagic  diathesis  is 
established  and  death  comes  in  collapse.  The  treatment  of  this 
condition  is  very  unsatisfactory.  It  includes  diuresis  by  inges- 
tion of  plenty  of  liquids,  warm  baths,  calomel  in  small  doses, 
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good  nutrition  and  promotion  of  sleep.  The  author  recites  the 
cases  of  three  children  of  the  same  parents  observed  by  him,  all 
of  whom  died  of  icterus  neonatorum. 

Purulent  Pleurisy  in  the  New-born. — Louis  Devraigne  {Bull, 
de  la  Soc.  d'Obst.  de  Paris,  Nos.  6  and  7,  1908)  tells  us  that 
purulent  pleurisy  in  the  new-born  infant  is  not  as  infrequent  as 
has  been  believed,  owing  to  the  fact  of  its  nonrecognition  in  the 
young  child.  The  infant  is  unable  to  cough,  and  there  are 
many  other  conditions  that  would  account  for  the  fever,  vomit- 
ing and  possible  convulsions  that  accompany  this  disturbance. 
The  author  gives  the  history  of  a  child  which  soon  after  birth 
developed  this  trouble  and  it  became  necessary  to  open  the  chest 
and  evacuate  a  considerable  quantity  of  pus,  containing  strep- 
tococci and  staphylococci,  in  order  to  bring  about  a  cure.  In 
most  case's  this  condition  is  diagnosticated  on  the  postmortem 
table.  Pleurisy  in  the  new-born  is  generally  purulent  but  the 
infection  is  usually  simple,  not  a  mixed  infection.  The  patient 
has  a  pale,  almost  icteric  tint,  fever  is  variable,  but  dyspnea  is 
marked.  Respiration  is  short,  the  abdomen  dilates,  while  the 
thorax  is  fixed,  and  expiration  is  accompanied  by  a  sort  of 
plaintive  cry  or  groan.  One  of  the  chief  physical  signs  is  a 
complete  immobility  of  one  side  of  the  thorax;  dullness  is  marked, 
and  there  is  a  feeling  of  resistance  to  the  percussing  finger.  The 
prognosis  in  such  cases  is  more  grave,  the  younger  the  child  is. 
Treatment  demands  opening  of  the  thorax  with  or  without 
resection  of  the  ribs. 

Treatment  of  Chorea. — James  Burnet  {Brit.  Jour.  Child.  Dis., 
Oct.,  1908)  believes  that  if  we  admit  that  chorea  si  of  rheumatic 
origin,  we  must  have  our  treatment  on  this  assumption.  The 
objections  to  the  use  of  arsenic  he  states  as  follows:  i.  Large 
doses  have  be  to  given,  and  these  may  induce  neuritis.  2. 
The  results  achieved  are  rarely  permanent.  3.  Arsenic  exercises 
no  influence  over  the  complications  and  sequelae  of  chorea.  4. 
It  does  not  benefit  in  any  way  the  rheumatic  constitution  of 
the  patient.  The  writer  favors  the  use  of  acetosalicylic  acid  in 
doses  rarely  exceeding  thirty  grains  a  day.  It  should  not  be 
given  with  alkalies,  but  preferably  in  lemon-water.  Rest  in  bed 
is  most  important.  Milk  diet  is  preferable,  but  may  be  supple- 
mented with  milk  puddings,  stewed  fruit,  chicken  soup,  fish  and 
chicken.  Massage  is  valuable.  Constipation  must  be  avoided. 
The  salicylates  must  be  given  in  small  doses  morning  and 
evening  for  at  least  a  month  or  six  weeks  after  being  allowed  out 
of  bed.  Return  to  school  should  not  be  permitted  within  at 
least  three  months.  A  change  to  the  seaside  is  advisable.  A 
recurrence  of  rheumatism  is  liable  to  occur  at  any  time. 

Prognosis  of  Heart  Disease  in  Children. — Douglas  Stanley 
{Brit.  Jour.  Child.  Dis.,  Oct.,  1908)  believes  that  when  the  lesion 
is  mitral,  if  circumstances  are  favorable — that  is,  social  sur- 
roundings and  the  parents  able  and  willing  to  follow  directions  for 
a  long  period,  without  forgetting  the  past— the  heart  participates 
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in  the  general  growth  of  the  child  and  leaves  mush  of  its  past  be- 
hind it.  If,  however,  the  lesion  be  a  severe  one  with  much 
vavular  deformity,  if  there  be  excessive  hypertrophy,  especially 
if  there  be  any  pericardial  adhesion,  the  outlook  is  bad. 

Types  of  Feeble-minded  Children. — W.  A.  Potts  (Brit.  Jour. 
Child.  Dis.,  Oct.,  1908)  questions  whether  the  well-recognized 
types  of  feeble-minded  children  may  not  have  a  definite  heredity. 
The  Mongolian  type  may  be  regarded  as  unfinished  children,  their 
appearance  being  a  phase  of  fetal  life,  the  defect  often  being  asso- 
ciated with  ill  health  on  the  part  of  the  mother.  Though  many 
of  these  children  are  bright,  in  some  ways  they  seldom  accom- 
plish much;  their  physique  is  nearly  always  poor.  The  majority 
die  of  tuberculosis  before  reaching  adult  life.  Feeble-minded 
children  of  the  simple  congenital  type  are  usually  below  the 
average  height  with  vacant  expression  and  multiple  stigmata 
of  degeneration.  This  type  is  pathognomonic  of  an  insane  or 
feeble-minded  ancestry.  This  class  should  be  diminished  by 
segregation.  Their  physique  is  often  fairly  good  and  their  ex- 
pectation of  life  longer  than  that  of  other  feeble-minded.  They 
improve  much  under  training.  The  chief  characteristic  of  the 
neurotic  type  is  weakness,  mental  and  physical.  This  is  doubt- 
less pathognomonic  of  an  alcoholic  heredity.  The  moral  de- 
fective type  includes  those  which  commit  crimes  out  of  all 
proportion  to  the  temptation  and  whose  moral  short-comings 
are  not  to  be  explained  by  training  and  environment.  They 
are  different  to  deal  with,  though  something  may  be  accom- 
plished by  hygiene  and  prolonged  training. 

Hemoptysis  in  Children. — Rousseau-Saint-Philippe  {Jour, 
de  Med.  dc  Bordeaux  Oct.  25,  1908)  says  that  there  are  excep- 
tions to  the  generally  received  opinion  that  hemoptysis  is  rare 
in  children.  They  rarely  cough  up  or  vomit  blood.  In  con- 
sidering this  subject  we  have  nothing  to  do  with  babies,  who 
neigher  cough  nor  vomit  blood  from  the  lungs.  They  may 
suck  blood  from  the  mother's  nipple  and  then  vomit  it.  Older 
children  should  be  divided  into  two  classes,  those  from  two  to 
seven  years,  and  those  from  seven  to  fifteen.  In  the  adult  who 
coughs  blood  w'e  look  for  tuberculosis  of  the  lungs;  in  the  child 
this  is  exceedingly  rare,  the  glands  being  more  often  attacked. 
Pulmonary  tuberculosis,  when  it  does  occur  in  children,  will  show 
its  phvsical  signs  about  the  nipple  or  at  the  base,  rather  than  at 
the  apex.  It  shows  itself  in  the  form  of  bronchopneumonia,  or 
tuberculosis  of  the  meninges,  peritoneum,  and  articulations. 
Spitting  of  blood  in  a  child  with  cough  is  suggestive  of  whooping- 
cough  in  a  form  in  which  the  whoop  is  absent,  but  there  is  a  tena- 
cious cough,  appearing  in  the  morning  or  at  night,  with  vomiting 
or  fatty  expectoration.  It  causes  congestion  of  the  lungs,  emphy- 
sema and  bronchial  adenopathies.  The  presence  of  blood  in 
the  sputum  is  an  aid  to  the  diagnosis  in  these  cases.  This  blood 
generally  comes  from  the  nasal  mucous  membrane.  There  is 
a  specific  catarrh  of  the  nose  and  causes  the  development  of  many 


BRIEF    OF    CURRENT    LITERATURE.  549 

adenoid  growths.  Auscultation  of  the  lungs  may  show  pulmon- 
ary congestion,  especially  during  epidemics  of  grippe  or  in  the 
winter,  caused  by  exposure  to  cold.  Introduction  of  foreign 
bodies  into  the  air-passages  is  a  second  cause  of  blood  in  the 
sputum.  Hemoptysis  is  also  observed  in  girls  about  the  age  of 
seven  or  eight,  who  have  a  sort  of  menstruation,  accompanied 
by  fatigue,  anemia,  and  leucorrhea  tinged  with  blood.  These 
girls  may  have  periodic  spitting  of  blood  without  any  bad  effects. 
We  should  seek  for  a  posterior  nasal  ulceration,  a  tooth,  or 
wound  of  the  frenum  of  the  tongue.  From  seven  to  fifteen  years 
of  age  bronchopneumonia  causes  hemoptysis,  which  may  be 
tuberculous. 

Hemorrhoids  in  Children. — Denis  G.  Zesas  (Arch.  Gen.  dc 
Chir.,  Oct.  25,  1908)  describes  hemorrhoids  as  occurring  rarelv 
in  children,  but  still  being  found.  Heredity  is  an  important 
factor  in  their  causation,  there  being  a  congenital  thinness  of  the 
mucous  membrane  of  the  ano-rectal  region,  with  a  correspond- 
ing thinness  and  weakness  of  the  vessel  walls.  The  venous 
walls  are  insufficient  to  support  the  column  of  blood  in  the  hem- 
orrhoidal veins,  and  the  hemorrhoids  appear  as  bluish  tumors 
about  the  anus.  Constipation  is  a  factor  in  many  cases,  and  a 
chronic  diarrhea  may  have  the  same  effect  on  the  veins.  Oc- 
casionally tumors  in  the  abdomen,  or  an  enlarged  liver  may  be 
the  cause  of  this  condition.  Infection  from  a  simple  ulcer  of 
the  subsphincteric  region  or  from  excoriations  of  the  anus  cause 
hemorrhoids.  There  is  no  difficulty  in  the  diagnosis.  Treat- 
ment is  the  same  as  in  the  adult,  the  Miculicz  operation  giving 
the  best  results. 

Digestive  Troubles  in  Rickets. — A.  B.  Marfan  (Presse  Med., 
Nov.  18,  1908)  says  that  in  most  cases  of  rickets  there  are  co- 
existent digestive  troubles;  these  may  precede  the  enlargement 
of  the  bones,  or  may  occur  only  after  the  beginning  of  the  disease. 
The  troubles  that  precede  rickets  are  gastrointestinal  catarrhs 
with  relapses,  and  dyspepsia  with  repeated  vomiting.  The 
attacks  of  gastro-enteritis  last  one  or  two  weeks,  then  become 
better  and  again  recur.  There  is  no  great  loss  of  flesh  nor  inter- 
ference with  the  general  health.  When  the  rachitic  condition 
has  become  confirmed  the  characteristics  are  different;  we  find 
a  confirmed  dyspepsia  appetite  is  capricious,  there  are  periods 
of  anorexia  and  periods  of  voracity  with  flatulence;  the  stools 
are  whitish,  fetid,  constipated,  and  expelled  with  pain.  The 
large  flaccid  abdomen  develops  with  an  elongation  of  the  intes- 
tines, and  a  thinning  of  the  muscular  coats.  There  is  a  true  atonic 
relaxation  of  the  intestines.  This  dyspepsia  is  essentially  chronic 
and  has  through  its  entire  course  the  same  characteristics.  This 
confirmed  dyspepsia  is  not  the  effect  of  the  preceding  gastroen- 
teritis. Neither  does  the  author  regard  the  rachitic  condition 
as  the  invariable  result  of  bad  nutrition.  He  believes  that  im- 
proper feeding  and  heredity  are  the  chief  predisposing  causes  of 
rickets.     Acting  on  this  predisposed  child  are  toxi-infective  dis- 
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orders,  hereditary  syphilis,  bronchopneumonia,  pyodermi- 
tis,  and  infections  diseases.  Living  in  dark,  damp  rooms  without 
sun  also  predisposes. 

Congenital  Rickets. — A.  B.  Marfan  (Ann.  de  Medecine  et  Chir. 
Inf.,  Nov.,  1908)  admits  the  existence  of  congenital  rickets.  He 
refers  to  the  case  of  a  female  child  observed  by  himself  in  which 
there  were  at  birth  a  rachitic  rosary  and  thoracic  deformities, 
a  large  head  with  jutting  forehead  and  prominent  bosses;  large 
fontanelles  and  open  sutures,  with  a  true  craniotabes.  The 
tibiae  were  incurved.  Rachitis  developed  after  birth  and  there 
was  no  trace  of  achondroplasia,  or  periosteal  dysplasia,  or  myx- 
edema. The  soft  cranium  of  the  new-born  differs  materially 
from  the  craniotabes  of  rickets.  In  it  there  is  a  softness  of  the 
sutures,  especially  the  sagittal,  which  is  quite  different  from  that 
of  rickets.  The  skull  of  rickets  has  thin  spots  and  perforations, 
more  or  less  circular,  situated  around  the  posterior  fontanelle. 
Palpation  gives  the  sensation  of  a  parcement  membrane.  The 
author  believes  that  the  rachitic  process  may  have  begun  in  the 
uterus. 

Acute  Osteomyelitis  in  the  New-born. — M.  L.  Devraigne  {Bull, 
de  la  Soc.  d'Obst.  de  Paris,  Nov.  19,  1908)  presented  an  infant 
in  whom  at  the  age  of  eleven  days  an  osteomyelitis  developed 
which  involved  eight  distinct  foci  of  disease  in  the  limbs.  The 
child  was  very  seriously  affected  and  was  in  a  bad  general  con- 
dition, but  finally  recovered  with  slight  deformity.  Acute 
osteomyelitis  is  comparatively  frequent  in  the  first  months  of  life, 
its  occurrence  being  favored  by  the  osseous  congestion  on  account 
of  progressing  ossification  of  the  bones  and  the  active  hemato- 
poiesis  at  this  period.  In  girls  it  is  more  frequent  during  infancy, 
in  boys  during  adolescence.  Infections  may  take  place  in  in- 
trauterine life.  In  very  young  infants  the  femur  and  the  tibia 
are  the  locations  most  frequently  affected.  From  a  bacteriologi- 
cal standpoint  streptococci  and  pneumococci  are  most  fre- 
quently found.  Pneumococcus  osteomyelitis  is  very  severe,  but 
of  very  short  duration.  In  young  children  this  disease  is 
generally  acute.  Fever  is  high;  the  child  moans,  refuses  food, 
and  seems  in  great  pain.  The  slightest  movement  is  painful. 
The  disease  begins  without  trauma  or  other  apparent  cause, 
with  a  swelling  that  is  found  by  accident.  The  prognosis  is 
worse  in  voung  infants,  with  several  foci  of  involvement.  An 
early  surgical  operation  makes  the  prognosis  better.  Whenever 
there  is  a  fresh  elevation  of  temperature  one  should  look  for 
a  new  focus.  No  sequestra  form  in  infants  because  there  is 
little  tendency  to  necrosis.  Cicatrization  occurs  early  and 
little  deformity  results.  The  articulations  are  in  excellent 
condition  after  recovery.  One  of  the  frequent  complications 
is  bronchopneumonia  from  embolism.  The  infant  is  cured 
more  rapidly  and  completely  than  the  adolescent.  Diagnosis 
must  be  made  from  lymphangitis,  diffuse  phlegmon,  heredo- 
syphilitic  epiphysitis,  and  pseudoparalysis.  Treatment  is 
generally  supportive  with  early  drainage. 
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Treatment  of  Sclerema  in  the  New-born. — Dionigi  Tibone 
{Riv.  di  Clin.  Ped.,  Nov.,  1908)  describes  sclerema  "as  a  pro- 
gressive induration  of  the  subcutaneous  fat-cells  of  the  new-born 
infant.  Combined  with  this  condition  are  slowing  of  the  pulse, 
irisufhcient  respiration,  and  a  hardness  and  rigidiitv  of  the  skin! 
The  palms  of  the  hands  and  soles  of  the  feet  are  free  from  this 
hardness.  It  begins  generally  in  the  legs,  and  spreads  to  the 
upper  extremities  and  trunk.  The  front  of  the  neck  and  chest 
and  the  scrotum  are  spared.  The  child  looks  like  a  corpse. 
The  neck  is  rigid  and  the  mouth  is  closed  as  in  trismus.  The 
heart  beats  are  slow  and  imperceptible,  the  voice  is  weak  and 
whining,  and  the  child  hardly  reacts  at  all  to  stimulants,  and 
may  be  unable  to  nurse.  All  sorts  of  means  have  been  used 
to  combat  this  strange  disease.  Among  those  that  are  useful 
are  massage,  keeping  the  child  heated  in  an  incubator,  hot  baths, 
enveloping  the  limbs  in  impermeable  materials  that  shall  retain 
the  heat,  the  use  of  stimulants  and  artificial  feeding,  The  author 
gives  histories  of  nineteen  cases  treated  by  him.  The  indications 
for  treatment  are  hypothermia  that  resists  all  methods  of  heating 
by  an  ordinary  stove,  sclerema,  progressive  diminution  of 
weight,  and  cyanosis.  Many  of  these  infants  are  premature. 
The  author  especially  recommends  the  enveloping  of  the  limbs 
in  impermeable  materials,  as  lessening  the  surface  that  must 
be  heated  and  the  amount  of  heat  needed,  increasing  the  tem- 
perature of  the  limbs,  causing  fluidification  of  fats  in  the  sub- 
cutaneous cells,  and  making  the  slowed  circulation  more  rapid. 
It  is  very  simple  and  inexpensive,  and  possible  in  the  poorest 
surroundings,  and  presents  no  obstacle  to  the  other  methods  of 
treatment. 

Reaction  of  the  Cerebrospinal  Fluid  in  the  Course  of  Some 
Dermatoses  of  Children.— Mercel  Ferrand  {Gaz.  dcs  Hop.,  Nov.  10, 
1908)  notices  the  importance  of  lymphocytosis  in  cases  of 
heredo-syphilis  as  an  aid  in  diagnosis.'  The  author  has  examined 
the  cerebrospinal  fluid  in  120  infants  afifected  by  various  forms 
of  dermatoses  and  finds  the  same  lymphocytosis  in  many  of  these 
conditions.  He  gives  the  technic  of  his  examinations.  In 
cases  of  dermatitis  and  papular  eruptions  this  leukocvtosis  is 
found  in  appreciable  and  sometimes  in  large  amount.  In  florid 
papular  eruptions  stronger  reactions  are  seen.  When  the 
eruption  retrogrades  the  leukocytosis  lessens.  This  reaction  is 
inconstant,  and  is  not  of  great  importance.  It  is  quite  similar 
to  that  found  in  syphilis,  hence  we  cannot  diagnose  an  hereditary 
syphilis  from  the  finding  of  this  sign,  but  can  only  use  it  as  cor- 
roborative evidence. 

Tonsillotomy.— P.  Delobel  {Jour.  des.  Set.  Med.  de  Lille,  Oct. 
3,  1908)  says  that  the  tonsils  that  give  trouble  in  children  are  not 
the  ones  that  are  largest,  but  the  smaller  ones  that  are  often 
nearly  concealed  in  the  pillars  of  the  fauces,  and  that  are  full 
of  crypts  containing  infected  plugs  of  secretion.  These  are  the 
ones  that  are  often  sore.     Removal  of  large  tonsils  is  a  simple 
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matter.  They  are  easily  seized  with  the  galvanocautery  snare. 
In  the  other  form,  ablation  of  the  top  of  the  tonsil  does  no  good, 
the  crypts  remaining  the  same  as  before.  The  use  of  the  cautery 
point,  while  it  may  reduce  the  size  of  these  tonsils,  will  render 
them  cicatricial  and  close  up  the  crypts  in  which  the  secretion 
will  remain,  become  fetid,  and  cause  tonsillar  abscesses.  The 
logical  procedure  is  to  open  up  the  crypts  so  that  they  may  be 
easily  emptied.  The  best  method  of  removal  is  with  the  galvan- 
cautery  snare,  which  can  be  easily  fitted  to  a  tonsil  of  any  shape 
and  size.  The  tonsillotome  is  rejected  by  this  author  as  clumsy 
and  unscientific.  The  second  method  of  removal  is  with  the 
forceps  and  knife.  Liquid  nourishment  is  used  for  a  few  days 
after  removal.  These  operations  can  be  done  under  local 
anesthesia. 

Vaccine  Therapy  in  Tuberculous  Disease  with  Mixed  Infection. 
— D.  P.  D.  Wilkie  {Edin.  Med.  Jour.,  Nov.,  190S)  has  studied 
forty  cases  of  tuberculous  lesions  with  mixed  infection  in  children. 
These  investigations  suggest  that  the  healing  of  the  wound  after  a 
radical  operation  for  the  removal  of  tuberculous  disease  with 
mixed  infection  depends  (a)  partly  on  the  nature  of  the  secondary 
organism,  e.g.,  with  staphylococcus  albus  much  more  favorable 
than  with  staphylococcus  aureus  or  streptococcus;  (6)  partly  on 
the  opsonic  index  of  the  patient  for  the  invading  organism.  One 
can  with  advantage  raise  the  patient's  opsonic  index  for  the 
invading  organism  previous  to  operation  by  cultivating  the 
organism  from  the  wound,  making  a  "personal"  vaccine,  and 
injecting  this  into  the  patient.  Operation  must  be  delayed  till 
the  negative  phase  following  the  vaccine  (injection  is  over, 
and,  if  possible,  one  should  operate  during  the  positive  phase. 
With  staphylococcus  the  negative  phase  is  generally  over  in 
thirty-six  hours.  In  cases  where  after  operation  sinuses  have 
persisted,  improvement  in  both  general  and  local  conditions 
follows  treatment  with  a  suitable  vaccine.  The  local  action  can 
be  greatly  enhanced  by  combining,  where  possible,  the  vaccine 
treatment  with  the  application  of  passive  congestion  by  an  elastic 
bandage,  or  by  use  of  suction  cups.  In  the  great  majority  of 
cases  of  localized  infective  lesions  vaccine  treatment  may  be 
carried  out  with  little  or  no  risk,  and  often  with  great  advantage 
to  the  patient,  without  making  regular  opsonic  examinations. 
Such  examinations,  unless  made  very  frequently,  are  apt  to  be 
misleading,  and  no  one  should  be  deterred  from  employing 
vaccine  therapy  because  of  the  difliculty  or  impossibility  of 
having  such  examinations  made. 
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I  CANNOT  claim  the  honor  of  presenting  new  anatomical  facts. 
The  findings  described  by  such  well-known  workers  as  Dickin- 
son,   Savage,    Berry  Hart,  Holl,  Meyer,  Thompson,  and  many 
others  are  abundant.     To  mention  the  names  even  of  all  those 
who  have  helped  to  change  the  treatment  of  weak  pelvic  floor 
from   that  of  pessary  to  perineorrhaphy  and  from  superficial 
flap-splitting  and  flap-dissecting  perineorrhaphy  to  deep  suturing 
of  the  muscles  would  be  to  call  the  roll  of  a  long  list  of  workers* 
It  is  to  stimulate  a  more  universal  recognition  and  application 
of  these  observations  in  the  cure  of  hernias  that   I   present  a 
paper  upon  this  subject.     Some  have  used  the  term  "hernia  of 
the  pelvic  floor"  to  signify  only  those  conditions  in  which  pelvic 
contents  are  protruding  through  the  levator  ani  muscle  fibers 
or  between  different  portions  of  the  muscles.     These  are  very 
rare.     I  have  not  used  it  in  this  wider  sense,  including  the  larger 
class  of  cases  due  to  traumatism,  to  surprise  you  into  thinking 
we   are   dealing   with    a   new    subject,    but   because  this  more 
nearly  accords  with  pathological  anatomy  and  is  more  com- 
prehensive  than    the    terms    "Lacerations    of   the   Perineum." 
"Prolapse  of  the  Uterus,"  "Cystocele,"  "Rectocele,"  etc.     The 
rectum,  bladder,  and  uterus  protruding  through  a  pelvic  opening 
♦Read  before  the  Chicago  Gynecological  Society,  December  i8,  1908. 
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have  all  the  qualifications  of  a  hernia.  Dickinson  has  written 
an  interesting  article  upon  "The  Vagina  as  a  Hernia  Canal." 
A  comprehensive  understanding  upon  which  rational  treat- 
ment must  be  based  is  obtained  by  a  consideration  of  the  follow- 
ing points: 

1.  The  abdominal  contents  and  their  supports. 

2.  The  abdominal  walls  and  their  importance  as  supports. 

3.  The  greater  importance  of  the  pelvic  floor  over  the  rest 
of  the  abdominal  wall,  (a)  by  reason  of  its  being  the  lowest  part 
and  therefore  having  to  stand  the  greatest  strain;  (b)  by 
reason  of  its  having  to  provide  against  "faults"  caused  by  the 
passage  of  several  important  tracts. 

4.  The  greater  importance  of  the  pelvic  floor  over  that  of 
mammals  having  the  longitudinal  axis  of  the  body  in  a  horizon- 
tal position,  and  therefore  little  weight  falling  upon  the  perineum. 

5.  The  construction  of  the  pelvic  floor  in  man,  more  particu- 
larly woman,  and  reference  to  comparative  anatomy. 

6.  Condition  of  the  pelvic  floor  after  traumatism  or  arrested 
development  or  relaxation. 

In  four-footed  mammals  the  perineal  region  is  comparatively 
weak,  the  musculature  having  developed  in  that  region  being 
used  chiefly  for  sphincter  action.  From  the  lateral  and  dorsal 
sides  of  the  pelvis,  muscles  arise  which  pass  to  the  side  of  the 
rectum  and  are  inserted  into  the  caudal  vertebrae  for  movement 
of  the  tail. 

In  woman  the  pelvic  floor  must  play  fast  and  loose;  being  the 
lowest,  it  must  be  the  most  efhcient  part  of  the  abdominal 
wall  for  support  and  yet  the  most  elastic  for  the  passage  of  the 
child.  It  is  interesting  to  note  how  the  need  for  more  than  a 
sphincter  layer  is  met  by  these  tail  muscles  being  transformed 
into  the  layer  of  support — the  "diaphragm"  of  Meyer — as  the 
upright  position  is  assumed  and  the  caudal  appendage  abbre- 
viated. 

EMBRYOLOGY. 

The  celom  or  body  cavity  is  formed  by  a  cleft  in  the  mesoblast, 
the  outer  layer  joining  the  epiblast  forming  the  somatopleure, 
the  inner  layer  joining  the  hypoblast  forming  the  splanchnopleure 
The  celom  at  first  extends  beyond  the  embryo,  but  becomes  con- 
fined to  it  by  the  right  and  left  layers  of  the  somatopleure  meeting 
at  the  umbilicus  forming  the  intraembryonic  part  of  the  celom. 
This  body  cavity  is  at  first  divided  into  a  right  and  left  half  by  a 
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dorsal  and  ventral  mesentery  formed  by  the  united  splanchno- 
pleures.  The  dorsal  mesentery  persists  as  a  neurovascular 
pedicle  to  the  organs  the  ventral  mesenterv  disappears 
posteriorly,  while  the  middle  portion  persists  and  helps  to  form 
the  diaphragm.  At  times  there  is  failure  of  development  and 
we  have  hernia  through  the  diaphragm.  The  splanchnopleure 
IS  constricted  at  the  umbilicus  the  extraembrvonic  portion  be- 
coming the  yolk  sack,  the  intraembryonic  portion  becoming  the 
intestinal  tract  extending  the  length  of  the  bodv  cavitv  As 
the  abdominal  portion  of  alimentary  tract  outgrows  in  lennh  the 
growth  of  the  body  of  the  embryo,  it  becomes  convoluted  and  at 
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the  same  time  becomes  differentiated  to  form  the  future  stomach 
duodenum,  jejunum,  ileum,  colon,   cecum,   appendix,  sigmoid 
and  rectum.     As  the  loop  of  the  large  intestine  raises  to  the  left 
and  passes  over  the  small  intestine  at  the  duodenojejunal  junction 
Its  mesentery  meets  and  blends,  leaving  just  room  for  the  small 
intestine  to  pass  through.     The  position  of  every  abdominal 
organ  is  determined  by  its  growth,  the  mesentery  following  but 
upon  obtaining  growth,   the  mesentery    and  vestigial  remains 
of  embryonic  structures  become  ligaments,  and  they   help    to 
determine  the  future  position  of  the  organs.     At  the  third  week 
the  hind  gut  IS  common  to  the  allantois  which  is  to  form  the 
bladder  and  the  intestinal  tract  which  here  is  to  become  the 
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rectum.  This  common  cavity  known  as  the  cloaca  persists  in 
the  lower  vertebrates,  but  in  mammals  becomes  separated  into 
an  anal  portion  and  a  urogenital  portion.  Early  in  fetal  life 
no  communication  exists  between  the  perineal  region  and  the 
body  cavity,  being  separated  by  the  cloacal  plate.  About  the 
end  of  the  fourth  week  this  place  is  absorbed  by  dipping  inward 
of  the  perineal  depression  or  proctodeum  and  the  growing  out- 
ward of  the  cloaca.  The  septum  dividing  the  cloaca  into  an  anal 
portion  and  a  urogenital  portion  is  known  as  the  perineum.     The 


Fig.  2. — Showing  the  portion  of  the  levator  line  muscle  making  a  diaphragm 
for  the  pelvic  outlet.  ^.Vagina.  5,  Rectum.  C,  Pubococcygeus.  P,  Pre  anal 
fibers  of  the  puborectalis  portion  of  the  levator  ani  muscle.  E,  Obturato-coc- 
cygeus.  F,  Ischio-coccygeus.  In  four  footed  animals  the  attachment  is  to  the 
coccvx. 


mass  of  mesoblastic  cells  become  differentiated  into  definite 
structures  needed  in  this  region,  the  remaining  mesothelial  cells 
forming  connective  tissue  sheaths  to  the  structures  formed. 
Thus  do  we  have  the  muscles  and  fascia  of  the  pelvic  floor. 

However  important  the  proper  completion  of  this  process 
mav  be,  it  will  be  seen  that  an  arrested  development  may  result 
in  no  opening  in  the  perineal  region,  or  the  perineal  septum 
may  not  develop  while  the  cloacal  membrane  may  be  absorbed, 
resulting  in  a  common  cloacal  opening,  or  the  septum  may  form 
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and  the  cloacal  plate  fail  to  absorb  in  the  anal  depression  leaving 
no  intestinal  opening,  while  there  may  be  a  urogenital  opening, 
or  the  anal  opening  may  be  through  the  perineal  septum  com- 
municating with  the  urogenital  cavity  or  what  is  later  the  vagina. 
The  mesoblastic  cells  in  the  perineal  region  develop  into  such 
structures  as  will  be  most  useful  for  their  owner.  In  mammals 
walking  upon  four  feet  these  muscles  are  needed  very  little  for 
support  or  for  "shutters"  of  the  perineal  outlet,  but  are  greatly 
needed  for  tail  muscles,  the  tail  being  used  as  a  "shutter"  of 
the  perineal  outlet. 

COMPARATIVE  ANATOMY. 

In  four-footed  mammals  we  have  the  pubococcygeus  muscle 
and  the  ileococcygeus  used  to  depress  the  tail  and   the  ischio- 
coccygeus    or  coccygeus  muscles  which  draw   the   tail   to   the 
right  or  left  side.     In  man  assuming  the  upright  position  and 
without  the  caudal  extremity  and   therefore  the  muscles  not 
being  required  for  tail  motion,  these  muscles  and  their  fascia 
have  become  developed  into  supporters  and  are  grouped  together 
as  the  levator  ani  muscles.     The  pubococcygeus,  which  in  four- 
footed  mammals  passes  backward  on  each  side  of  the  rectum 
without   attachment   to  it,    in   man   has  dropped   some   of  its 
coccygeal  attachments  and  joins  its  fellow  of  the  opposite  side 
in  the  median  raphe  between  the  anus  and  tip  of  the  coccyx  and 
between  the  anus  and  vagina,  also  sending  fibers  to  the  sides  of 
the  rectum  and  vagina.     Holl  considers  this  tendinous  insertion 
between  the  tip  of  the  coccyx  and  the  anus  the  fibrous  extension 
of  the  abbreviated  caudal  appendage.     This  change  in  insertion 
has  led  Holl  and  others  to  term  this  portion  of  the  pubococcygeus 
the   puborectalis   or   sphincter   recti.      The   origin    of   the  ileo- 
coccygeus which  is  from  the  ileopectineal  line   in    four-footed 
animals  is  dropped  down  to  the  obturator  fascial  line,  called  the 
white  line,  and  all  three  muscles  are  a  little  more  closely  blended 
and  yet  they  are  sufficiently  distinct  to  receive  names  similar 
to   those   in   lower  mammals,   the   ileococcygeus    of    mammals 
being  called  the  obturatococcygeus. 

Holl,  Thompson,  and  others  have  found  in  their  studies  of 
animals,  assuming  somewhat  an  upright  position,  that  the 
muscle  has  a  lower  origin,  assuming  in  varying  degrees  the 
position  that  it  occupies  in  man.  Thompson  has  also  found, 
in  his  dissections  of  man,  cases  in  which  the  muscle  takes  a  much 
higher  origin  than  usual,  even  having  origin  within  one-fourth 


558 


BARRETT:    HERNIAS    THROUGH   THE    PELVIC    FLOOR. 


inch  of  the  ileopectineal  line,  approaching  in  origin  that  of  the 
muscle  in  four-footed  animals.  This  latter  arrangement  of  the 
muscle  explains  the  predisposition  to  hernia  seen  in  some  cases 
which  have  sustained  no  injury  to  the  pelvic  floor.  Thompson 
lays  stress  upon  this  development  of  the  puborectalis  portion 
of  the  levator  ani  muscle,  while  he  andfothers  look  upon  the 
posterior  portion  of  the  levator  ani|as'an_^aponeurotic  vestigial 


Fig.  3. — Shows  hernia  through  the  pelvic  floor  with  marked  cystocele  and  rectocele. 

remains  of  a  more  active  tail  muscle.  Studies  in  comparative 
anatomy,  then,  make  it  seem  certain  that  these  muscles  forming 
the  pelvic  diaphragm  have  undergone  an  evolutionary  process 
for  support  as  the  upright  position  has  been  assumed  and  the 
caudal  extremity  has  been  abbreviated.  These  supports  do 
their  work  with  varying  degrees  of  efficiency. 

Other  muscles  of  the  pelvic  floor  corresponding  to  the  sphincter 
layers  of  four-footed  animals,  but  which  comprise  two  layers  in 
man,  are  the  sphincter  ani,  constrictor  vagina,  or  bulbocaver- 
nosus,  erector  c  itoridis,  or  ischiocavernosus,  superficial  trans- 
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versus  perinei  and  compressor  urethra  or  deep  transversus 
perinei  (Thompson  divides  this  muscle  into  an  anterior  portion, 
the  constrictor  urethrae,  and  a  posterior  portion,  transversus 
perinei  profundus).  These  latter  muscles,  while  furnishing  some 
strength  to  the  pelvic  floor,  are  by  no  means  as  important  as 
supports  as  the  levator  ani  and  its  fascia. 

The  important  work  of  support  of  the  pelvic  floor  would  be 
much  simplified  were  it  not  that  certain  openings  or  "faults"  exist. 

Hernia  through  the  vaginal  outlet  is  provided  against  by  a 
strong  posterior  segment  with  a  superimposed  more  movable 
anterior  segment,  with  the  vaginal  slit  running  obliquely  so  that 
force  from  within  presses  the  anterior  segment  against  the  pos- 
terior, as  the  internal  oblique  is  pressed  against  the  external  in 
the  inguinal  region.  Were  it  not  for  the  numerous  traumatisms 
to  the  posterior  segment,  hernias  through  the  vagina  would  be 
infrequent. 

With  the  levator  ani  muscles  injured,  the  anus  and  perineal 
structure  (posterior  segment)  drop  backward,  leavjng  no  support 
for  the  anterior  segment.  The  anterior  segment  is  now  called 
upon  to  do  the  work  of  the  pelvic  floor.  In  some  cases  this  fails 
immediately  and  hernia  develops,  in  other  cases  a  strong  anterior 
segment  acts  as  a  pelvic  floor  for  some  time  until  increased 
intraabdominal  pressure  from  lifting,  coughing,  etc.,  causes  it  to 
give  way. 

Too  often  the  efficiency  of  the  "perineum"  has  been  con- 
sidered to  depend  upon  the  cutaneous  structure,  the  vaginal 
mucous  membrane,  the  "wedge-shaped  perineal  body"  and 
"atmospheric  pressure."  Atmospheric  pressure  is  no  factor 
whatever,  the  skin  and  mucous  membrane  scarcely  more,  and 
the  wedge-shaped  perineal  body  is  of  no  importance  as  a  "key- 
stone to  an  arch,"  but  it  is  only  of  importance  as  it  represents  the 
integrity  of  the  muscles  and  fascia  of  the  pelvic  floor  upon  which 
the  nondevelopment  of  hernias  depend.  Emmet,  Dudley,  and 
others  point  out  the  fallacy  of  considering  the  perineal  body  a 
support  and  lay  stress  upon  the  fascia  and  muscles,  and  yet 
Emmet's  operation  fails  entirely  to  procure  the  restoration  of  the 
levator  ani  muscle,  as  pointed  out  by  Noble.  A  traumatism  of 
the  pelvic  floor  may  separate  the  preanal  fibers  of  the  leva- 
tor ani,  weakening  the  pelvic  floor  between  the  vagina  or  rectum, 
or  it  may  injure  the  anterior  portion  of  the  levator  ani  as  it 
passes  back  at  the  side  of  the  vagina,  or  the  muscle  may  be  torn 
loose  from  its  origin.     These  injuries  may  have  taken  place  with 
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or  without  a  skin  or  mucous  membrane  tear.     Even  in  careful 
hands,  then,  an  immediate  repair  may  not  be  possible. 

In  late  repair,  if  the  injury  to  the  levator  and  its  fascia  has 
been  a  separation  of  the  portions  lying  between  the  vagina  and 
rectum,  we  have  but  to  unite  them  to  restore  normal  conditions. 
If  the  muscle  has  been  torn  to  the  side  of  the  vagina  and  retrac- 
tion has  taken  place,  the  most  anterior  fibers  may  not  be  dis- 
coverable and  we  may  be  compelled  to  make  the  best  use  possible 
of  the  more  posterior  portion  of  the  muscle,  bringing  it  into  the 
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Fig.  4. — Showing  the  relation  of  the  fascia  and  muscles  of  the  pelvic  floor, 
forming  the  lower  abdominal  wall,  and  the  oblique  direction  of  the  vagina  as  it 
passes  through  thiswall. 

median  line  to  take  the  place  of  the  lost    anterior   portion   of 
muscle. 

The  flap  splitting  operation,  as  revived  by  Tait,  was  a  compara- 
tively superficial  operation  and  united  the  skin  of  one  labium 
majus  to  that  ofj^the  other,  increasing  the  skin  distance  between 
the  vagina  and  rectum.  The  Emmet  operation  by  reason  of  its 
superficial  denudation  and  placing  of  sutures  makes  of  necessity  a 
superficial  and  complicated  operation.  Noble  modifies  this,  lay- 
ing stress  upon  the  failure  of  Emmet's  operation  to  bring  the 
levator  ani  muscles  together,  yet  he  places  the  suture  which  is  to 
unite  the   muscles   less   than   one-fifth   inch   inside   the  hvmen. 
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Budin,  in  1885,  and  Dickinson  later  carried  out  experiments  with 
a  soft  wax  phallus  in  the  vagina  to  determine  the  position  of  the 
levator  ani  muscle  and  found  that  the  lower  fibers  made  an  im- 
pression in  the  wax  about  one-half  inch  within  the  vagina.  The 
numerous  complicated  vaginal  flap  operations  of  which  Simon's, 
Hagar's,  and  Freund's  are  illustrations,  must  be  viewed  in  the 
light  of  our  present  knowledge  as  an  effort  to  cure  a  hernia  by 
dealing  with  the  sac  rather  than  closing  its  ring.  While  I  was 
interne  in  Harper  Hospital,  Detroit,  I  had  the  opportunity  many 
times  of  observing  Dr.  Longyear  perform  a  very  efficient  opera- 
tion of  extending  the  flap  operation  between  the  vagina  and 
rectum,  then  beginning  at  the  bottom  of  the  wound  and  closing 
with  a  running  kangaroo  tendon,  bringing  the  levator  muscles 
together,  finishing  with  a  linear  wound  with  buried  suture. 
This  was  later  described  by  Goldspohn,  in  1897,  when  he  pointed 
out  the  advisability  of  dealing  with  the  levator  ani  muscle,  and 
urges  the  necessity  of  going  6  to  9  cm.  between  the  vagina 
and  rectum  to  obtain  the  muscle.  This  otherwise  excellent 
operation,  however,  united  labium  majus  to  labium  majus  over 
the  vagina.  Ktistner,  the  same  year,  points  out  the  importance 
of  dealing  with  this  muscle.  Marcy,  in  1883,  and  in  1884  and 
yet  again  in  1887,  ca'led  attention  to  the  necessity  of  a  deeper 
perineorrhaphy  than  had  previously  been  performed  and  recom- 
mended the  use  of  the  buried  animal  sutures  for  bringing  what  he 
called  the  "deep"  structures  together.  These  "deep"  struc- 
tures, however,  were  the  transversus  perinei  muscles.  Goldspohn 
begins  his  suturing  much  deeper  than  the  levator  ani  and  closes 
with  a  running  catgut  suture.  Reed  and  others  bring  the  leva- 
tor ani  muscles  together  with  a  figure-of-8  silkworm-gut  suture 
with  what  seems  to  be  a  complicated  technic* 

As  this  developmental  process  in  perineorrhaphy  has  gone  on, 
little  room  for  improvement  would  be  left  if  the  rank  and  file 
had  shown  a  readiness  to  apply  the  knowledge  gained  by  our  well- 
known  anatomical  and  clinical  investigators.  I  think  it  may  be 
said  without  fear  of  challenge  that  by  the  sins  of  omission  and 
sins  of  commission  the  pelvic  floor  is  the  most  surgically  abused 
portion  of  the  human  anatomy.  Too  much  stress  has  been 
laid  upon  skin  union  between  the  vagina  and  rectum.  An  im- 
portance has  also  been  attached  to  a  structureless  wedge-shaped 
perineal  body.     Then  as  the  superficial  structures  were  found 

*  Since  the  presentation  of  this  paper  Haynes  has  published  an  article  with  a 
sound  anatomical  basis.     See  Amer.  Jour.  Obst.,  Vol.  Iviii,  1908,  page  995. 
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insufficient,  deeper  separations  were  made,  but  the  superficial 
structures  were  still  brought  together  over  the  vagina.  The 
student  of  this  branch  of  surgery  has  not  found  the  illustrations 
or  text  clear,  as  has  been  the  case  with  inguinal  hernia.  Illustra- 
tions have  often  been  limited  to  showing  the  shape  of  the  mucous 
membrane  flap,  instead  of  dealing  with  definite  anatomical 
structures  (the  levator  muscles).  We  have  been  directed  to  go 
into  the  tissues  of  the  labia  or  perineum  for  a  distance  and  bring 
the  sides  together  as  though  dealing  with  putty.  This  would  not 
be  counted  good  surgery  in  the  inguinal  region  nor  should  it  in 
the  perineal  region,  for  we  are  just  as  certainly  dealing  with  her- 
nia in  one  case  as  in  the  other. 

PRINCIPLES    CONSIDERED    IN    THE    CURE    OF    HERNIA. 

When  possible,  general  principles  should  be  emphasized  rather 
than  detailed  technic  described. 

1 .  The  abdominal  organs  need  for  support  in  addition  to  their 
own  ligaments  a  limiting  wall. 

2.  The  limiting  wall  should  grow  stronger  from  above  down- 
ward as  gravity  of  the  organs  exerts  a  force  not  exerted  above. 

3.  The  pelvic  floor  being  the  lowest  part  of  the  abdominal 
wall  needs  to  be  the  strongest. 

4.  Abdominal  organs  herniate  through  the  walls  by  reason 
of  increased  pressure,  insufficient  supports,  and  weak  places  in 
the  walls  or  "faults." 

5.  The  pelvic  floor  does  not  act  as  a  direct  support  to  the 
uterus,  as  the  uterus  does  not  lie  against  it. 

6.  The  pelvic  floor  by  reason  of  its  importance  in  man  has 
developed  an  additional  diaphragm — the  levator  ani  muscle 
and  its  fascia. 

7.  This  diaphragm  is  weakened  by  "faults"  (the  rectum, 
vagina,  and  urethra). 

8.  The  vaginal  canal  by  reason  of  extreme  d  latation  which 
lacerates  the  surrounding  levator  muscle  becomes  a  frequent 
site  for  hernia. 

9.  Atavism  of  the  levator  ani  muscle  occasionally  furnishes 
a  congenital  predisposing  cause  of  hernia  through  the  rectum 
in  the  male,  and  the  rectum  and  vagina  in  the  female. 

10.  The  cure  of  these  hernias  due  either  to  traumatism  or 
congenital  defects  should  look  toward 

(a)  Lessening  intraabdominal  pressure. 

(b)  Correcting   the   pelvic    floor   defect. 
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(c)  Putting  the  vagina  out  of  a  vertical  line. 

(d)  Putting  the  uterus  out  of  line  with  the  vagina. 

11.  The  posterior  segment  of  the  pelvic  floor  is  repaired  by 
uniting  the  levator  ani  muscle  and  its  fascia,  and  the  lower  end 
of  the  vagina  is  thereby  pushed  forward. 

12.  The  anterior  segment  may  be  corrected  by  anterior  colpor- 
rhapy  and,  if  occasion  demands,  a  shortening  of  the  sacrouterine 
ligaments.    The  upper  end  of  the  vagina  is  thus  pushed  backward. 

13.  The  uterus  is  gotten  out  of  line  with  the  vagina 

(a)  By  shortening  the  round  ligaments. 

(b)  Vagino-fixation  in  cases  of  mild  prolapse  past  the  meno- 
pause. 

(c)  By  vaginal  hysterectomy  in  cases  of  marked  prolapse, 
especially  with  a  pathological  uterus.  In  case  of  hysterec- 
tomy the  ligament  should  be  implanted  into  the  vaginal 
vault. 

(d)  By  bringing  the  lower  end  of  the  broad  ligaments  in 
front  of  the  cervix,  according  to  Alexandroff,  which 
operation  is  slightly  modified  in  this  country  by  Dudley 
and  others. 

TECHNIC  OF  REPAIR  OF  THE  PELVIC  FLOOR. 

With  all  vaginal  work  done  upon  the  uterus,  be  it  curettage, 
amputation  of  the  cervix,  vaginal  fixation,  vaginal  shortening 
of  the  round  ligaments,  hysterectomy,  or  Alexandroff's  operation, 
and  with  anterior  colporrhaphy  completed,  if  necessary,  the 
patient  is  ready  for  the  repair  of  the  pelvic  floor.  Our  chief 
aim  is  to  reach  and  reunite  the  separated  portions  of  the  levator 
ani  muscle  and  their  fascia.  Our  second  aim  is  to  do  this  without 
uniting  any  superficial  structures  that  should  remain  apart. 
Most  of  the  flap  operations  carry  forward  a  portion  of  the  inner 
surface  of  the  labia  majora  together  with  the  posterior  ends  of 
the  labia  minora  and  in  some  cases  these  superficial  structures 
are  closed  over  the  entrance  to  the  vagina  even  so  far  forward 
that  the  patient  urinates  upon  the  bridge  of  skin.  To  avoid 
such  superficial  closure  and  secure  the  levator  muscle  the 
following  technic  is  carried  out: 

With  a  small  tenaculum  the  remains  of  the  hymen  are  picked 
up  on  each  side  of  the  vagina  at  such  a  point  as  will  leave  a 
good  vaginal  opening. 

A  U-shaped  incision  is  made  from  the  forceps  on  one  side 
to  that. of  the  other  at  the  junction  of  the  vagina  and  modified 
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skin  of  the  vulvar  entrance,  D.  E.  F.  instead  of  the  usual 
incision  A.  B.  C.  in  Cut  No.  5.  This  leaves  all  inner  surfaces 
of^the  labia  for  a  vestibule  as  was  the  condition  before  the 
injury.  The  edge  of  the  vaginal  flap  is  now  picked  up  with 
forceps  and  dissected  forward,  first  with  a  knife,  then  with  a 
sponge,     eaving   all   muscle   and   fascia  of  the  perineal   region 


Fig.  5. — Showing  a  rectocele  and  cystocele  (Hernia)  with  a  common  erroneous 
incision,  A.  B.  C.  in  dotted  lines  and  the  proper  incision  D.  E.  F.  G.  H.  shows 
the  outh'ne  forjthe  author's  colporrhaphy. 

behind.  The  dissection  is  carried  between  the  vagina  and 
rectum  until  we  are  above  the  levator  ani  muscle  (about  one 
and  one-half  inches)  and  well  to  the  sides  to  uncover  these  mus- 
cles. The  guide  is  not  to  be  indicated  in  inches,  however,  as  the 
test  is  to  be  able  to  find  the  muscle.  With  the  flap  held  forward, 
the  index-finger  of  the  left  hand  crowds  the  rectum  backward 
and   puts  the  levator  on   the   stretch.     With  a  strong,   round 
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curved  needle  that  would  about  fit  the  three-eighths  circumference 
of  a  silver  half-dollar  and  threaded  with  catgut,  we  pick  up  a  good 
bite  of  the  left  levator  ani  muscle  as  far  forward  as  we  wish  to 
unite  it,  we  then  include  a  little  of  the  deep  part  of  the  flap,  after 
which  the  needle  picks  up  a  corresponding  portion  of  the  levator 
muscle  on  the  right  side.  With  the  same  suture  and  needle  we 
now  go  back  to  the  left  side  and  pick  up  the  levator  ani  muscle 


Fig.  6.— Showing  the  flap  A.  D.  C.  carried  forward  leaving  all  labial  structures 
as  before  injury  and  exposing  the  levator  ani  muscle  with  the  suture  in  place  ready 
to  tie.     A.  B.  C.  shows  line  of  incision  for  shortening  the  flap. 

one-half  inch  nearer  the  rectum,  the  needle  is  then  made  to  pick 
up  a  portion  of  the  rectal  wall,  after  which  it  picks  up  a  corre- 
sponding portion  of  the  levator  muscle  on  the  right  side.  The 
catgut  at  the  first  entrance  on  the  left  side  is  now  tied  with  the 
catgut  of  the  last  exit  on  the  right,  approximating  the  levator 
with  two  loops  of  catgut  which  cross  upon  the  exposed  surface 
of  the  muscle  in  the  form  of  an  X  (Figs.  6  and  7)  with  only 
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one  knot.  Usually  a  triangle  is  felt  between  the  vaginal  flap 
and  the  diverging  portions  of  the  muscle,  which  is  closed  by 
picking  up  a  small  bit  of  the  left  muscle,  then  the  flap,  and  then 
a  corresponding  portion  of  the  right  muscle  (Fig.  7).  This 
closes  the  opening  and  fixes  the  vaginal  wall.  The  hernia  is  now 
cured,  and  we  have  but  to  close  the  superficial  wound.     The 


Fig.  7. — Showing  suture  tied,  bringing  levator  ani  muscles  together. 
With  additional  suture  in  place  ready  to  tie 

vaginal  flap  is  usually  a  little  long  or  a  little  irregular  and  is 
trimmed  according  to  A.  B.  C.  (Fig.  6).  The  flap  suture  then 
picks  up  the  lower  remaining  portion  of  the  hymen  on  the 
left  side,  runs  along  the  edge  of  the  vaginal  flap  and  picks  up  a 
corresponding  portion  of  the  hymen  on  the  right  side,  which 
when  tied  reunites  the  edges  of  the  hymen  (Fig.  7).  With 
three  or  four  interrupted  silkworm-gut  sutures  the  right  and  left 
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surfaces  of  the  wound  are  closed  down  to  the  levator  ani  muscle. 
This  leaves  as  good  separation  of  the  labia  [posteriorly  as  ante- 
riorly, with  no  drawing  of  the  skin  over  the  vagina  (Fig.  8). 
I  have  formerly  used  figure-of-8  silkworm-gut  sutures  for  ap- 
proximating] the  levator  ani  muscles,  hesitating  to  use  catgut 
in  the  perineal  region,  but  the  suturing  was  much  more  technical 


Fig.  8.— Shows  the  operation  completed  after  the  vaginal  flap  of  D.  E  F  of 
!•  ig.  5  has  been  made,  leaving  a  normal  approximation  of  the  hvmen  and  separa- 
tion of  the  labia.  ■  ^ 


and  did  not  leave  as  smooth  external  results.  I  have  used  the 
catgut  for  approximation  with  great  satisfaction  and  have  had  no 
reason  to  regret  the  change. 

Many  of  these  cases  require  a  careful  examination  to  discover 
that  traumatism  and  repair  has  taken  place. 

It  is  not  the  purpose  of  this  paper  to  go  into  detail  as  to  the 
technic  of  dealing  with  the  uterus  to  prevent  a  return  of  the 
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hernia  after  the  repair.  In  addition  to  the  repair  of  the  posterior 
segment  for  support,  an  anterior  colporrhaphy  will  be  necessary 
if  cystocele  exists,  otherwise  the  baggy  anterior  segment  will 
roll  out  over  the  posterior.     A  prolapsed  uterus  will  have  to  be 


Fig.  9. — Case  in  which  the  erroneous  incision  shown  in  Fig.  5  {A.  B.  C.)  had  been 
made  and  the  skin  of  the  labia  majora  brought  together  over  the  vagina. 


removed  or  put  out  of  line  with  the  vagina  or  it  will  dissect  its 
way  through  the  vaginal  canal.  The  mistake  has  not  infre- 
quently been  made  of  considering  these  hernias  prolapse  of  the 
uterus  and  attempting  relief  by  hysterectomy  alone,  only  to 
find  that  the  hernia  of  the  bladder  and  rectum  still  persists  and 
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in  some  cases  to  an  increased  degree  with  the  inverted  vagina 
as  a  hernial  sac. 

With  hemorrhoids  and  prolapse  of  the  rectum  in  the  female, 
we  frequently  have  injury  to  the  levator  ani  muscle  and  in  the 
same  conditions  in  the  male  the  levator  muscle  should  be  studied 
with  a  view  to  determining  any  congenital  defect  due  to  atavism. 
Should  prolapse  of  the  rectum  in  the  male  occur  on  account  of 
separation  of  the  levator  muscles  or  freedom  of  the  rectum  from 
the  muscle,  a  curved  incision  should  be  made  posteriorly  to  the 
rectum  in  properly  selected  cases  and  the  separated  levators 
reunited  with  attachment  of  the  rectal  wall  to  this  muscle. 

In  conclusion  I  would  emphasize  the  following  points: 

1.  The  pelvic  floor,  while  not  a  direct  support  to  the  uterus, 
is  an  important  factor  in  abdominal  support. 

2.  Comparative  anatomy  and  clinical  research  demonstrate 
the  importance  of  the  levator  ani  muscle  in  pelvic  floor  support. 

3.  The  pelvic  floor  support  is  weakened  by  the  passage  through 
it  of  certain  canals  called  "faults." 

4.  The  vagina  may  and  oftentimes  does  become  a  hernial  canal. 

5.  This  tendency  is  greatly  increased  by  traumatism  and  to  a 
less  extent  by  congenital  defects. 

6.  This  tendency  is  further  increased  by  increased  intra- 
abdominal pressure,  a  displaced  uterus,  and  a  vertical  vagina. 

7.  These  hernias,  when  slight  and  incipient,  should  be  treated 
by  rest,  lessening  of  intraabdominal  pressure,  by  reducing  fat, 
curing  a  cough,  knee-chest  positions,  tampons,  pessaries,  etc. 

8.  When  more  extensive  or  when  resisting  treatment,  the 
pelvic  floor  should  be  repaired,  the  cystocele  should  be  reduced, 
the  vagina  made  less  vertical  and  the  uterus  put  at  an  angle  with 
the  vagina  or  removed  according  to  the  condition  of  the  uterus, 
age  of  patient,  etc. 

9.  If  hysterectomy  is  performed  the  stumps  of  ligaments 
should  be  united  to  the  upper  part  of  the  vagina. 

10.  Two  points  should  be  observed  in  the  herniotomy  of  the 
pelvic  floor. 

(a)  The  levator  muscle  should  be  reunited. 
(h)  Superficial  vulvar  structures  should  not  be  united,  but 
left  with  the  natural  vulvar  opening  into  the  vagina, 
which  may  easily  be  accomplished  by  making  the 
U-shaped  incision  at  the  lower  end  of  the  vagina  instead 
of  the  usual  incision  in  the  labia  majora. 
100  State  Street. 
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AMPUTATION   OF   THE   UTERUS   IN  THE   CORPUS   TO 
PRESERVE   THE    MENSTRUAL   FUNCTION.* 

BY 

HOWARD  KELLY..  M.  D., 

Baltimore,  Md. 
(With  four  illustrations.) 

In  all  nonmalignant  aflfections  of  the  uterus  during  the  period 
of  functional  activity  of  the  sexual  organs,  conservatism  is  the 
ideal  plan  of  treatment.  By  conservatism  I  mean  the  preserva- 
tion of  organs  which  are  in  part  diseased,  but  which  may  recover 
or  which  are  still  capable  of  functional  activity.  I  do  not  mean  the 
preservation  of  normal  structures,  as  in  the  conservation  of  a 
sound  ovary  when  a  uterine  tube  is  diseased  or  when  the  opposite 
side  is  affected  by  an  ovarian  tumor.  Radical  operations  are 
to-day  generally  preferred,  and  there  is  a  marked  reaction  against 
conservatism,  because  the  radical  operation  is  an  easier  perform- 
ance and  is  capable  of  being  reduced  to  a  routine  procedure,  so 
that  it  is  easily  taught,  and  is  much  more  brilliant  as  a  demons- 
tration, the  steps  of  the  operation  proceeding  like  clockwork 
from  start  to  finish.  Conservative  operations,  on  the  other  hand, 
admit  of  no  routine,  being  liable  to  a  great  number  of  variations, 
each  case  in  a  conservative  operation  requiring  special  indi- 
vidual consideration  in  all  its  details.  The  further  difficulty 
with  conservative  operations  is  that  there  can  be  no  such 
well-defined  plan  for  the  prevention  of  hemorrhage  as  we  have 
in  the  radical  operations  where  the  trunk  vessels  are  tied.  Con- 
servatism is  a  plastic  operation  and  calls  for  well  vascularized 
tissues,  while  the  radical  operation  is  exsective  and  cuts  off  the  en- 
tire blood-supply  to  the  organs  at  as  early  a  stage  as  possible  in 
the  operation.  I  read  a  paper  in  this  city  in  the  year  1897  before 
the  American  Medical  Association,  on  "The  Conservative  Treat- 
ment of  Myomatous  Uteri,"  a  plan  which  I  have  consistently 
followed  with  the  utmost  satisfaction  ever  since.  I  desire 
to-day  to  speak  of  another  form  of  conservatism,  namely,  that 
of  keeping  portions  of  the  uterine  body  in  the  case  of  fibroid 
tumors  and  in  certain  hemorrhagic  uteri. 

I  noted  many  years  ago  that  occasionally  one  of  my  fibroid 
tumor  cases  in  which  I  had  left  the  ovaries,  but  in  which  the 
*Read  before  the  American  Gynecological  Society,  May  26-2S,  190S. 
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Uterine  body  had  been  removed  with  the  tumors,  would  show  a 
tendency  to  menstruate  regularly  for  some  months,  and  I  further 
noted  that  these  patients  were  free  from  the  marked  discomforts 
of  the  artificial  menopause  and  were  in  much  better  condition 
than  those  who  had  no  menstruation.  This  relief  was  evident  even 
when  the  periodical  discharge  was  but  slight.  Following  the  hint 
thus  given  by  accident,  I  have  in  selected  cases  proceeded  upon 
the  plan  of  keeping  a  portion  of  the  uterine  body  with  the  mucosa 
above  the  cervix  in  women  who  were  still  menstruating,  in  this 
way  succeeding  in  preserving  regular  menstruation  in  many  cases 
of  nonmalignant  disease  for  the  most  part  treated  to-day  by  a 
cervical  amputation  of  the  uterus  or  even  by  panhysterectomy. 
The  two  classes  of  patients  best  fitted  for  this  plan  of  treatment 
are,  on  the  one  hand,  those  with  fibroid  uteri  not  suitable  for 
myomectomy,  nor  demanding  panhysterectomy,  and,  on  the 
other,  the  large  group  of  subinvoluted  hemorrhagic  uteri.  It  is  a 
sine  qua  non  in  each  case  that  one  or  both  ovaries  must  be  sound 
enough  to  be  retained.  It  is  sufficient  to  retain  a  little  pocket  of 
the  mucosa  within  the  uterus  big  enough  to  lodge  the  end  of  the 
little  finger,  while  more  should  be  kept  if  possible,  with  the  mucosa 
the  corresponding  portion  of  the  muscular  investiture  is  retained. 
The  tissues  so  conserved  are  then  sutured  face  to  face  as  not 
seriously  to  interfere  with  the  blood-supply.  An  amputation 
of  this  sort  is  easily  done  by  simply  cutting  through  the  uterine 
wall  well  above  the  cervix,  starting,  in  other  words,  to  make  a 
high  amputation  in  and  not  below  the  uterine  body.  In  this  way 
one  grades  the  amputations  done  in  utero  from  one  which  is 
barely  made  supracervical  to  one  which  is  done  at  the  very 
fundus  itself  and  is  principally  a  myomectomy.  In  hemorrhagic 
uteri,  whether  normal  in  size  or  subinvoluted,  one  simply 
exsects  the  amount  of  tissue  which  one  estimates  will  be  suf- 
ficient to  cut  down  the  excessive  flow  to  the  normal  amount. 

I  have  practised  two  styles  of  amputation  and  resection  or 
diminution  of  the  body  of  the  uterus,  one  at  right  angles  to  the 
other,  namely:     i.  a  horizontal;  2.  a  vertical. 

Horizontal  resection  is  the  easiest  in  most  fibroid  uteri.  Here 
if  the  amputation  must  be  made  in  the  lower  part  of  the  corpus, 
the  cornua  are  first  tied  off,  the  round  ligaments  are  clamped  and 
severed  from  the  body,  and  the  broad  ligaments  are  detached  in 
their  upper  portion,  while  the  uterine  vessels  are  ligated  prefer- 
ably high  up,  on  a  level  with  the  circular  incision  through  the 
body.     This  leaves  a  stump  well  vascularized.     It  is  not  neces- 
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sary  to  detach  the  vesical  peritoneum  in  such  cases,  as  the  am- 
putation is  done  above  it.  The  stump  should  be  cut  circular  or 
oval  and  a  little  lower  at  the  sides,  and  cupped  out  so  as  to  aid  in 
bringing  the  flaps  together.  The  appearance  of  such  a  stump 
is  that  of  a  large  open  fleshy  calyx.  It  is  sewed  together  with 
stout    catgut,     either     figure-of-8    or     continuous,     the     round 


1  Fig.  I. — .'\nj'cnlarged  uterus  containing  a  fibroid  tumor  on  its  anterior  surface. 
The  t\\o  curved  lines  represent  the  incisions  mafle  to  extirpate  the  tumor  and  resec- 
the  uterus.  For  the  sake  of  demonstration,  let  this  uterus  represent  a  hypert 
irophied,  subinvoluted  uterus,  the  occasion  of  excessive  hemorrhages  in  a  woman 
in  the  thirties. 


ligaments  are  sewed  into  the  stump  at  the  angles  and  the  uterine 
tubes  are  tied  at  their  proximal  ends  so  as  to  avoid  any  pos- 
sibility of  pregnancy.  To  avoid  any  risk  of  intestinal  adhesions 
it  might  be  well  to  detach  the  vesical  peritoneum  and  draw  it 
over  the  top  of  the  sttimp  of  the  uterus,  thus  making  it  extra- 
peritoneal. 

A    vertical    resection    is    best    in    subinvoluted    hemorrhagic 
uteri.     This    form    of   amputation    does   not  reduce  the   length 
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of  the  uterus,  but  diminishes  it  to  hah'  its  size  or  even  less  as 
measured  from  side  to  side.  A  wedge  is  taken  out  of  the  centre 
of  the  uterine  body  beginning  at  the  fundus  and  reaching  down 
to  the  cervix.  One  way  of  doing  this  is  to  grasp  the  uterus  bv 
the  fundus  at  the  centre  with  a  stout  mouse  tooth  forceps  and 
pull  it  well  up  out  of  the  addomen  if  possible  and  imbed  it  on 
all  sides  with  gauze,  while  the  wedge  is  boldly  excised,  as  shown 
m  Fig.  2,  taking  out  about  half  or  even  more  of  the  uterine  bodv 


FiG.   2.— Uterus    incised,  tumor   grasped.     With  the  removal  of   the  tumor  a 
wedge-shaped  piece  is  bemg  taken  out  the  centre  of  the  uterus,  to  reduce  it  in  size. 

with  its  mucosa.  The  two  sides  are  then  approximated  from 
side  to  side  and  closed  with  catgut  sutures.  The  closing  of  the 
wound  in  this  operation  is  not  unlike  the  closure  of  a  hysterotomy 
wound  made  for  the  purpose  of  exploration  of  the  bodv  of  the 
uterus,  which  has  been  practised  for  manv  vears  in  my  clinic 
inaugurated  by  Dr.  W.  W.  Russell.  Uohns  Hopkins  Hospital 
Bulletin,  vol.  xvii,  No.  182,  May,  1906;  "Suprapubic  Hvster- 
otomy  as  a  Means  of  Diagnosis  and  Treatment  of  the  Uterus.") 
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I  find  this  form  of  wedge-shaped  excision  of  the  uterus  of  use  in 
prolapsus  cases  where  the  body  of  the  uterus  is  too  large  and 
heavy.  It  is  particularly  of  value  in  reducing  the  uterus  where 
it  is  the  desire  of  the  operator  to  intercalate  the  uterine  body 
between  the  bladder  and  the  vaginal  wall.  This  would  be  im- 
possible with  some  large  uteri,  but  it  is  easily  done  when  the  organ 
is  in  this  way  reduced  in  size.  I  have  also  used  it  where  I  have 
desired  to  intercalate  the  uterus  in  the  abdominal  wall  for  the 
purpose  of  holding  it  up,  as  done  by  our  fellow  J.  Y.  Sampson 
in  my  clinic. 


YiG.  3. — The  uterus  resected,  by  removing  the  tumor  and  at  least  one-third 
of  the  body  of  the  uterus  with  it.  In  this  case  the  mucosa  on  each  side  has  not 
been  left,  so  that  there  is  no  possible  communication  between  the  uterine  tubes 
above  and  the  little  uterine  cavity  left  below,  above  the  internal  os. 


As  I  have  stated,  the  amputation  carried  out  by  either  of  these 
methods  leaves  a  little  uterus,  a  utriculus,  which  continues  to 
menstruate  moderately,  and  obviates  the  unpleasant  sequelae 
of  the  more  radical  operations.  I  have  seen  no  cases  of  sup- 
puration or  breaking  down  of  these  wounds,  there  has  been  no 
case  of  hematometra  and  no  case  of  pregnancy.  Pregnancy  is, 
of  course,  not  possible  in  the  horizontal  section;  it  might  take 
place  in  a  vertical  section  if  the  uterine  tubes  were  not  tied  and 
cut  off.  What  would  happen  in  case  of  pregnancy  with  such  a 
reduced  uterus  I  do  not  know.  I  think  there  is  little  risk  of  the 
return  of  the  disease  in  fibroid  uteri,  as  the  flaps  made  in  the 
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lower  part  of  the  body  are  so  easily  felt  that  any  seedling  tumors 
would  be  recognized  at  once. 

I  find  in  looking  over  the  literature  that  my  suggestion  as  to 
the  horizontal  amputation  in  fibroid  uteri  has  been  confirmed  by 
work  done  by  Zweifel  (Centralb.  f.  Gyn.,  1899,  No.  21,  p.  616) 
who  "  recommends  leaving  a  larger  uterine  stump  in  hysteromyo- 
mectomy,  and  as  much  as  possible  of  the  lower  part  of  the  uterus, 
with  some  of  the  mucosa,  which  he  calls  resection  of  the  uterus, 
in  place  of  amputation.     The  round  ligaments  are  sewn  onto 


Fig.  3. — The  resected  uterus  shown,  about  two-thirds  its  original  size,  resection 
having  removed  all  of  the  mucosi.  of  the  upper  part  of  the  uterus.  In  some  cases 
the  mucosa  is  kept  at  the  s)des  so  that  the  tubal  orifices  open  into  a  small,  narrow 
uterine  cavity. 


the  stump,  while  the  tube  is  left  outside  to  avoid  the  possibility 
of  pregnancy.  The  stump  is  covered  with  peritoneum  and  the 
whole  appears  like  a  multiparous  uterus.  Zweifel  used  this 
method  in  three  cases." 

P.  G.  Spinelli  {Archiv.  Italiano  di  Ginecologia,  vol.  iii,  1900,  p. 
193)?  following  Zweifel,  "practised  conservative  operation,  pre- 
serving as  much  as  possible  of  the  uterine  wall  and  the  mucosa 
above  the  level  of  the  cervix.  He  sometimes  made  his  amputa- 
tion by  leaving  more  of  the  posterior  or  more  of  the  anterior  wall 
of  the  uterus,  according  to  the  remainder  being  more  or  less 
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involved  in  the  tumors.  In  four  observations  the  patients 
menstruated  regularly,  in  one  the  menstruation  was  sparse. 

A.  Doran  (London  Obst.  Trans,  vol.  xlvii,  1905,  p.  363),  "in  a 
series  of  sixty  cases  of  subtotal  hysterectomy  with  after  histories, 
devotes  special  attention  to  leaving  one  or  both  ovaries  if  sound 
at  the  time  of  operation,  and  to  amputate  the  uterus  well  above 
the  OS  internum  and  saving  some  of  the  endometrium,  with  a 
view  of  preserving  the  menstrual  function.  In  seven  out  of 
eight  cases  where  one  ovary  was  saved  in  this  wa}-,  the  catamenia 
continued  regular,  and  in  two  out  of  three,  where  both  ovaries 
were  saved,  they  continued  regular."  Doran  remarks  that  "in 
many  cases  where  some  endometrium  was  spared  in  this  manner, 
the  period  became  irregular  and  never  reappeared.  This  was 
due  to  the  fact  that  the  endometrium  was  diseased  or  became 
damaged  during  the  operation,  or  in  the  process  of  cicatrization." 
He  savs  that  "flaps  in  the  uterine  wall  without  endometrium  are 
insufficient  guarantees  against  severe  menopause  symptoms." 

I  am  not  aware  that  the  vertical  resection  has  been  practised 
or  that  resection  has  been  done  in  cases  other  than  fibroid  uteri. 

I  follow  this  with  a  list  of  my  own  cases,  giving  several  which 
appear  to  me  typical  of  the  advantages  to  be  secured,  from  a 
vertical  resection  where  there  have  been  hemorrhages,  and  from 
a  horizontal  resection  where  there  was  a  large  fibroid  uterus. 

Case  I.— Mrs.  P.     J.  H.  H.,  No.  9682. 

Diagnosis.- — Relaxed  vaginal  outlet  and  subinvolution  of  the 
uterus. 

Operation.— Resection  of  uterus  and  repair  of  relaxed  vaginal 
outlet. 

Patient  aged  thirty-nine,  three  children,  no  miscarriages.  There 
is  no  note  of  menstruation  other  than  that  there  is  no  pain.  For 
one  and  one-half  years  there  has  been  almost  constant  pain 
across  the  lower  abdomen,  and  several  acute  attacks  of  pain  ra- 
diating from  the  right  iliac  region. 

The  pelvic  examination  showed  a  relaxed  vaginal  outlet  and 
a  large  subinvoluted  uterus. 

To  reduce  the  size  of  the  uterus,  a  wedge-shaped  piece  was 
removed  from  the  centre  (vertical  resection),  the  piece  removed 
being  about  3  cm.  in  thickness  and  extending  to  the  internal  os, 
and  then,  with  twenty-two  catgut  sutures  in  all,  the  two  halves 
were  sewn  together,  the  stitches  not  including  the  endometrium. 
The  relaxed  vaginal  outlet  was  then  repaired. 

The  patient  made  a  rapid  and  uneventful  recovery.  There  is 
no  note  as  to  whether  or  not  menstruation  occurred  before  the 
patient  left  the  sanatorium.  A  letter  sent  six  years  afterward 
stated  that  the  menstruation  had  been  regular  and  slightly  di- 
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minished  in  amount.  The  patient  had  been  free  from  pain,  and 
the  general  health  excellent. 

Dr.  J.  B.  Winfield,  her  physician,  writes:  "From  being  an  in- 
valid Mrs.  P.  has  been  a  robust  woman  without  a  trace  of  her 
old  nervous  trouble,  insomnia,  etc." 

Case  II.— Mrs.  B.     Sanatorium,  No.  1449. 

Diagnosis. — Menorrhagia. 

Operation. — High  amputation  of  body  of  uterus. 

Patient  aged  twenty-nine,  no  children,  no  miscarriages.  !Men- 
struation  always  regular  but  profuse,  lasting  five  to  seven  days. 

About  two  vears,  ago,  shortlv  after  a  dilatation  and  curettage 
had  been  done,  the  patient  commenced  to  have  profuse  hemor- 
rhage, lasting  ten  days  to  three  weeks  at  the  time  of  her  men- 
struation. She  complained  of  pain  in  the  back  and  indigestion. 
She  had  lost  weight  and  was  anemic,  the  hemoglobin  being  60 
per  cent. 

A  dilatation  and  curettage  was  done.  The  endometrium  was 
normal  and  no  cause  for  the  hemorrhage  found,  so  three  months 
afterward  the  abdomen  was  opened,  both  tubes  were  found  dis- 
tended with  pus  and  the  ovaries  slightly  adherent.  The  uterus 
was  bisected  and  removed  by  a  high  amputation,  leaving  enough 
body  to  allow  for  menstruation  (horizontal  amputation).  Both 
uterine  tubes  were  removed  and  the  ovaries  left  in. 

The  patient  had  a  good  convalescence.  There  is  no  note  as 
to  whether  or  not  menstruation  returned  while  in  the  hospital. 
She  has  since  heen  heard  from  on  several  occasions,  and  writes: 
■  My  operation  was  a  perfect  success."  Her  menses  are  regular, 
without  pain,  lasting,  however,  eight  to  ten  days  with  moderate 
flow.  They  kept  up  for  four  and  one-half  years  when  they  ceased 
suddenly  and  have  not  since  returned. 

Case  III. — IMrs.  A.     Sanatorium,  No.  1542. 

Diagnosis. — Uterine  hemorrhage. 

Operation. — Hysterectomy  (high  amputation).  Removal  of 
portion  of  left  ovary. 

Patient  aged  thirty-five,  has  had  four  children.  Menstruation 
quite  normal  up  to  eight  years  ago  when  it  became  very  profuse. 
Four  years  ago  the  patient  was  operated  upon;  a  ventral  suspen- 
sion of  the  uterus,  a  resection  of  the  left  ovary  for  hematoma,  and 
a  repair  of  a  relaxed  vaginal  outlet  being  done.  The  pain  of 
which  the  patient  complained  was  not  relieved,  the  bleeding  has 
continued,  and  become  worse.  There  is  headache,  palpitation 
of  the  heart,  constipation.     The  hemoglobin  is  j^  per  cent. 

On  examination  the  right  kidney  is  movable  to  the  third 
degree.  There  is  a  slightly  relaxed  vaginal  outlet.  The  fundus 
is   large   and    soft   and   freely   movable   the   adnexa   normal. 

At  the  second  operation  a  few  omental  adhesions  were  encoun- 
tered and  there  was  a  suspensory  ligament  about  3  cm.  long  on 
the  fundus  uteri,  allowing  considerable  motion.  The  fundus  was 
split  and  the  mucous  membrane  found  apparently  thickened.  A 
high  amputation  of  the  uterus  was  then  made,  leaving  the  lower 
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part  of  the  body  and  the  stump  closed  over  from  side  to  side  with 
catgut,  and  the  whole  closed  over  with  peritoneum.  A  portion 
of  the  uterine  end  of  the  ovary  was  removed.  The  pathological 
report  later  was  glandular  hypertrophy  of  the  endometrium. 

The  patient  did  well  and  menstruated  twice  before  leaving 
the  sanatorium,  and  now,  five  years  after  operation,  WTites  that 
her  general  health  is  very  good.  At  times  she  suffers  from  ner- 
vousness, headache,  and  dizziness.  She  had  for  two  years  a 
slight  discharge  each  month,  but  since  then  there  has  been  none. 

Case  IV.— Mrs.  K.     J.  H.  H.,  No  12530. 

Diagnosis.     Menorrhagia. 

Operation. — Vertical  resection  of  fundus  uteri. 

Patient  aged  twenty-eight  years.  One  year  before  her  present 
admission,  because  of  profuse  bleeding  during  menstruation, 
the  patient  had  a  dilatation  and  curettage  done,  which  for  the 
time  being  relieved  the  condition ;  seven  months  ago  there  w' as  an- 
other attack  of  severe  bleeding,  and  at  each  succeeding  men- 
struation, there  have  been  sharp  and  dull  pains  in  the  back 
and  hips,  with  some  pain  in  between  her  periods.  There  have 
been  frequent  severe  headaches  and  also  some  leucorrhea. 

The  pelvic  examination  was  negative,  but  for  some  pain  on 
deep  pressure  in  both  lateral  regions. 

Through  a  Pfannenstiel  incision,  which  gave  excellent  exposure 
a  large  but  normal  appearing  uterus  was  brought  up  and  verti- 
callv  incised  for  examination.  Nothing  was  found  to  account 
for  the  hemorrhages,  so  a  wedge-shaped  portion  on  each  side  of 
the  incision  was  removed  to  the  level  of  the  internal  os,  removing 
with  it  practically  all  of  the  uterine  mucosa,  and  the  two  halves 
of  the  uterus  then  united  with  catgut.  At  the  end  of  the  opera- 
tion both  uterine  cornua  were  in  close  approximation. 

The  patient  was  discharged  completely  relieved  and  in  good 
condition.     She  did  not  menstruate  while  in  the  hospital. 

A  letter  three  years  after  the  operation  states  that  her  men- 
struation has  been  irregular,  at  times  three  to  six  months  apart, 
about  normal  in  amount;  she  does  not  complain  of  pain  during 
menstruation,  and  her  health  is  fair,  though  at  times  there  is 
some  pain  in  the  back. 

Case  V.— Mrs.  S.     J.  H.  H.,  No.  13722. 

Diagnosis. — Metrorrhagia. 

Operation. — Hysterotomy  with  vertical  resection  of  a  portion  of 
the  uterus.  This  patient,  aged  forty-three,  has  had  three  chil- 
dren, youngest  eleven  years  old.  She  was  operated  upon  six  years 
ago,  when  she  had  a  dilatation  and  curettage  and  suspension 
of  the  uterus  by  the  round  ligaments.  Since  the  operation  she 
has  had  metrorrhagia,  bleeding  at  frequent  intervals  and  at  times 
profusely,  passing  large  clots.  The  bleeding  is  associated  with 
dull  aching  pain  in  the  back.  Menstruation  has  been  regular, 
every  four  weeks,  of  from  four  to  five  days'  duration,  associated 
with  some  pain,  particularly  marked  for  the  first  two  days. 

Pelvic  examination  showed  the  uterus  large,  in  ante-position, 
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with  movements  slightly  restricted.  There  were  also  a  few  adhe- 
sions about  the  ovaries. 

A  dilatation  and  curettage  was  done,  the  endometrium  re- 
moved being  about  normal  in  amount,  the  pathological  report 
showing,  however,  some  endometritis.  Because  of  the  bleeding 
and  large  size  of  the  uterus,  an  exploratory  operation  was  done. 
There  were  slight  adhesions  about  each  ovary,  and  a  small  tubo- 
ovarian  cyst  on  the  right  side.  The  uterus  was  large,  measuring 
6.5  X  6  cm.  laterally  and  antero-posteriorly,  the  walls  being  mark- 
edly hypertrophied. 

The  uterus  was  brought  up,  packed  about  with  gauze,  and 
opened  in  the  middle  line  well  down  to  the  level  of  the  internal 
OS,  and  a  slice  then  removed  from  either  half,  reducing  the 
uterus  in  size  to  4x5  cm.  The  two  halves  were  then  sewn 
together. 

The  convalescence  was  rapid  and  uneventful.  After  operation 
the  uterus  was  in  good  position.  There  was  slight  thickening 
in  both  broad  ligaments. 

A  letter  one  year  after  operation  states  that  the  patient  has 
menstruated  irregularly,  with  slight  pain  the  first  two  days. 
Her  general  health  is  good  save  for  nervousness. 

Case  VL — Mrs.  G.     Sanatorium,  No.  23S2. 

Diagnosis. — Myoma  uteri.     Menorrhagia. 

Operation. — Hystero-myomectomy  with  high  amputation. 

Patient  aged  thirty-four,  two  children  and  one  miscarriage. 
Menstruation  began  at  ten  years,  has  always  been  irregular, 
with  some  pain,  and  lasting  at  times  for  two  weeks. 

For  two  years  there  had  been  noted  swelling  in  the  abdomen, 
pressure  on  the  bladder  and  bowels.  Indigestion  and  weakness 
from  loss  of  blood.  Hemoglobin,  40  per  cent.  Headache  and 
constipation. 

At  operation  the  uterus  containing  a  myoma  about  the  size  of  a 
child's  head  was  removed  by  making  a  high  amputation,  leaving 
the^lower  portion  of  the  body  of  the  uterus  and  leaving  in  both 
ovaries.  The  top  of  the  uterine  stump  was  then  sewn  together 
with  catgut,  and  both  round  ligaments  sewn  into  the  angles 
of  the  stump.  The  vesical  peritoneum  was  drawn  over  the 
entire  line  of  sutures,  so  making  a  clean  pelvis. 

During  convalescence  a  double  phlebitis  occurred  and  was 
slow  to  improve.  This,  however,  entirely  subsided.  Menstrua- 
tion returned  and  was  normal  when  in  the  hospital.  The 
patient  writes  one  year  later  that  she  has  never  been  so  well,  has 
gained  thirty  pounds.  Her  menstruation  is  regular  every 
twenty-eight  days,  without  pain,  and  lasts  only  four  days,  there 
being  very  little  flow  during  the  last  two.  She  is  delighted  with 
what  has  been  done. 

Case  VH.— Mrs.  G.     J.  H.  H.,  No.  13799. 

Diagnosis. — Menorrhagia. 

Operation. — Vertical  resection  of  the  uterus. 

Patient  aged  thirty-two,  has  had  nine  children  and  three  mis- 
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carriages.  Her  menstruation  has  been  regular  every  four  weeks, 
but  since  her  first  child  eleven  years  ago,  it  has  been  more  profuse, 
lasting  from  five  to  six  days.  Six  months  ago  the  patient  had  a 
dilatation  and  curettage  and  was  advised  to  return  for  a  more 
radical  operation.  The  menstruation  has  since  become  more 
profuse  and  lasts  seven  to  eight  days. 

The  pelvic  examination  showed  some  relaxation  of  the  outlet. 
The  uterus  was  enlarged  and  in  descensus,  freely  movable,  and 
the  lateral  structures  normal. 

Through  a  median  incision  the  uterus  was  drawn  out,  packed 
about  with  gauze,  and  then  while  both  broad  ligaments  were 
clamped  with  thumb  and  fingers  to  control  the  bleeding,  a  large 
vertical  wedge  of  the  uterus  was  removed,  the  resection  reaching 
the  level  of  the  internal  os,  practically  the  whole  central  uterine 
cavity  being  removed.  The  two  halves  were  then  sewn  together 
with  interrupted  figure-of-8  catgut  sutures,  and  the  proximal 
ends  of  the  tubes  tied  off  with  silk  to  prevent  future  pregnancy. 
The  appendix  which  was  stuffed  but  otherwise  normal  was 
removed.  The  pathological  report  of  the  tissue  removed 
showed  normal  endometrium,  slightly  hypertrophied  muscle, 
and  slight  glandular  enlargement. 

The  patient  was  discharged  in  excellent  condition  and  much 
improved  bv  her  operation.  The  uterus  was  about  normal  in 
size,  and  had  become  suspended  to  the  abdominal  wall.  She  did 
not  menstruate  while  in  the  hospital  after  operation. 

The  patient  has  often  come  to  the  dispensary;  since  her  opera- 
tion her  menstruation  is  normal  in  amount,  irregular  at  times, 
with  pain  the  first  two  days,  the  flow  lasting  four  to  five  days. 
She  has  been  greatly  improved. 

Case  VIIL— Mrs.  H.     J.  H.  H.,  No.  14241. 

Diagnosis. — Pelvic  inflammatory  disease  (chronic);  double 
hvdrosalpinx,  chronic  appendicitis. 

Operation. — Double  salpingectomy.  Vertical  resection  of 
fundus  uteri.  Suspension  of  the  uterus  by  the  round  ligaments. 
Suspension  of  both  ovaries.     Appendectomy. 

Patient  aged  thirty-six,  two  children,  two  miscarriages. 
Thirteen  years  ago  the  outlet  was  repaired,  and  ten  years  ago 
an  extrauterine  pregnancy  was  removed  per  vaginam.  For 
five  vears  menstruation  has  been  prolonged,  lasting  two  weeks, 
with  headaches  at  onset  and  on  cessation  of  menses,  clots  have 
always  been  passed. 

Examination  showed  the  right  kidney  palpable,  uterus  en- 
larged, in  anteposition  and  somewhat  fixed;  ovary  on  right  side 
tender  and  slight  mass  in  both  uterine  tubes. 

Through  a  median  incision,  both  tubes  which  were  filled  with 
clear  fluid,  the  fimbriated  ends  closed,  were  freed  and  resected. 
The  round  ligaments  and  uteroovarian  ligaments  were  then  cut 
from  their  attachment  to  the  uterus,  and  about  one-third  of  the 
fundus  uteri  resected  by  removing  a  wedge-shaped  piece  extend- 
ing   to    the    internal    os.     The   endometrium    was   profuse;    the 


KELLY:    RESECTION    OF    THE    UTERUS.  581 

pathological  report  later  showed  glandular  hypertrophy.  The 
two  sides  of  the  uterus  were  then  united  by  interrupted  catgut 
sutures,  and  the  round  ligaments  together  with  the  uteroovarian 
ligaments  were  brought  back  of  the  fundus  and  sutured,  so 
keeping  the  uterus  and  ovaries  in  good  postion.  The  appendix 
was  then  removed. 

The  patient  left  the  hospital  in  excellent  condition,  men- 
struating once  while  there  and  this  normal  in  amount. 

A  letter  received  one  year  later  states:  menstruation  is  regular 
within  one  or  two  days  every  month.  It  lasts  six  days,  the  first 
three  quite  profuse,  and  the  remaining  three  scanty.  There  is 
only  slight  headache.  Her  general  health,  but  for  bowel  trouble, 
has  been  good. 

Case  IX. — Miss  J.     Sanatorium,  No.  2621. 

This  patient  was  admitted  to  the  Sanatorium  in  1900.  She 
was  then  twenty-nine  years  old.  Her  menstruation  had  been 
regular  every  three  weeks,  associated  with  much  pain,  profuse 
discharge,  duration  of  bleeding  being  six  to  seven  days.  The 
pain  which  had  increased  during  the  last  year  was  described  as  a 
constant  dull  ache,  with  sharp  paroxysms.  A  dilatation  and 
curettage  was  done  and  the  abdomen  opened,  when  a  small 
myoma  about  3  cm.  in  diameter  was  found  on  the  posterior 
right  uterine  horn.  A  typical  myomectomy  was  done,  and  the 
uterus  opened  and  examined  and  no  other  myomata  found, 
though  there  was  excessive  endometrium  which  had  not  been 
removed  by  curettage  from  below.  The  patient  made  an  unin- 
terrupted convalescence. 

About  eight  months  later  the  severe  bleeding  returned  with 
menstruation,  and  she  was  admitted  to  the  Sanatorium  on  this 
and  on  several  other  occasions,  when  a  dilatation  and  curettage 
was  done  or  she  was  treated  without  operation. 

In  December,  1907,  she  returned,  and  it  was  found  that  there 
was  a  recurrence  of  myomata.  The  abdomen  was  opened  and  a 
number  of  myomata  seen,  one  on  the  anterior  face  of  the  fundus 
which  was  the  size  of  a  hen's  egg,  very  soft  in  consistency,  one 
the  size  of  a  marble,  situated  in  the  cervix,  and  several  smaller 
myomata  in  different  parts  of  the  uterus.  The  uterus  was  laid 
wide  open  by  a  vertical  incision  exposing  the  canal,  and  several 
myomata  were  dug  out  and  a  large  part  of  the  fundus  resected 
on  both  sides  of  the  incision,  although  most  of  the  canal  was  left 
in.  The  two  halves  of  the  uterus  were  then  sewn  together  with 
figure-of-8  sutures.  The  appendix  was  removed.  The  patient 
did  well  and  was  discharged  in  good  condition. 

An  afternote  shows  that  the  menstruation  has  been  moderatelv 
free,  regular  every  twenty-eight  days,  with  no  headaches,  from 
which  she  had  suffered  intensely  for  a  few  periods  after  the 
operation. 

1418  EuTAW  Place. 
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(With  two  illustrations.) 

Man  and  other  animals  often  give  birth  to  strangely  abnormal 
or  deformed  creatures.  Many  attempts  to  explain  the  cause  of 
these  beings  have  given  rise  to  the  wildest  superstitions  in  the 
minds  of  ignorant  people.  The  curse  of  the  gods  or  supernatural 
powers  and  lunar  influences  as  is  indicated  by  the  name  monster, 
meaning  moon-calf,  were  for  a  long  time  universally  accepted 
causes.  The  Greek  physicians,  however,  ascribed  them  to  nat- 
ural causes,  but,  as  Mall  (1908)  states,  this  belief  was  gradually 
displaced  in  the  Dark  Ages  by  the  one  that  monsters  were 
hybrids  of  bestial  origin,  a  theory  which  was  finally  overthrown 
in  the  eighteenth  century. 

The  theory  that  maternal  impressions  by  affecting  the  offspring 
causes  it  to  develop  into  a  monster  is  equally  as  fanciful  and  un- 
scientific as  any  of  the  above,  yet  to-day  it  has  a  world-wide  army 
of  believers,  some  of  whom  are  members  of  the  medical  profes- 
sion. This  ridiculous  theory  has  been  repeatedly  attacked  and 
refuted  to  the  satisfaction  of  all  scientific  thinkers.  The  layman, 
however,  still  holds  to  the  superstition  and  many  women  during 
gestation  surround  themselves  with  beautiful  paintings  and  flow- 
ers in  order  that  the  child  may  be  comely  in  appearance  and 
esthetic  in  its  tastes.  While,  on  the  other  hand,  we  have  almost 
all  seen  exhibited  the  dog-faced  boy  or  the  hog-child  and  like 
monsters  which  are  supposed  to  have  been  caused  by  a  fierce  dog 
in  one  case  or  a  wild  boar  in  the  other  attacking  the  mother  while 
the  child  was  in  utero.  No  one  doubts  that  a  violent  shock  re- 
ceived by  the  mother  which  would  affect  her  physical  condi- 
tion might  cause  the  fetus  to  suffer  in  its  development,  but  this 
is  due  to  arrest  in  circulation  and  nutrition  or  mechanical  injury 
and  shock,  and  the  ill  effect  on  the  fetus  is  in  no  sense  due  directly 
to  the  psychical  impressions  received  by  the  mother. 

What,  then,  are  the  causes  underlying  the  origin  of  monsters? 
The  teratologists  of  to-day  agree,  I  believe,  in  recognizing  two 
causes  of  these  abnormal  forms.  In  the  first  case  the  abnormality 
may  be  of  germinal  origin,  i.e.,  due  to  defective  germ  cells  or  to 
a  variation  from  the  normal  in  either  the  germinal  elements  sup- 
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plied  by  one  or  both  parents.  The  abnormaUties  are  in  such 
cases  hereditary,  as,  for  example,  albinism,  certain  legless  con- 
ditions, and  Polydactyly.  These  forms  are  not  always  referred 
to  as  monsters,  but  more  commonly  as  sports;  the  former  term 
being  applied  to  individuals  more  decidedly  deformed;  I  use  the 
term  monster  in  the  preceeding  sentence  merely  as  referring  to 
unusual  forms.  In  the  second  place,  true  monsters  arise  from 
normal  ova  which  have  been  developed  under  abnormal  condi- 
tions or  unusual  external  influences.  Here  are  included  almost 
all  the  monsters  of  common  parlance;  for  example,  amorphous 
forms,  double  monsters,  spina  bifida,  cauda  bifida,  dicephalus, 
Cyclopean,  etc.  In  a  recent  paper  H.  H.  Wilder  (1908)  has  tried,' 
to  show  that  many  of  these  forms  were  due  to  the  development 
of  abnormal  or  unusual  germs.  I  believe,  however,  that  they 
may  be  most  satisfactorily  explained  as  resulting  from  the  action 
of  external  influences  during  development,  and  in  the  following 
pages  I  shall  cite  experiments  of  my  own  as  well  as  those  of  some 
other  workers  which  strongly  support  this  position. 

Mall  (1908)  states  in  his  recent  comprehensive  treatise  on  the 
origin  of  human  monsters  that,  "it  is  my  purpose  to  demonstrate 
that  all  monsters  are  produced  by  external  influences  upon  nor- 
mal ova  which  affect  the  nutrition  of  the  embryos  due  to  faulty 
implantation  of  the  ovum.  That  the  power  to  become  a  monster 
is  present  in  every  ovum  is  fully  demonstrated  by  experiments 
upon  a  variety  of  vertebrates  as  well  as  by  all  of  my  pathological 
ova,  especially  those  obtained  from  tubal  pregnancies." 

Mall  makes  a  strong  case  toward  proving  that  almost  all 
human  monsters  result  from  faulty  placentation.  He  shows  that 
the  deformed  abortions  occurring  in  syphilitic  and  otherwise 
diseased  mothers  are  the  products  of  such  a  cause  since  the  wall 
of  the  uterus  does  not  properly  perform  its  function.  In  tubal 
pregnancies  where  a  perfect  placental  formation  is  impossible 
the  embryo  early  becomes  deformed.  In  all  of  these  cases  the 
deformity  of  the  embryo  is  due  to  the  inefficiency  of  the  placental 
circulation  and  transfusion  so  that  the  embrvo  is  poorly  nourished. 
In  some  other  cases  certain  toxic  substances  affect  the  fetus. 

The  developing  embryo  must  be  regarded  as  a  delicate  living 
mechanism  which  readily  deviates  from  the  normal  in  response 
to  strange  conditions.  While  everyone  recognizes  the  fact  that 
variations  often  occur  in  the  unfertilized  ovum  and  spermatozoon, 
it  is  difficult  to  realize  how  anyone  is  willing  to  attribute  such 
monstrous  conditions  as  cyclopia,  dicephali,  and  double  monsters 
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to  these  variations  when  there  is  no  evidence  in  support  of  such 
a  view,  while  modern  experiments  demonstrate  their  ready 
production  in  many  different  vertebrates  by  means  easily 
available  in  nature. 

In  the  recent  paper  of  Wilder  (1908),  referred  to  above,  he  de- 
vises a  most  ingenious  system  of  arranging  certain  types  of  mon- 
sters .n  series  which  includes  the  normal  individual.  The  regular 
or  "orderly"  manner  in  which  the  members  of  these  "cosmo- 
biotic  series"  develop  has  led  Wilder  into  the  error  of  thinking 
such  abnormal  forms  due  directly  to  some  abnormal  variation 
within  the  germ  cells  from  which  they  arose,  instead  of  the  action 
of  any  unusual  external  influence  upon  the  egg  after  develop- 
ment had  started.  To  illustrate  such  a  cosmobiotic  series  con- 
cretely, we  may  begin  with  a  cyclopean  monster  having  one 
median  eye  and  the  nose  in  the  forehead  above  the  eye,  and  pass 
through  a  scale  of  individuals  with  the  median  eye  showing  a 
marked  double  composition,  then  separating  into  two  approxi- 
mated eves,  then  into  two  eyes  unusually  close  together  with  the 
narrow  nose  coming  down  between  them,  then  to  the  normal  or 
ordinary  face.  Continuing  beyond  this  we  get  various  steps  in 
the  formation  of  two  heads  with  three  eyes,  the  adjacent  right 
and  left  eyes  of  each  component  being  united,  and  finally  we  reach 
a  two-headed  monster  w  th  four  eyes.  A  similar  series  may  be 
arranged  to  include  the  normal  individual  and  forms  show'ngthe 
various  degrees  of  duplicity  found  among  double  monsters  and 
finally  two  independent  duplicate  twins.  Such  monsters  as  these 
Wilder  believes  are  due  alone  to  modifications  in  the  germinal 
components  from  which  they  develop.  On  the  other  hand, 
the  present  paper  will  treat  just  these  types  of  monsters  to  show 
that  they  are  the  outcome  of  unusual  external  conditions  which 
act  on  the  developing  embryo,  and  I  have  produced  a  "cosmo- 
biotic series"  experimentally  which  presents  individuals,  just  as 
typical  as  any  that  have  been  observed  in  nature. 

A  careful  study  of  Dr.  Wilder's  fascinating  paper  will  show 
that  he  has  no  direct  proof  for  his  idea  that  these  monsters  are 
of  germinal  origin,  and  the  strongest  evidence  that  he  can  put 
forward  is  contained  in  the  following  paragraph:  "That  such  a 
complete  series  may  be  made  by  the  use  of  both  normal  and 
abnormal  types,  while  not  in  itself  constituting  a  proof  of  any 
real  relationship  between  them,  is  still  highly  suggestive  of  a 
similar  cause  at  the  basis  of  all,  and  that  one  which  is  funda- 
mental, most  probably  existing  in  the  germ  itself.     The  exact 


STOCKARD:    the    origin    of    certain    types    of    ilONSTERC.     585 

similarity  of  form,  even  to  minute  anatomical  details,  between 
parts  of  the  same  degree  of  development  in  both  defective' 
and  'excessive'  monsters  (monstra  in  defectu  et  monstra  in 
exce'^sti  of  the  older  teratologists),  leads  to  the  conclusion  that 
both  sorts  of  monsters  are  due  to  the  same  cause  or  kind  of  cause, 
and  that  they  should  be  considered  together  in  any  general  treat- 
ment of  the  subject,  especially  in  all  discussions  concerning  the 
cause  of  these  monsters."  He  states  in  the  conclusions,  page 
428,  a  strong  belief  that  the  natural  causes  of  abnormal  cosmobia 
affect  the  formation  of  the  germ  before  and  after  fertilization. 
It  must  be  remembered  here  that  in  a  strict  sense  germinal 
variations  take  place  before  fertilization.  Abnormal  actions 
which  originate  after  the  Q.gg  is  fertilized  and  beginning  develop- 
ment are  not  germinal  variations,  but  are  responses  to  unusual 
stimuli  acting  upon  the  developing  o^gg.  Of  course,  it  is  under- 
stood that  a  variation  present  in  the  germ  may  not  manifest 
itself  until  late  in  development,  necessarily,  in  fact,  until  the 
organ  which  is  to  vary  has  been  formed,  yet  the  variation  itself 
originated  in  the  ovum  or  spermatozoon  before  development 
started.  There  must  be  a  limit  to  the  time  at  which  germinal 
variations  may  occur  and  I  consider  the  beginning  of  develop- 
ment, the  first  cleavage,  this  limit.  Germinal  variations  may 
occur  within  the  germ  cells  of  either  parent  before  fertilization, 
but  after  development  begins  germinal  variations  may  then  take 
place  only  in  the  primordial  germ  cells  of  the  developing  in- 
dividual. Thus  whenever  an  experimenter  using  an  egg  which 
had  developed  normally  to  the  first  cleavage  causes  an  abnormal 
form  to  result  by  some  artificial  means  he  in  no  sense  causes  the 
monster  by  inducing  a  germinal  variation,  but  produces  a 
modified  development.  Any  type  of  monster  that  may  be  so 
produced  is  not  in  that  case  due  to  germinal  variations,  it  matters 
not  how  orderly  its  development.  When  the  experimenter,  on 
the  other  hand,  subjects  the  parents  carrying  their  germ  cells 
to  strange  conditions,  and  subsequently  these  parents  produce 
offspring  possessing  a  transmitable  character  which  is  new  to  the 
species,  then  it  may  be  said  that  he  has  artificially  induced  a 
germinal  variation,  but  successful  experiments  of  this  kind  are 
extremely  rare. 

MONSTRA  IN  DEFECTU. 

For  the  past  several  years  I  have  made  a  study  of  the  influences 
of  strange  external  conditions  on  development.     It  has  been 
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possible  by  the  use  of  lithium  salts  (1906)  to  cause  the  eggs  of  the 
fish,  Fundulus  heteroclitus,  to  form  embryos  with  cauda  bifida 
and  certain  cephalic  defects  closely  resembling  deformities  in 
the  human  fetus.  These  defects  are  generally  considered  to  be 
due  to  unfavorable  conditions  of  development. 

The  eggs  of  Fundulus  develop  into  various  monstrous  forms 
when  subjected  to  the  action  of  many  diff"erent  metals,  but  no 
definitely  specific  monster  has  been  found  to  result  from  a  given 
metal  save  in  the  case  of  magnesium. 

When  the  eggs  are  treated  with  certain  strength  solutions  of 
MgCl2  or  Mg(N03)2  in  sea-water  many  of  them  form  with 
remarkable  regularity  embryos  having  the  cyclopean  defect. 
These  one-eved  monsters  are  at  times  formed  in  50  per  cent. 


VII 


VIII 


Fig.  I. — Face  views  of  a  series  of  fish  monsters  produced  by  treating  eggs  with 
magnesium  sahs.  I  to  VI  show  the  various  degrees  of  the  cyclopean  defect  from 
an  eyeless  condition  to  deeply  buried  eye,  "single-eye,"  compound  eye,  double  eye, 
and  eyes  unusually  near  together.  VII,  normal;  VIII,  an  incompletely  double- 
headed  monster  with  three  eyes  and  a  fourth  crystalline  lens 


of  the  eggs.  The  different  individuals  show  all  degrees  of  the 
defect  (Fig.  i)  from  those  in  which  the  eyes  are  unusually  close 
together  to  others  with  two  approximated  eyes,  or  one  large 
double  eye  or  a  normal-sized  eye  showing  no  trace  of  its  double 
composition  and  finally  others  have  an  extremely  small  ill-formed 
cyclopean  eye  in  the  anterior  tip  of  the  head  with  its  lens  bulging 
forward. 

Many  of  the  cvclopean  embryos  are  perfect  in  all  other  respects 
so  far  as  a  careful  microscopic  study  of  them  in  toto  and  sections 
has  revealed,  except  that  the  mouth,  which  is  normally  anterior, 
here  hangs  ventrally  as  a  proboscis-like  structure,  its  anterior 
position  having  been  usurped  by  the  cyclopean  eye.  These 
strange  embryos  hatch  in  the  usual  manner  and  swim  about  in 
all  respects  as  actively  and  well  as  do  ordinary  young  fish. 
(Figs.  2-6.)     They  give  evidence  of  being  able  to  see  with  the 
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Fig.  2. — A  normal  Fundulus  embryo  five  days  after  hatching;  M,  its  anteriorly 
placed  mouth. 

Fig.  3. — Similar  einbryo  except  that  the  eyes  are  approximated  anteriorly. 

Fig.  4. — Dorsal  view  of  a  typical  cyclopean  fish. 

Fig.  5. — Lateral  view  of  same;  M,  the  proboscis-like  mouth  ventrally  placed, 
its  anterior  position  being  occupied  by  the  cyclopean  eye. 

Fig.  6. — Ventral  view  of  same;  ys,  yolk-sac. 
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single  Cyclopean  eye  and  avoid  objects  placed  in  their  line  of 
vision  as  readily  as  do  two-eyed  individuals. 

The  Cyclops  monsters  live  for  a  week  or  ten  days  swimming 
actively  about,  and  after  this  time  the  food  stuff  contained  in  the 
yolk-sac  has  become  exhausted  and  they,  like  the  normal  young 
fish,  die  of  starvation,  since  I  made  no  attempt  to  discover  a 
means  of  supplying  them  with  their  natural  food.  Whether 
these  Cyclopean  monsters  are  viable  would  depend  only  on  their 
ability  to  take  food  through  their  snout-like  mouth. 

The  "magnesium  embryos"  are  certainly  as  perfectly  formed 
and  orderly  in  their  development  as  are  any  cyclopean  monsters 
which  have  ever  occurred  in  nature.  They  have  actually  sur- 
passed in  perfection  any  natural  cyclops  monster  that  I  have 
seen  recorded,  since  they  are  viable  or  free  living. 

These  monsters  resulted  from  the  development  of  eggs  in  a 
changed  environment  and  certainly  were  not  due  to  germinal 
variations  in  the  accepted  sense  of  that  expression.  Some  of 
the  eggs  were  placed  in  the  magnesium  solutions  after  they  had 
started  dividing  into  the  four-celled  stage.  The  solution  does 
not  immediately  transfuse  through  the  egg-membrane,  and  it  is 
most  likely  that  some  time  elapses  before  enough  of  the  mag- 
nesium has  entered  into  the  protoplasmic  substance  to  become 
effective.  The  eggs  would  probably  be  in  the  sixteen-  or 
thirty-two-celled  stage  by  this  time,  and  any  deviation  from 
the  normal  development  which  is  now  induced  is  due  to  an 
artificial  modification  of  development  and  not  to  the  production 
of  a  germinal  variation. 

Wilder  has  claimed  that  my  experiments  on  the  four-celled 
stage  might  have  aff"ected  the  "germinal  mechanism"  itself 
rather  than  the  developing  embryo.  What  is  meant  by  germinal 
mechanism  is  not  entirely  clear,  but  if  he  means  that  a  germinal 
or  hereditary  variation  is  induced,  then  I  question  the  validity 
of  the  statement.  Further,  he  must  mean  just  that  or  the  case 
is  entirely  agains  his  hypothesis  that  cyclopia  is  due  to  ger- 
minal causes  and  not  to  the  action  of  unusual  influences  on  the 
developing  individual.  As  I  pointed  out  above,  whenever  the 
egg  has  undergone  the  first  division  it  has  become  a  developing 
embryo. 

In  these  experiments  with  magnesium  it  has  been  shown  that 
perfectly  definite  and  orderly  beings  may  be  produced  by  the 
influence  of  external  conditions.  These  beings  may  be  arranged 
in    series    up  to    and    including    the    normal    individual    which 
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is  just  as  complete  or  even  more  so  than  any  series  arranged 
with  monsters  which  have  occurred  in  nature.  Wilder  states 
that  the  similarity  of  form  between  parts  of  the  same  degree  of 
development  in  both  defective  (cyclopia,  etc.)  and  excessive 
(double  forms)  monsters  leads  to  the  conclusion  that  both 
sorts  of  monsters  are  due  to  the  same  cause.  If  this  be  true,  then 
his  double  cosmobia  are  also,  like  the  cyclopean  monsters,  due  to 
the  action  of  external  influences  during  development,  and  ex- 
periments cited  below  further  prove  such  a  position.  All  ab- 
normal cosmobia,  therefore,  may  result  from  unusual  external 
conditions,  and  yet  they  are  capable  of  being  arranged  in  series 
including  the  normal  individual. 

Such  a  series  suggests  nothing  as  to  their  origin  and  may  be 
easily  explained  as  follows:  Normal  development  is  a  mean  on 
both  sides  of  which  deviations  occur  to  produce  certain  "orderly" 
types  of  monsters.  If,  for  example,  the  eye  anlagen  do  not 
completely  separate  in  the  brain,  we  get  a  cyclopean  monster,  and 
the  several  degrees  of  the  cyclopean  defect  are  due  to  the  different 
degrees  of  separation  possible.  In  the  same  way  double-headed 
monsters  are  due  to  a  more  or  less  complete  separation  of  the 
head-forming  materials  in  early  development,  the  probability 
of  which  Spemann's  experiments,  to  be  presently  mentioned, 
clearly  show.  As  a  matter  of  fact,  we  may  arrange  almost  any 
class  of  monsters  in  a  series  which  will  present  greater  or  less 
deviations  from  the  normal,  and  this  is  exactly  what  would  be 
expected  if  monsters  were  due  to  the  action  of  modifying  in- 
fluences on  development.  The  stronger  or  weaker  action  of  such 
influences  would  cause  more  or  less  marked  abnormalities  or 
deviations  from  the  normal  form.  If,  on  the  other  hand,  monsters 
were  due  to  germinal  variations,  this  serial  arrangement  would 
not  so  necessarily  follow.  The  germ  might  vary  in  this  or  that 
peculiar  direction  without  regard  to  the  usual  trend  of  develop- 
ment, and  monsters  which  were  due  to  germinal  origin  might  often 
be  most  grotesque  and  show  at  least  not  so  marked  a  tendency 
to  form  a  series  including  the  ordinary  individual. 

There  is  no  reason  for  speculation  on  account  of  the  regular 
or  orderly  development  of  double  and  cyclopean  monsters,  their 
form  and  structure  determines  the  developmental  possibilities 
and  arrangement  of  parts  in  the  same  way  that  the  character 
of  normal  development  is  guided  along  certain  paths.  The 
slightest  variation  from  the  usual  conditions  may  produce  devia- 
tions from  these  paths. 
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Lewis  has  been  able  to  cause  typical  cyclopia  by  puncturing 
the  anterior  end  of  the  embryonic  shield  in  the  developing  Fun- 
dulus  egg.  The  embryos  thus  induced  are  identical  in  appearance 
with  those  that  I  have  described  above  as  due  to  the  action  of 
magnesium.  With  these  most  valuable  experiments  it  is 
shown  that  cyclopia  may  result  from  unusual  conditions  or  me- 
chanical injuries  which  act  upon  the  egg  during  late  stages;  in  fact, 
after  the  formation  of  the  little  fish  itself  has  begun.  Yet  these 
Cyclopean  embryos  which  Dr.  Lewis  has  kindly  shown  to  me  are 
as  perfect  as  any  that  occur  in  nature. 

The  same  external  influence  does  not  necessarily  cause  cyclopia 
in  every  case.  In  my  experiment  cyclopia  is  very  probably  due 
to  the  anesthetic  action  of  magnesium  on  the  process  of  separa- 
tion or  outpushing  of  the  optic  anlagen.  The  necessary  develop- 
mental energy  to  cause  the  normal  formation  of  the  two  eyes  in 
their  lateral  positions  is  wanting,  so  that  the  eye  anlagen  do  not 
properly  push  apart  and  thus  come  to  lie  in  more  or  less  intimate 
union  from  their  first  appearance.  The  same  condition  is  caused 
in  a  slightly  different  manner  by  Lewis'  experiment.  Here  tissue 
which  usually  occupies  the  position  between  the  optic  outpush- 
ings  is  necessarily  destroyed  by  the  cutting  or  pricking,  and  the 
outpushings,  therefore,  come  off  in  contact  or  together.  Another 
explanation  of  this  case  might  be  that  a  weakened  condition 
results  from  the  operation,  in  consequence  of  which  the  optic  out- 
pushings lack  the  necessary  energy  to  accomplish  their  normal 
separation. 

That  the  cyclopean  defect  may  be  caused  by  these  two  different 
experimental  methods  is  a  most  important  fact  and  shows  how 
readily  such  defects  might  be  produced  in  nature  by  various 
developmental  accidents  or  strange  chemical  environment. 
Mall  remarks  in  his  recent  paper  that  my  earlier  experiments 
with  magnesium  salts  "set  to  rest  all  germinal  theories  of  cyclo- 
pia and  prove  that  every  egg  has  in  it  the  power  to  develop  cyclops 
monsters." 

monstra  in  excessu. 

Equally  as  convincing  experimental  evidence  may  be  arrayed 
to  show  that  polysomatous  monsters,  for  example,  double-headed 
monsters,  double  monsters,  and  finally  Siamese  twins,  are  not 
the  result  of  germinal  variations,  but  are  produced  by  certain 
unusual  external  influences  which  act  upon  the  developing^egg 
or  embryo. 
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Spemann  (1904)  caused  by  a  most  ingenious  series  of  experi- 
ments double-headed  monsters.  These  monsters  show  various 
degrees  of  separation  of  the  two  cephalic  components  as  well  as 
different  conditions  of  inequality  between  the  two  heads.  When 
delicate  fibers  were  tied  around  the  segmenting  egg  of  the  sala- 
mander, Triton,  Spemann  found  that  if  the  fiber  constricted  the 
egg  in  the  first  plane  of  cleavage  double-headed  embryos  would 
develop  and  by  varying  the  angle  of  the  plane  of  constriction  the 
relative  size  of  the  two  heads  varied.  One  or  both  heads  often 
showed  the  cyclopean  defect.  He  also  produced  an  embryo  with 
four  eyes  in  a  row,  this  was  due  to  the  fact  that  the  two  heads 
were  only  separated  back  as  far  as  the  eyes  and  the  eyes  of  each 
head  were  approximated,  showing  an  incomplete  cyclopean  defect. 
I  have  seen  a  photograph  of  a  similar  embryo  of  the  catfish  which 
occurred  in  nature  and  was  obtained  by  Dr.  Gudger. 

The  well-known  experiments  of  Driesch  (1892)  and  Loeb  (1894 
and  1905)  on  the  sea-urchin,  Wilson  (1893)  on  amphioxus,  and 
Schultze  (1894a  and  18946)  and  Morgan  (1895)  on  the  frog,  all  go 
to  show  in  a  most  convincing  manner  that  double  monsters  in 
various  degrees  of  association  and  Siamese  twins  are  the  results 
of  external  influences  rather  than  variations  or  causes  already 
present  within  the  germ  before  development  began. 

Driesch  found  that  the  eggs  of  the  sea-urchin  when  subjected 
to  high  temperatures  divided  first  into  two  cells  which  were 
unusually  far  apart,  and  such  eggs  finally  developed  into  double 
monsters  or  two  individuals  which  were  connected  with  each 
other.  He  also  showed  that  if  the  blastomeres  were  completely 
separated  by  shaking,  each  would  grow  into  a  whole  larva. 

Loeb  subjected  the  eggs  of  sea-urchins  to  sea-water  of  low 
osmotic  pressure,  this  treatment  caused  the  egg  to  absorb  water 
and  burst  its  membrane,  thus  allowing  some  of  the  protoplasm 
to  bulge  outside.  On  returning  such  eggs  to  normal  sea-water 
one  of  the  first  cleavage  nuclei  migrated  into  the  extraovate, 
and  this  together  with  the  egg  continued  development  and 
formed  double  larvae. 

A  variety  of  double  monsters  were  produced  by  Wilson  from 
amphioxus  eggs.  The  first  two  blastomeres  were  partly 
separated,  and  these  developed  into  well-formed  double  embryos 
up  to  the  stage  of  gill  formation.  Oskar  Schultze  caused  the 
frog's  egg  to  develop  into  double  monsters  by  inverting  the  egg 
during  development.  Morgan  found  that  when  one  blastomere 
of  the  two-celled  stage  in  the  frog  egg  was  killed  the  other  devel- 
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oped  into  only  half  an  embryo  if  the  egg  was  allowed  to  remain 
upright,  but  if  the  eggs  were  inverted  the  single  blastomere  often 
developed  into  an  entire  embryo. 

Many  other  similar  experiments  may  readily  be  found  in  the 
literature  of  experimental  embryology,  but  the  above  are  easily 
sufficient  for  our  present  purpose. 

The  free-swimming  double  larvae  of  many  of  these  animals 
are  as  "perfect "  as  one  could  well  imagine  and  in  many  instances 
far  surpass  the  almost  amorphous  double  embryos  often  found 
in  nature.  Since  so  many  secondary  deformities  may  come  to 
abnormal  cosmobia  the  fact  that  such  monsters  are  not  always 
perfect  is  in  no  way  surprising  nor  significant. 

The  idea  of  arranging  certain  monsters  in  series,  including 
the  ordinary  individual,  is  most  interesting  and  useful.  The 
arrangement,  however,  must  not  be  interpreted  to  mean  that  such 
monsters  are  always  due  to  germinal  modifications  when  they 
occur  in  nature.  The  experimental  evidence  here  set  forth  is 
strong  scientific  proof  of  the  full  sufficiency  of  external  influences 
to  cause  these  monsters  in  nature.  Of  course,  it  might  be 
answered  that  nature  will  always  select  a  different  way  of  doing 
things  from  that  employed  by  the  experimenter,  but  at  most 
there  is  merely  a  vague  possibility  that  in  causing  these  monsters 
she  always  resorts  to  germinal  variations  and  not  to  the  countless 
external  conditions  which  might  so  readily  be  applied.  All  of 
the  evidence  now  at  hand  is  against  this  possibility. 

The  fact  that  a  mother  having  produced  one  monster  often 
giV'CS  rise  to  a  second  is  due  usually  to  the  continued  weakness 
or  diseased  condition  of  her  system  which  prevents  proper 
implantation  of  the  placenta,  or  in  the  second  place  to  the 
presence  of  certain  toxins  in  the  blood  or  elsewhere  which  affect 
the  embryo.  Should  the  diseased  condition  be  entirely  rectified 
such  a  mother  is  then  no  more  likely  to  produce  a  monstrous 
offspring  than  would  be  an  ordinary  healthy  individual. 

Mall  finds  that  seven  in  every  one  hundred  pregnancies  result 
in  pathological  embryos  many  of  which  are  aborted.  The 
study  of  experimentally  produced  monsters  suggests,  at  least, 
a  future  possibility  of  preventive  treatment  in  some  of  these 
cases. 
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The  determination  of  the  real  value  of  therapeutic  measures 
can  only  be  acquired  by  a  compilation  of  results  obtained  by 
careful  observers,  and  the  wider  the  scope  of  such  observations, 
the  more  accurate  the  conclusions.  Accurate  observations, 
though  honestly  taken,  are  so  often  the  subject  of  varied  inter- 
pretation that  enthusiasm  is  sometimes  apt  to  cloud  the  real 
truth.  What  might  have  happened,  had  nature  been  left  to 
her  own  resources,  is  the  ever-present  problem  that  baffles  those 
in  search  of  medical  truth.  Would  not  the  conditions  have  been 
the  same  without  our  supposed  cure?  Where  results  are  of 
such  a  striking  character  as  to  cause  attention,  however,  reports 
of  such  results  demand  publicity,  if  for  no  other  reason  than 
to  urge  others  to  help  determine  the  veracity  of  the  conclusions 
arrived  at. 

Approaching  the  subject  of  bacterial  vaccines  in  this  manner, 
it  must  be  conceded,  that  the  records  of  cases  reported  thus  far 
tend  to  show,  that  Wright,  in  his  original  h^'pothesis,  has  dis- 
covered a  measure  for  combating  bacterial  invasion,  which, 
though  possibly  crude  in  its  present  procedure,  nevertheless,  with 
time  may  prove  to  be  an  agent  for  the  cure  of  certain  diseases 
fully  as  helpful  as  some  of  the  more  recent  discoveries  for  the 
cure  of  disease  by  the  use  of  sera.  Already  sufficient  evidence 
seems  to  have  been  obtained  to  show  that  by  means  of  the  de- 
velopment of  so-called  opsonins  in  the  human  body  by  the  hy- 
podermic injection  of  dead  bacteria,  a  certain  control  over 
the  growth  of  the  streptococcus  pyogenes,  staphylococcus  au- 
reus and  albus,  tubercle  I)acillus,  pneumococcus,  gonococcus  and 
bacillus  coli  communis  can  be  secured.  This  opens  to  attack 
the  vast  field  of  septic  infections,  mild  or  severe,  and  presents 
possibilities  for  cure  almost  unlimited. 

♦Read  before  the  Society  of  the  Alumni  of  the  Sloane  Maternity  Hospital,  Jan. 
22,  1909. 
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In  gynecology  and  obstetrics  surgical  procedure  deals  largely 
with  the  bacteria  of  suppuration,  and  it  would  seem  that  in  this 
field  especially  the  use  of  bacterins  might  prove  of  inestimable 
value.  The  findings  here  appended,  therefore,  may  be  of  interest 
to  those  working  in  this  field,  and,  though  the  number  of  cases 
reported  is  small,  the  results  are  worthy  of  attention,  especially 
as  they  accord  in  large  measure  with  those  reported  in  other 
departments  of  medicine  and  surgery. 

Some  months  ago,  following  the  admission  of  a  series  of  very 
severe  conditions  of  sepsis  to  the  gynecological  wards  of  Lincoln 
Hospital,  I  was  induced,  with  little  faith,  to  try  the  effect  of  bac- 
terial vaccines  as  an  aid  in  the  treatment  of  pyogenic  disease. 
The  first  result  was  fortunate,  and,  from  that  time,  with  the  aid 
of  Dr.  Hoobler,  pathologist  to  the  hospital,  I  have  been  at  work 
endeavoring  to  find  out  the  real  value  of  this  method  of  treat- 
ment. As  yet  no  definite  conclusions  have  been  reached  as  to 
the  exact  value  of  the  treatment  and  to-night,  I  am  only  pre 
senting  to  you  reports  of  some  of  our  cases  taken  particularly 
to  illustrate  certain  results  obtained  in  different  conditions  of 
sepsis.  Although  the  vaccine  theraphy  has  been,  and  is  being 
used  in  the  treatment  of  all  our  cases  of  septic  infection,  the 
results,  though  satisfactory  and  apparently  due  in  some 
measure  to  the  vaccine  treatment,  are  not  sufficiently  conclusive 
to  warrant  a  definite  report.  Some  cases,  however,  would 
seem  to  have  recovered  simply  by  the  aid  of  the  injection  of 
bacterins,  and  these  are  now  presented  for  consideration  together 
with  a  case  of  pronounced  failure. 

Case  I. — M.  G.,  aged  twenty-eight  years;  admitted  November 
5,  1907;  discharged  February  22,  1908.  Double  pyosalpinx; 
pelvic  peritonitis,  puerperal  septicemia,  pyemia. 

History. — Miscarriage  at  three  months.  Placenta  removed. 
Chill  in  forty-eight  hours  (October  16,  1908),  and  continuous 
fever  to  date  of  admission.  Has  been  flowing  slightly  to  date, 
three  weeks  in  all. 

Examination. — Uterus:  somewhat  enlarged,  soft,  tender,  fixed 
forward.     Cervix  soft. 

Vagina:  bloody,  muco-purulent  discharge;  abundant;  no  odor. 

Adnexa:  on  either  side  of  uterus  large  irregular  mass  in- 
volving ovaries  and  tubes :  tender  and  fixed. 

Abdomen :  tender,  distended  though  soft,  with  two  masses 
over  ovarian  regions. 

Temperature,  101°  F. ;  pulse,  100.  Respirations,  24,  on  ad- 
mission. 

Blood:  Reds,  4,072,000;  white,  10,000;  hemoglobin,  80  per 
cent.,  polymorphonuclear,  86  per  cent. 
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Urine :     Trace  of  albumin,  few  granular  casts. 

Uterine  culture :      Mixed  staphylococcus  and  streptococcus. 

Operation. — Median  abdominal  incision  and  drainage  of 
double  tubal  abscess.     Both  tubes  removed. 

Treatment. — Continued  for  three  and  one-half  months. 
Wound  dressed  regularly,  but  continued  to  discharge  very 
abundantly.  General  treatment  supporting.  Secondary  opera- 
tion with  posterior  drainage  failed  to  close  wound.  During  all 
this  time  temperature  ranged  from  99°  to  103°  F.,  and  by  the 
time  vaccines  were  commenced  patient  was  much  emaciated, 
very  anemic,  with  all  the  symptoms  of  chronic  sepsis  and  slow 
disintegration.  Bacterial  cultures  from  the  blood  were  re- 
peatedly negative.  Vaccines  of  mixed  streptococcus  longus 
and  staphylococcus  albus  were  obtained  from  the  wound  dis- 
charge and  injections  were  given  every  third  day  for  four  weeks. 
Dose:  streptococcus  longus,  90,000,000;  staphylococcus  albus, 
150,000,000.  Site,  gluteal  region;  deep.  Almost  from  the 
start  there  was  noticeable  general  improvement  in  the  patient. 
The  temperature  and  pulse  began  to  fall  and  at  the  end  of 
three  weeks  the  temperature  was  normal,  the  pulse  following  in 
about  three  and  one-half  weeks  later.  Blood,  when  vaccines 
were  commenced,  was:  reds,  2,100,000;  whites,  22,000;  poly- 
morphonuclear, 85  per  cent.;  hemoglobin,  30  per  cent.  From 
this  condition  there  was  steady,  though  gradual  improvement, 
and  in  about  six  weeks  the  blood  returned  to  normal.  Not 
knowing  much  about  the  so-called  negative  phase  this  feature 
was  not  noted.  Two  weeks  following  the  injection  an  opening 
in  the  rectum  appeared,  and  a  sinus  remained  for  about  two 
months.     The  patient  is  well  to-day. 

CONCLUSIONS. 

A  case  of  chronic  sepsis,  steadily  getting  worse  Avith  little  or 
no  hope  of  recovery,  improving  steadily  after  the  commence- 
ment of  the  vaccine  treatment.  This  was  the  first  patient 
treated,  and  vaccines  were  given  because  all  other  methods  of 
treatment  had  apparently  failed.  The  wound  persistently 
refused  to  heal,  discharging  very  freely,  and  only  responded  after 
the  vaccine  injections. 

Case  II. — J.  E.,  aged  forty-six  years,  admitted  June  5,  1908; 
discharged  October  26,  1908.  Acute  gangrenous  appendicitis, 
ileocolic  thrombosis,  pyemia,  abscess  of  liver. 

History. — One  attack  of  appendicitis  in  1907.  Several 
previous  attacks  of  pain  in  abdomen.  June  5,  1908,  pain  in 
abdomen,  nausea,  distention  abdomen,  temperature  and  pulse 
normal.  June  6,  1908,  chill;  temperature  106,  pulse  102. 
Masked  symptoms  of  peritoneal  irritation,  possibly  appendic- 
ular. Blood  count:  4,800,000  reds,  8,000  whites,  91  per  cent, 
polymorphonuclear.      Repeated    chills,     irregular    as    to     time, 
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receding  abdominal  pain,  general  distention,  soft,  slight  tender- 
ness in  R.  I.  F.,  diarrhea  up  to  June  9.  June  9,  blood:  4,600,000 
reds,  10,800  whites,  polymorphonuclear,  92  per  cent.  Oper- 
ation revealed  gangrenous  appendix,  which  was  removed  and 
wound  drained.  Abdominal  conditions  immediately  improved, 
but  chills  continued,  though  temperature  fell  in  next  three  days 
to  99°-ioi°  F.  June  15,  chills  became  worse  and  temperature 
again  rose,  and  for  two  weeks  symptoms  of  typical  pyemia  were 
present;  temperature  range,  99°-i05°  F.  Abdominal  symptoms 
continued  to  improve,  though  wound  discharged  very  freely. 
During  this  time  treatment  was  supporting.  Intravenous  injec- 
tions of  collargulum  were  given  and  patient  was  rubbed  with 
unguentum  Crede.  June  20,  blood  culture  negative;  red  cells, 
3,800,000;  poikilocytosis;  whites,  9,900;  polymorphonuclear  cells, 
86  per  cent.  Microscopic  examination  of  wound  discharge 
revealed  mixed  staphylococcus  and  putrefactive  organisms. 
June  30,  vaccine  injections  were  commenced.  On  account  of 
difficulty  in  proper  isolation  of  bacteria  from  wound  pus,  stock 
streptococcus  longus  was  used,  beginning  with  40,000,000  and 
increasing  to  200,000,000  by  July  13.  Patient  continued  to  get 
rapidly  worse.  July  16,  blood  culture  negative;  reds,  2,712,000; 
whites,  20,000;  polymorphonuclear  cells,  85  per  cent.  Urine 
contained  trace  of  albumin  and  granular  casts  July  14,  Aronsin's 
antistreptococcus  serum  commenced.  Only  effect  was  to 
develop  negative  phase  and  increase  wound  discharge  imme- 
diately after  injection.  Temperature  range  somewhat  lower. 
By  this  time  patient  was  in  extremis  and  it  seemed  impossible 
to  save  life.  Blood  cultures  were  negative  and  were  repeatedly 
taken.  The  laboratory  was  unable  to  isolate  bacteria  due  to  the 
constant  appearance  of  the  hay  bacillus  contamination.  July 
15,  forty  days  after  onset  of  disease,  two  varieties  of  bacteria 
were  isolated — B.  coli  and  B.  mucosus — and  vaccines  were 
made;  35,000,000  B.  coli  were  injected,  and  following  this 
patient  states  that  he  felt  much  better.  For  the  next  four  days 
patient  gradually  became  worse,  however.  July  19,  40,000,000 
B.  mucosus  were  injected  and  again  in  July  20.  Then  improve- 
ment all  along  the  line  was  noticed  and  chills  stopped.  Injec- 
tions were  given  every  fourth  day.  Temperature  range  dropped 
to  99°-io2°  F.  July  27,  patient  complained  of  pain  in  epigastrium. 
Blood  count:  red  cells,  3,100,000;  whites,  20,000;  polymorpho- 
nuclear, 80  per  cent.  July  29,  liver  asperated;  negative  re- 
sult. August  1-7,  temperature  range,  99.4  to  102.4  °  F.  Pain 
in  liver  region  continued.  August  11,  B.  mucosus  increased  to 
75,000,000;  solid  food  commenced.  August  17,  liver  increased 
in  size.  August  22,  operation,  liver  abscess  drained;  temper- 
ature, ioo°-io3°  F.;  pulse,  1 12-130.  General  condition  of 
patient  much  improved  in  spite  of  abscess.  Vaccine  increased 
to  110,000,000.  August  26,  temperature  normal,  pulse  104-110. 
September  13,  patient  has  continued  to  improve.  September  18, 
rise  of  temperature  to  100.8°  F.  and  pulse  116,  with  abscess  in 
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appendix  wound  opened  and  drained.  September  6,  allowed 
up— three  months  from  onset  of  the  disease.  Vaccines  were 
continued  at  week  intervals  until  September  30.  The  pulse 
continued  rapid,  falling  gradually  and  reaching  normal  November 
2,  five  months  from  onset  of  the  disease.  September  4,  wo  days 
before  getting  up,  the  blood  showed  reds  3,946,000,  whites  12,000, 
pol3'morphonuclears  74  per  cent.,  hemoglobin  S3  per  cent., 
size  and  shape  of  cells  normal.  At  the  time  of  the  appendicular 
wound  abscess  the  blood  was:  reds  4,150,000,  whites  10,000, 
polymorphonuclear  cells  80  per  cent.,  hemoglobin  83  per  cent. 
The  last  blood  count  taken  four  months  from  onset  of  the 
disease  was:  reds  4,800,000,  whites  8, 000,  polymorphonuclear 
cells  73  per  cent,  hemoglobin  90  per  cent. 

CONCLUSIONS. 

1.  Patient  commenced  the  disease  with  no  resistance. 

2.  Resistance  improved  very  little  up  to  the  time  of  vaccine 
injections. 

3.  Following  injections  there  was  noticeable  improvement 
all  along  the  line  and  patient's  resistance  to  infection  gradually 
improved  so  that  when  second  appendicular  abscess  appeared 
resistance  was  excellent. 

4.  Vaccine  did  not  cure,  but  simply  aided  the  body  to  com- 
bat the  infection. 

5.  The  temperature  fell  long  before  the  pulse. 

6.  The  wound  discharged  more  abundantly  immediately 
following  injections. 

7.  There  was  sometimes  considerable  difficulty  in  isolating  the 
etiological  germ.     Where  several  are  present  all  must  be  used. 

8.  The  inability  to  get  positive  blood  cultures  showed  that 
few  if  any  germs  were  in  the  circulation  and  that  the  chills 
seemed  to  result  from  fresh  doses  of  toxins  thrown  into  the 
blood-stream. 

9.  The  so-called  negative  phase  was  not  apparent. 

10.  Intravenous  injections  of  collargulum  were  of  no  value 
nor  were  inunctions  of  unguentum  Crede. 

11.  General  supporting  treatment  is  necessary  and  solid 
food  should  be  given  just  as  soon  as  the  stomach  will  allow  it 
independent  of  temperature  or  pulse. 

Case  III. — K.  S.,  aged  twenty-one  years;  admitted  September 
22,  1908;  discharged  October  25,  1908.  Septic  endometritis, 
puerperal  septicemia. 

History. — Two  months  pregnant.  Tried  to  produce  abortion 
with  wire.     Came  to  hospital,  remained  in  bed  for  one  week 


oastler:  the  use  of  bacterial  vaccines.  599 

without  aborting  and  was  discharged.  Repeated  operation 
five  days  later  and  returned  to  hospital,  reporting  that  fetus 
had  come  away. 

Physical  Examination. — Uterus :  enlarged,  soft,  tender,  freely 
movable.     Cervix  soft,  patulous. 

Vagina :    active  bloody,  foul-smelling  discharge. 

Adnexa :    apparently  normal  in  size,  but  extremely  tender. 

Abdomen :   moderate  distention  and  tender  in  lower  zone. 

Temperature,  105°  F.;  pulse,  132;  Respiration,  24,  on  admis- 
sion. 

Blood:      Reds,  4,256,000;  white,  23,000;  hemoglobin,  60  per 
cent.;  differential  white,  polymorphonuclear,   89  per  cent. 
Urine:   negative. 

Uterine  culture:  Bacillus  coH  communis,  streptococcus  lon- 
gus. 

Treatment. — Injections :   vaccines. 

September  22.     Streptococcus  longus   (stock),  50,000,000. 

September  25.  B.  coli  communis  (autogenous),  streptococcus 
longus  (autogenous),  40,000,000. 

September  29.  B.  coli  communis  (autogenous),  streptococcus 
longus  (autogenous),  90,000,000. 

October  4.  B.  coli  communis  (autogenous),  streptococcus 
longus  (autogenous),  90,000,000. 

October  8.  B.  coh  communis  (autogenous),  streptococcus 
longus  (autogenous),  90,000,000. 

October  14,  B.  coli  communis  (autogenous),  streptococcus 
longus  (autogenous),  150,000,000. 

October  25.  B.  coli  communis  (autogenous),  streptococcus 
longus  (autogenous)  150,000,000. 

Site:    Gluteal  region,  deep. 

Phase:     No  negative.     Improvement  in  fortv-eight  hours. 

October  14,  vaginal  discharge  slight  and  slight  odor. 

October  22,  slight  pain  in  left  side. 

Blood:  Reds,  4,500,000;  whites,  10,000;  hemoglobin,  40  per 
cent.;   polymorphonuclear,    75    per   cent. 

Duration  of  temperature  normal  in  eight  davs.  The  fall  in 
temperature   was   steady  following   first   injection. 

CONCLUSIONS. 

A  patient  suffering  from  septic  endometritis. 

1.  Fall  in  per  cent,  of  hemoglobin. 

2.  Favorable  effect  of  mixed  vaccines. 

3.  No  involvement  of  adnexa. 

4.  Streptococcus,  B.  coli  infection. 

5.  No  operative  treatment. 

6.  Resistance  fair  from  the  beginning. 

Case  IV. — M.  W.,  aged  twentv  vears;  admitted  September 
28,  1908;  discharged  November  18,  1908.  Gonorrheal  arthri- 
tis, gonorrheal  urethritis. 
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History. — Three  weeks  before  admission,  burning  on  urination, 
increased  frequency  and  abundant  discharge  lasting  ten  days. 
One  week  before  admission  left  ankle  became  swollen,  red  and 
tender,  gradually  getting  worse  so  that  patient  could  not  walk. 

Examination. — Uterus :    retroverted. 

Vagina :  purulent  discharge. 

Adnexa:   normal. 

Urethra:  swollen  and  exuding  pus.  Left  ankle-joint  pre- 
sented all  the  appearance  of  acute  arthritis. 

Blood:  Reds,  5,500,000;  white,  10,000;  hemoglobin,  50  per 
cent. 

Urine :   trace  of  albumin  and  pus. 

Microscopic  Examination:  Endometrium,  negative;  urethra, 
gonococci. 

Treatment. — Joint  was  baked  for  two  weeks,  but  continued  to 
get  worse.  Autogenous  vaccines  obtained  and  given  as  follows: 
Site,  thigh,  deep. 

September  8,    i/io  c.c,  6,000,000. 

September  12,  2/10,   12,000,000. 

September    19,    3/10   c.c,    18,000,000. 

September  22,  4/10  c.c,   24,000,000. 

September  29,  45/100  c.c,  27,000,000. 

October  i,  5/10  c.c,  30,000,000. 

October  6,   6/10  c.c,   36,000,000. 

October  10,  7/10  c.c,  42,000,000. 

October  13,  8/10  c.c,  48,000,000. 

October  22,    i   c.c,   54,000,000. 

October  26,    i   c.c,   54,000,000. 

October  31,   i/io  c.c,  60,000,000. 

November   19,   80,000,000. 

December    16,   walked   to  hospital,    80,000,000. 

Day  following  injection  pain  seemed  worse,  but  next  day 
improved.  Swelling  in  the  joint  was  gone  in  three  weeks,  pain 
in  four  weeks,  and  patient  was  up  and  about.  Other  treatment, 
cast  for  two  weeks. 


CONCLUSIONS. 

A  patient  suffering  from  acute  gonorrhea,  with  involvement  of 
the  left  ankle-joint.  The  joint  was  treated  with  immobiliza- 
tion, applications  of  hot  air,  various  hot  applications  and  oint- 
ments for  two  weeks.  The  symptoms  continued  to  get  worse. 
The  patient  was  transferred  to  my  service  for  vaccine  treatment 
and  the  improvement  was  marked  from  the  first,  with  complete 
restoration  of  the  joint  in  about  a  month. 

Urethral  discharge  disappeared  in  two  weeks  and  repeated 
examinations  failed  to  reveal  gonococci.  The  negative  phase 
was  apparent  only  as  increased  pain  following  injection. 
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Case  V. — E.  S.,  aged  twenty-two  years;  admitted  December 
7,  1908;  died,  December  14,  1908.  Puerperal  septicemia,  hemor- 
rhage. 

History. — Eleven  days  before  admission  precipitate  labor. 
Three  days  later  curettage  for  retained  membranes.  Chills  and 
rapid  rise  of  temperature  followed. 

Physical  Exmination. — Extreme  anemia. 

Abdomen :    soft,   distention  and  tender  over  hypogastrium. 

Uterus:   enlarged,  tender,  soft. 

Cervix:    patulous,  considerable  discharge,  purulent,  no  odor. 

Adnexa:    apparently  normal. 

General  condition:    very  bad. 

Temperature  104  1/2°  F.;  pulse,  140;  respiration,  40  on  ad- 
mission. 

Blood:  reds,  1,800,000;  whites,  11,600;  polymorphonuclears, 
69  per  cent. 

Urine :    negative. 

Uterine  culture :    Staphylococcus  albus,  bacillus  coli. 

Treatment. — i.   \'accines: 

9th,    161,000,000  staphylococcus. 

iith,  325,000,000  staphylococcus. 

12th,  24,000,000  B.  coli. 

13th,   24,000,000  B.  coli. 

2.  Transfusion,  December  11,  1908. 

3.  Treatment,  supporting,  with  saline  irrigations. 

CONCLUSIONS. 

1.  Vaccines  were  useless. 

2.  Anemia  was  so  excessive,  patient  had  not  sufficient  vitality 
to  generate  opsonins. 

3.  Death   due  to  hemorrhage   and   shock  as  well   as  sepsis. 

4.  This  was  a  condition  of  acute  sepsis  complicated  w^ith 
extreme  anemia  and  shock.  There  w^as  no  response  to  any  form 
of  treatment,  the  patient  becoming  steadily  worse,  and  dying 
in  a  week.  For  a  few  hours  it  seemed  as  though  the  patient 
improved  somewhat  following  transfusion,  but  the  improve- 
ment was  short  lived. 

SUMxMARY. 

1.  Apparently  favorable  clinical  results  have  been  obtained 
in  the  use  of  vaccines  of  streptococcus,  staphylococcus,  B.  coli, 
B.  mucosus  and  gonococcus. 

2.  All  but  gonococcus  vaccine  should  be  autogenous. 

3.  Vaccines  are  not  "cure-alls"  but  seem  to  aid  materially  in 
combating  the  septic  process,  the  effect  being  gradual  and  pro- 
gressive. 
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4.  Vaccines  are  required  especially  when  the  blood  shows  poor 
resistance,  i.e.,  low  leukocite  count  and  high  polymorphonuclear. 

5.  In  violent  cases  of  acute  sepsis,  no  resistance  can  be  created, 
and  no  effect  obtained. 

6.  The  negative  phase  is  rarely  obtained. 

7.  The  positive  phase  is  more  often  obtained. 
Blood  cultures  are  generally  negative. 

9.  Wound  discharge  increases  soon  after  injections. 

10.  Good  results  have  been  obtained  with  all  the  organisms 
tried,  but  the  least  satisfactory  with  the  streptococcus  longus. 

11.  The  pulse  may  remain  rapid  sometime  after  the  tem- 
perature falls. 

12.  As  yet  there  have  appeared  no  ill  effects  from  injections. 

13.  The  dose  is  problematical  and  purely  experimental.  The 
site  of  the  injection  is  the  same  as  is  also  the  frequency.  Too 
large  a  dose  does  harm,  and  small  doses  give  better  results  than 
large  doses. 

14.  Dosage:  every  fourth  day. 
Staphylococcus,  160,000,000  to  325,000,000. 
Streptococcus,  40,000,000  to  80,000,000. 

B.  coli,  40,000,000  to  150,000,000. 

B.  mucosus,  40,000,000  to  110,000,000. 

Gonococcus,  6,000,000  to  80,000,000. 

15.  If  negative  phase  appears,  delay  injection  and  reduce 
dosage. 

16.  The  opsonic  index  is  uncertain.  Leukocyte  count  with 
polymorphonuclear  count  gives  the  best  indication  of  the  resist- 
ance of  the  patient. 

126  West  Futy-ninth  Street. 


THREE   SURGICAL   COMPLICATIONS   OF 
PREGNANCY. 

BY 

DR.  J.  F.  W.   ROSS, 

Professor  of  Gynecology,  University  of  Toronto, 

Toronto,  Canada. 

Extrauterine  Gestation  at  Full  Time,  Operation,  Immediate  Removal 
of  the  Placenta,  Closure  of  Abdomen  without  Drainage,  Recovery.* 

Mrs.  L.  p.,  age  twenty-eight,  had    no    serious  illness  up  to 
the  present  time.     Patient  was  admitted  to  my  service  in  the 
Toronto  General  Hospital,  having  missed  two  periods  and  think- 
*  Read  before  the  .\cademy  of  Medicine,  Toronto,  October  20,  1908. 
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ing  that   she  was  five   months  pregnant.     After  missing  two 
monthly  periods,  at  the  third  month  she  had  a  profuse  hemor- 
rhage that  came  on  suddenly  at  night  and  was  accompanied  by 
a  considerable  amount  of  pain;  after  that  there  were  intermittent 
attacks  of  pain  at  intervals  of  two  and  three  weeks.     The  hemor- 
rhages were  sudden  and  profuse  and  left  the  patient  feeling  very 
weak.     Up  to  that  time  she  had  done  her  own  house  work,  but 
smce  then  had  been  lying  about.      Before  her  admission  to  the 
hospital  the  pain  was  severe  at  times  and  was  generally  over  the 
whole  abdomen.     She  was  vomiting  both  morning  and  evening. 
The  patient  was  seen  by  Dr.  Mcllwraith  in  consultation  with 
Dr.  Gallagher  before  her  admission  to  the  hospital;  the  diagnosis 
lay  between  an  extrauterine  pregnancy  and  a  pregnancy  with 
threatened  abortion.     The  patient  had  felt  no  fetal  movements 
until  the  day  after  her  admission  to  the  hospital.     A  swelling 
was  found  occupying  the  lower  central  zone  of  the  abdomen 
extending  to  within  an  inch  of  the  umbilicus.     There  was  no 
discharge   from    the   uterus;    temperature   normal,    though   the 
pulse  was  elevated,  running  from  88  to  no.     On  careful  vaginal 
examination  the  pregnancy  appeared  to  be  intrauterine.     Im- 
provement took  place  and   in   five  days  the  patient  left   the 
hospital,  having  been  told  to  report  if  any  of  the  old  symptoms 
returned. 

The  patient  did  not  come  back  to  the  hospital  as  promised.  Her 
general  condition  was  so  good  that  she  though  the  pregnancy 
was  running  a  normal  course.  The  patient  was  comfortable  and 
had  no  recurrence  of  uterine  hemorrhage  and  had  but  little  pain, 
until  at  last  spurious  labor  pains  set  in  and  drew  her  attention  to 
her  condition.  It  was  now  time  for  delivery  and  no  natural 
labor  seemed  to  come  on.  She  sent  for  Dr.  Gallagher  and  he  in 
turn  asked  Dr.  Mcllwraith  to  see  the  patient  with  him  again. 
An  anesthetic  was  administered  and  the  uterus  was  found  to 
be  empty,  with  the  exception  of  some  decidua,  and  part  of  this 
was  removed;  hemorrhage  came  on  and  continued  until  her 
admission  into  the  hospital.  Upon  the  patients  admission 
to  the  hospital,  fetal  heart  sounds  could  be  distinctly  heard 
over  the  front  of  the  abdomen  and  there  was  a  free  hemorrhage 
from  the  uterus. 

On  my  first  examination  after  her  readmission  to  the  hospital 
I  removed  from  the  uterine  cavity  the  largest  decidua  that  I 
have  ever  seen.  Its  removal  was  followed  by  such  severe  hemor- 
rhage that  firm   packing   with    iodoform   gauze   was   required. 
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The  patient  was  much  worried  from  prolonged  pain;  the  abdomen 
was  normally  distended  to  the  full  size  of  a  full-time  pregnancy, 
and  the  fetus  could  be  felt  through  the  abdominal  walls  just 
as  in  ordinary  intrauterine  pregnancy.  I  decided  to  wait  until 
after  the  death  of  the  child  before  proceeding  to  operative  inter- 
ference. The  patient  had  born  two  living  children.  From 
day  to  day  the  fetal  heart  sounds  were  made  out,  until  at  last, 
on  the  i2th  of  June,  they  ceased.  Six  days  later,  on  the  i8th 
of  June,  operation  was  performed.  An  incision  was  made  in  the 
median  line  reaching  from  the  umbilicus  to  the  pubis.  Inspec- 
tion revealed  a  sac  and  showed  the  placenta  to  be  well  formed 
and  situated  low  down  in  the  abdominal  cavity,  chiefly  behind 
the  right  broad  ligament.  An  opening  was  made  into  the  sac, 
and  a  well  developed,  dead  male  fetus  was  removed.  The 
liquor  amnii  was  thick  and  grumous  and  was  immediately 
washed  out  with  saline  solution  to  prevent  infection  of  the 
abdominal  cavity;  it  escaped  among  the  intestines  but  was  so 
rapidly  washed  away  with  a  strong  stream  of  saline  that  it  was 
not  likely  to  do  any  harm.  This  procedure  was  carried  out 
before  any  further  manipulation  and  immediately  after  the 
removal  of  the  fetus.  The  sac  was  now  found  to  be  everywhere 
adherent  to  the  omentum  and  to  intestines  and  was  carefully 
separated  from  its  attachments  until  finally  the  placenta  was 
reached. 

Council  was  then  taken  of  my  confreres  who  were  present  as 
to  whether  the  placenta  should  be  left  in  situ  and  drainage  insti- 
tuted or  whether  it  should  be  removed.  It  was  decided  that  it 
was  advisable  to  remove  the  placenta  and  thus  finish  the  oper- 
ation at  one  sitting.  I  now  passed  my  hand  rapidly  under  it 
and  separated  it  from  its  attachments;  the  bleeding  was  very 
profuse  but  was  controlled  by  the  back  of  the  left  hand  pressed 
over  the  sacrum  upon  the  vessels.  The  left  hand  was  kept  in 
this  position  with  the  palm  turned  forward;  I  was  thus  able  to 
use  the  finger-tips  to  assist  in  tying  the  catgut  ligatures  placed 
on  bleeding-points,  and  at  the  same  time  keep  up  compression 
upon  the  pelvic  vessels.  When  the  knuckles  were  lifted  a  little 
the  large  bleeding-points  could  be  readily  seen  and  picked  up  in 
forceps  by  my  senior  assistant  Dr.  Marlow,  and  then  the  pressure 
was  continued  again  until  a  vessel  had  been  controlled  b}'  placing 
a  catgut  ligature  on  it.  In  this  way  all  the  large  vessels  were 
occluded  and  we  had  only  the  loss  of  blood  from  small  points 
to  contend   with.     Already  the  rirain  began  to  show  upon  the 
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pulse  and  it  was  found  necessary  to  administer  a  subcutaneous 
saline  and  to  bandage  the  arms  and  legs  firmly  to  keep  the  blood 
in  the  nerve-centers.  Temporary  hot  packs  were  now  rapidly 
placed  in  under  the  surface  of  the  right  broad  ligament  and  right 
ovarian  fossa,  while  the  rest  of  the  toilet  of  the  peritoneum  was 
carried  out.  After  removing  the  hot  packs,  sponges  soaked 
in  alcohol  were  placed  on  the  few  remaining  oozing  points  and 
the  hemorrhage  ceased  entirely. 

The  wound  was  rapidly  closed  and  dressed  in  the  ordinary  way; 
it  healed  primarily  throughout;  no  drainage-tube  was  placed  and 
no  gauze  packing  left  in  the  abdominal  cavity;  the  cavity  was 
completely  closed.  The  recovery  was  uneventful  except  that 
there  was  an  elevation  of  temperature  that  varied  from  99° 
to  103°  from  the  second  to  the  sixteenth  day  after  operation. 
Some  thickening  could  be  felt  below  the  umbilicus,  at  first  firm 
to  the  touch  and  afterward  tender.  This  did  not  give  rise  to 
much  pain  and  was  looked  upon  as  a  localized  peritonitis,  in  all 
probability  a  collection  of  serum  and  perhaps  of  blood  poured 
out  from  the  raw  placental  site.  Though  the  mass  softened  down 
and  became  distinctly  fluctuating,  a  policy  of  noninterference 
was  pursued,  and  this  was  rewarded  in  a  few  days  bv  a  drop  of 
the  temperature  to  normal  and  an  uneventful  convalescence 
from  this  time  on.  Rapid  absorption  took  place.  The  patient 
was  discharged  on  the  i6th  of  July,  and  I  have  now  great 
pleasure  in  presenting  her  to  you  in  order  that  you  may  see  for 
yourselves  that  she  has  been  restored  to  excellent  health. 

Pregnancy  Complicated  by  Presacral  or  Postrectal  Myoma,  Cesa- 
rean Section  Saving  Both  Mother  and  Child ."^ 

Mrs.  O.,  age  thirty.  I  was  asked  by  Dr.  McCormack  to  see 
a  patient  with  him.  She  was  taken  to  St.  Michael's  Hospital 
and  carried  directly  into  the  anesthesia  room.  The  doctor 
had  endeavored  to  deliver  her  with  forceps,  but  found  this  to  be 
impossible  as  she  had  a  tumor  growing  in  the  pelvis — a  presacral, 
postrectal  fibromyoma.  On  examination  I  found  the  cervix 
well  dilated  and  decided  that  as  an  attempt  had  already  been 
made  under  an  anesthetic  to  deliver  her  with  forceps,  a  Cesarean 
section  should  be  performed  without  delay  in  order  to  save  the 
life  of  the  child.  Fetal  heart  sounds  were  becoming  feeble. 
As  rapidly  as  possible  the  patient  was  prepared,  and  assisted  by 
Dr.  McCormack  I  opened  the  abdomen  in  the  median  line.     The 

*  Read  before  the  Academy  of  Medicine,  Toronto,  February  16,  1909. 
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uterus  was  drawn  out,  the  upper  portion  of  the  wound  closed  with 
temporary  sutures  after  placing  two  sterilized  towels  over  the 
intestines.  The  uterus  was  now  incised  and  the  placenta  was  at 
once  encountered,  and  when  its  edge  was  disturbed,  sharp  hemor- 
rhage occurred,  but  the  hand  was  passed  on  in  and  the  child 
was  rapidly  delivered  by  the  feet.  The  cord  was  then  cut 
between  two  pairs  of  forceps  and  the  child  handed  to  an  attend- 
ant for  resuscitation.  The  placenta  was  now  swept  off  with 
the  hand,  the  uterine  arteries  being  held  meanwhile  by  two  assist- 
ants, one  on  either  side.  As  this  compression  was  not  altogether 
satisfactory  I  applied  a  clamp  on  either  side;  this  soon  controlled 
the  hemorrhage.  The  wound  into  the  uterus  was  now  carefully 
closed  by  using  catgut  sutures  to  the  muscle,  turning  in  the 
mucous  membrane  toward  the  uterine  cavity.  Fine  silk  was 
used  to  the  peritoneum  and  an  external  layer  of  silk  was  applied 
by  "mattress"  suture  to  prevent  any  leakage  into  the  abdominal 
cavity. 

The  operation  consumed  only  a  short  period  of  time.  The 
wound  was  closed  with  catgut  to  the  peritoneum  and  silkworm- 
gut  to  skin  and  fascia.  The  pulse  was  about  76  when  all  was 
over.  The  child  was  almost  gone,  but  was  resuscitated.  It  was 
a  female. 

I  have  not  examined  the  tumor  since  the  operation  on  the 
2d  of  January. 

The  mother  and  child  are  now  presented  to  you  and  you  can 
see  for  yourselves  that  they  are  both  in  excellent  health. 

Diverticulitis   Complicating   Pregnancy ;   Operation;   Resection  of 
Sigmoid;  Recovery.  * 

Mrs.  F.,  age  thirty-five,  married,  admitted  under  my  care 
in  the  Toronto  General  Hospital.  A  month  before  her  admis- 
sion, on  October  14,  she  had  been  delivered  of  a  child,  and  went 
out  in  ten  days,  contrary  to  orders.  November  9,  getting  about 
actively,  though  not  feeling  first  rate.  November  12,  pain  came 
on  in  the  abdomen  confining  her  to  bed.  She  then  saw  Dr. 
Hendry,  one  of  my  junior  assistants,  as  an  out-patient  and  he 
advised  her  to  come  into  the  hospital.  Symptoms  of  sepsis  set 
in  with  pain.  On  examination,  a  mass  was  to  be  felt  at  the  left 
side  of  the  uterus;  the  nature  of  the  mass  could  not  be  definitely 
ascertained,  but  the  temperature  appeared  to  indicate  the 
presence  of  pus.     It  was  thought  that  perhaps  the  case  was 

*Read  before  the  Academy  of  Medicine,  Toronto,  February  t6,  1909 
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one  of  streptococcic  infection  of  the  left  ovary  with  abscess 
formation.  Owing  to  the  continuation  of  the  septic  tempera- 
ture, it  was  considered  advisable  to  operate.  On  the  21st 
of  November,  1908,  assisted  by  my  senior  and  junior  assist- 
ants, Drs.  Marlow  and  Lynd,  I  opened  the  abdomen  in  the 
median  line,  then  placed  the  patient  in  Trendelenburg  posture 
and  carefully  packed  back  all  intestines.  A  mass  was  found 
adherent  to  the  rectum  high  up  at  the  sigmoid  flexure,  this 
was  gradually  peeled  off  and  the  parts  were  isolated,  and  it  was 
found  that  the  ovaries  and  tubes  were  healthy  on  both  sides. 
The  case  then  became  obscure,  until  at  last  it  was  seen  that  the 
chief  portion  of  the  swelling  was  extraperitoneal,  and  that  as  the 
rectum  was  peeled  from  it  there  was  evidently  a  direct  communi- 
cation between  the  mass  and  the  interior  of  the  rectum;  this 
portion  of  the  sigmoid  that  was  perforated  was  also  thickened 
and  felt  as  if  it  contained  a  newgrowth.  It  was  now  quite 
evident  that  it  would  be  impossible  to  close  the  perforation  of 
the  intestine,  as  it  would  not  hold  stitches,  and  it  was  found 
necessary  to  perform  resection  of  the  gut.  Clamps  were  placed 
above  and  below,  fecal  matter  stripped  back,  and  after  ligating 
the  mesenteric  vessels,  about  ten  inches  of  the  bowel  were  re- 
moved. End-to-end  closure  being  completed  by  direct  suture, 
the  mucous  membrane  being  first  approximated,  then  the 
muscular  coat  and  then  two  layers  of  overlapping  mattress  sutures 
were  placed  in  order  that  everything  might  be  made  water-tight. 
As  the  rest  of  the  infection  was  extraperitoneal,  nothing  could 
be  done  with  it,  and  iodoform  gauze  packing  was  placed  down 
over  the  mass  in  the  neighborhood  of  the  round  ligament. 
During  the  anesthesia  the  breathing  became  shallow  and  once 
stopped;  the  pulse  became  uncountable,  but  an  interstitial  saline, 
16  ounces,  brought  the  pulse  down  to  130.  The  patient  was  very 
low  at  the  end  of  the  operation.  The  abdomen  was  closed  with 
through-and-through  silkworm-gut  sutures.  The  first  move- 
ment of  the  bowels  occurred  twelve  days  after  operation.  They 
were  kept  quiet  with  opiates  up  to  that  time.  After  the  third 
and  fourth  days  small  enemata  were  administered,  but  without 
satisfactory  result. 

The  patient  had  a  sharp  attack  of  bronchitis,  due  to  the  irri- 
tation of  the  anesthetic.  She  made  an  uninterrupted  recovery, 
and  was  discharged  from  the  hospital  on  the  26th  of  December. 

An  examination  of  the  specimen  removed  showed  the  case  to 
be  one  of  diverticulitis.     Perforation  of  the  mucous  membrane  of 
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the  intestine  had  evidently  taken  place  through  the  formation  of 
an  ulcer,  and  infection  had  spread  up  and  down  between  the 
intestinal  coats,  and  at  last  the  peritoneal  coats  had  been  perfo- 
rated and  the  infection  was  thereby  further  distributed  out  along 
the  round  ligament. 

A  case  such  as  this  should  be  kept  in  mind  in  these  modern  days 
when  there  is  such  a  tendancy  to  lay  the  blame  for  all  puerperal 
infection  on  the  obstetrician.  The  patient  is  now  in  perfect 
health  and,  as  you  see,  is  looking  very  well. 


ENDOMETRITIS. 

BY 

JOSEPH  J.  MUNDELL, 

Anacostia,  D.  C. 

By  endometritis  is  meant  an  inflammation  of  the  mucous 
membrane  of  the  body  of  the  uterus.  By  reason  of  its  close 
association  with  the  adjacent  structures,  it  is  quite  evident  that 
the  endometrium  is  easily  influenced  by  affection  of  these  struc- 
tures. For  instance,  endometritis  is  very  frequently  ac- 
companied by  endocervicitis;  either  may  occur  alone,  but 
endometritis  without  endocervicitis  is  not  common.  Also  in- 
flammation of  the  endometrium  is  very  likely  to  affect  the  under- 
lying uterine  musculature  setting  up  a  metritis,  and,  of  course, 
the  opposite  may  occur.  To  have  a  clear  conception  of 
endometritis,  one  must  keep  in  mind  the  anatomy  of  the 
endometrium.  The  mucous  membrane  of  the  body  of  the 
uterus  is  continuous  with  that  of  the  Fallopian  tubes  and  also  with 
that  of  the  cervix  uteri.  It  is  between  one  and  two  millimeters  in 
thickness  and  consists  of  columnar  ciliated  epithelium,  together 
with  numerous  tubular  follicles  arranged  perpendicularly  to  the 
surface.  It  is  closely  adherent  to  the  underlying  muscle,  there 
being  no  submucosa,  the  epithelium  resting  smoothly  upon  the 
musculature  without  any  folds  or  creases.  The  corium  differs 
from  that  of  other  mucous  membranes  in  that  it  consists  of  an 
embryonic  and  highly  nucleated  cellular  form  of  connective 
tissue,  containing  numerous  large  lymphatics  and  uterine  glands. 
The  secretion  is  alkaline  in  reaction  and  is  only  sufficient  in 
amount  to  keep  the  cavity  slightly  moist. 

The  cervical  mucous  membrane  is  anatomically  and  physiologic- 
ally distinct  from  that  of  the  bodv  of  the  uterus. 
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From  the  vast  amount  of  literature  upon  the  subject,  it  is 
evident  that  an  uncompHcated  case  of  endometritis  is  considered 
to  be  a  rarer  condition  than  was  formerly  supposed,  and  the 
opinion  is  now  coming  to  be  pretty  generally  accepted  that 
an  uncomplicated  chronic  case  is  never  found.  Kelly  had 
the  scrapings  examined  from  looo  cases  in  which  he  had  done  a 
curettage,  and  endometritis  was  found  in  only  2  per  cent.  He 
says  that  aside  from  gonorrheal  infection,  its  occurrence  is  rare. 
At  the  University  of  Pennsylvania  Hospital,  out  of  i77ogvneco- 
logical  cases  operated  on,  the  specimens  of  which  were  ex- 
amined, endometritis  was  found  in  only  216  cases  or  1.22  per 
cent.  These  cases  included  all  cases  in  which  a  curettement 
was  done  and  all  hysterectomy  cases,  the  endometrium  of  which 
showed  any  abnormality,  macroscopically. 

Varieties. — Mathews  Duncan  said  in  beginning  his  lecture  on 
this  subject,  "Who  can  tell  what  anyone  means  by  endome- 
tritis? Often  its  use  is  the  cloak  for  ignorance  and  confusion." 
In  reading  some  of  the  earlier  writings  on  the  subject  and  indeed 
some  of  the  later  ones,  it  is  plain  to  see  that  there  has  been 
plenty  of  ground  for  such  a  view.  In  the  classification  especially 
is  this  confusion  marked.  One  has  only  to  glance  at  two  or  three 
text-books  on  gynecology  to  find  all  sorts  and  types  described. 
One  man  states  that  in  looking  over  six  text-books  now  in  use 
he  found  twenty-six  varieties  mentioned',  no  one  of  which  was 
found  in  each  book.  There  are  several  reasons  for  this  con- 
fusion : 

First.— The  structure  and  relations  of  the  membrane  are  lost 
sight  of. 

Second. — Age  should  not  be  considered.  vSenile  conveys  no 
special  pathological  significance.  Juvenile  and  adolescent  are 
terms  that  might  just  as  properly  be  applied  as  types. 

Third. — Etiology.  Classification  according  to  this  is  not 
good,  for  the  cause  is  not  always  ascertained  and  there  is  not 
always  a  relation  between  the  cause  and  the  anatomical  changes 
produced. 

Fourth. — Symptoms.  Classification  according  to  symptoms 
as  terms;  simple  catarrhal,  purulent,  hemorrhagic,  etc.,  may 
be  applied  to  different  stages  in  the  same  process  and  will  lead 
to  an  unlimited  number  of  varieties. 

Fifth. — Classification  according  to  pathological  changes  will 
lead  to  the  same  confusion  as  one  according  to  symptoms. 

That  there  is  a  strong  movement  on  foot  to  simplify  the  matter 
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and  bring  order  out  of  chaos  is  shown  by  the  fact  that  the  Section 
on  Gynecology  and  Obstetrics  of  the  A.  M.  A.  appointed  a  com- 
mittee on  "Nomenclature  of  Endometritis,"  which  committee 
reported  that  endometritis  could  be  classified  as  acute  and 
chronic.  That  acute  involves  all  component  parts  indifferently; 
that  apart  from  gonorrheal,  puerperal,  and  instrumental  infec- 
tion, it  is  of  little  clinical  importance.  That  chronic,  rarely 
existing  alone,  may  be  divided  into  glandular  and  interstitial. 
That  these  might  be  further  subdivided  by  pathologists,  but 
such  subdivision  would  have  little  significance  to  the  clinician. 

Causes.— Among  the  causes  of  endometritis  may  be  mentioned 
those  that  produce  inflammation  of  mucous  membranes  gener- 
ally, especially  if  active  near  the  menstrual  period.  The  acute, 
nonseptic  form,  more  properly  a  congestion,  may  be  due  to 
sexual  excess,  exposure  to  cold,  fatigue,  traumatism,  mastur- 
bation, instrumentation,  and  acute  illness.  Among  the  organ- 
isms that  have  been  known  to  produce  endometritis  are:  the 
gonococcus,  most  common,  the  streptococcus,  the  staphy- 
lococcus, the  pneumococcus,  the  tubercle  bacillus  in  about  8  or 
ID  per  cent.,  according  to  Williams,  the  typhoid  bacillus,  thecoli 
communis  bacillus,  the  bacillus  of  diphtheria,  the  bacillus  of 
malignant  edema,  and  two  cases  have  been  reported  of  the  ray 
fungus.  The  proteus  vulgaris  was  found  in  one  case  at  Columbia 
Hospital.     Infection  may  take  place: 

First. — By  continuity  of  surface,  from  cervix  or  tubes. 

Second. — By  extension  of  disease  of  the  extrapelvic  organs, 
appendix,  and  bowel.  This  is  the  usual  manner  in  which  the 
tubercle  bacillus  gains  entrance. 

Third. — By  the  blood  and  lymph  channels.  The  external 
OS  may  be  the  original  site  of  the  infection,  which  may  be  carried 
to  the  endometrium  of  the  body  b}^  lymphatics  and  blood,  the 
intervening  mucous  membrane  remaining  intact. 

The  chronic  form  may  follow  an  acute  attack  or  may  never 
have  been  acute.  It  may  be  due  to  the  same  causes  that  produce 
the  acute  type  or  to  imperfect  involution  following  confinement, 
abortion,  or  menstruation,  attempts  to  prevent  conception,  fre- 
quent parturition,  lacerated  cervix,  displacements,  disease  of 
adjacent  organs,  constipation,  constitutional  diseases,  and 
unhygienic  mode  of  life. 

There  is  some  difi"erence  of  opinion  as  to  the  power  of  the 
endometrium  to  resist  infection.  In  1888  Laplace,  after  a  num- 
ber of  experiments  in  Koch's  laboratory,  stated  that  the  normal 
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endometrium  was  a  harbor  for  numerous  known  pyogenic  organ- 
isms and  a  few  unknown  organisms  which  possessed  poisonous 
quahties  when  injected  into  the  guinea-pig.  That  in  the  in- 
flamed membrane  the  number  of  organisms  was  much  increased 
and  that  they  were  buried  in  the  exfoHating  and  deeper  tissues. 
In  1894  Menge,  of  Leipsic,  aseptically  introduced  pure  cultures  of 
staphylococci  into  the  uterine  cavity  and  within  an  average  of 
twelve  hours  they  had  disappeared.  He  believes  that,  with  the 
exception  of  the  gonococcus,  bacteria  cannot  vegetate  for  any 
considerable  length  of  time  within  the  uterine  cavity.  In  1898, 
Warbasse,  of  Brooklyn,  curetted  seventeen  cases  of  chronic  en- 
dometritis, introducing  the  scrapings  into  warm  beef-bouillon 
gelatin.  Twelve  plates  gave  no  growth  whatever.  Of  the 
five  that  showed  growths.  No.  i  was  a  pure  culture  of  staphylo- 
coccus pyogenes  aureus  No.  2,  the  same,  with  an  organism 
resemb  ing  proteus  vulgaris.  No.  3,  bacteria  urae.  Nos.  4  and 
5,  pure  cultures  of  pyogenes  albus.  He  attributed  the  fact  that 
the  growths  were  obtained  in  five  cases  to  a  probable  faulty 
technic  in  the  operation,  for  he  says  that  in  no  case  was  there  an 
organism  buried  in  the  tissue  shreds.  The  culture  medium  was  the 
same  as  used  by  Laplace  and  had  been  previously  tested.  His 
opinion  is  that  the  uterine  cavity  is  practically  sterile  even  in 
chronic  endometritis,  and  that  bacterial  infection  is  necessary 
for  the  production  of  chronic  endometritis  is  questionable,  indeed 
improbable.  One  reason  he  gives  for  his  belief  is  that  he  has 
seen  several  cases  of  chronic  endometritis,  in  which  the  uterine 
wall  was  perforated  with  the  curette,  and  no  bad  symptoms 
followed. 

Symptoms:  In  the  Acute  Type. — The  symptoms  vary  some- 
what according  to  the  cause.  In  that  type  where  there  is  no 
bacterial  infection,  the  symptoms  are  those  usually  accompany- 
ing congestion  of  any  part.  In  that  due  to  bacterial  infection, 
there  is  a  chill  or  chilly  sensation,  there  may  or  may  not  be  fever, 
the  pulse  rise  is  proportionate  to  extent  of  the  intoxication,  but 
is  rarely  over  no,  there  are  sharp  uterine  cramps,  with  backache, 
vesical  and  rectal  tenesmus,  dysuria,  irregular,  profuse,  scanty, 
or  suppressed  menstruation.  Hunner,  of  Johns  Hopkins,  has 
demonstrated  that  leukorrhea  in  a  great  majority  of  cases  is 
from  the  cervix  and  not  from  the  corporeal  mucous  membrane. 
The  uterus  is  enlarged,  tender  under  pressure,  its  motility  is 
limited  by  the  surrounding  muscular  spasm  and  extension  of  the 
inflammation.     Through  the  speculum   the  cervix  is    seen    to 
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be  swollen  and  puffy;  the  external  os  is  soft  and  patulous,  usually 
open.  In  that  form  due  to  the  streptococcus,  the  accompanying 
vulvitis  and  vaginitis  is  not  so  marked  as  in  other  forms,  but 
the  toxemia  is  pronounced. 

In  that  form  due  to  saprophytic  infection,  there  is  pronounced 
chill,  with  high  fever  and  pulse;  the  constitutional  symptoms  are 
marked;  the  uterus  is  greatly  enlarged,  soft,  and  boggy;  the 
cervix  is  swollen  and  greatly  dilated,  with  very  often  shreds  in 
the  external  os,  and  there  is  a  profuse  dirty,  bloody  discharge 
with  foul  odor. 

Symptoms:  In  the  Chronic  Form. — There  are  often  very 
marked  constitutional  symptoms:  capricious  appetite,  constipa- 
tion, nausea,  flatulence,  headache,  backache,  sleeplessness,  men- 
tal depression,  neurasthenia,  anemia,  and  loss  of  weight.  Also 
changes  in  the  breasts  resembling  the  changes  that  occur  in 
pregnancy.  Menstruation  may  be  irregular,  profuse,  scanty,  or 
suppressed — the  rule  is  profuse;  there  may  be  continuous  bleed- 
ing, worse  at  intervals,  and  rectal  and  vesical  tenesmus.  Pain 
may  be  either  inter-  or  comenstrual ;  when  the  former  it  is  usually 
lumbosacral,  and  is  exaggerated  when  walking,  standing,  or 
exercising. 

Results  and  Complications. — One  of  the  most  important  re- 
sults is  sterility.  According  to  Edgar,  there  is  a  15.3  per  cent, 
greater  percentage  of  subsequent  pregnancies  following  abortion 
in  cases  that  are  curetted  than  in  those  that  are  not.  As  has 
been  stated,  metritis,  pelvic  eel  ulitis,  tubal  and  ovarian  affections 
are  ver}^  apt  to  follow  endometritis,  owing  to  the  close  associa- 
tion of  the  parts.  Following  gonorrheal  infection,  pyosalpinx, 
ovarian  or  pelvic  abscess  is  common.  Formerly  the  gonococcus 
was  not  thought  to  infect  the  deeper  tissues,  but  this  is  now 
known  to  be  erroneous.  Streptococcic  infection  usually  spreads 
by  way  of  the  lymphatics  and  blood-vessels,  setting  up  a  metri- 
tis, parametritis,  pelvic  cellulitis,  and  pelvic  peritonitis  and  seldom 
forms  tubal  or  ovarian  abscess. 

Diagnosis. — In  many  acute  cases  it  may  be  necessary  to  make 
a  bimanua  examination  under  a  general  anesthetic,  to  determine 
whether  or  not  other  pelvic  structures  are  involved  to  any  great 
extent.  In  cases  of  continued  and  persistent  uterine  hemorrhage 
where  no  masses  are  mapped  out  by  bimanual  examination  and 
it  is  desirous  to  eliminate  early  stages  of  adenoma,  adcnosarcoma, 
sarcoma,  or  carcinoma,  it  is  well  to  curette  and  have  the  scrap- 
ings examined. 
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Treatment. — Local  treatment  for  womb  trouble  was  practised 
in  the  early  ages,  ^tius,  an  Egyptian  physician,  living  in 
Alexandria  about  500  A.  D.,  described  a  speculum,  sponge-tent, 
intrauterine  medication,  ointments,  and  pencils.  It  is  very 
noticeable  that  with  all  the  discussion  as  to  the  merits  of  the 
different  classifications,  the  writers  seem  practically  united  upon 
the  treatment — that  is,  the  general  principles  of  it.  In  the  treat- 
ment the  fact  should  be  borne  in  mind  that  other  conditions 
are  in  all  probability  present  and  also  that  complications  are  very 
prone  to  follow. 

In  the  acute  type,  one  of  the  most  important  factors  is  rest 
in  bed.  For  some  mild  nonbacterial  forms,  this  may  be  all 
that  is  required.  In  the  acute  cases  coming  on  in  the  course  of 
an  acute  illness,  special  treatment  may  not  be  necessary. 

In  the  severer  cases,  the  diet  should  be  restricted,  bowels  open, 
kidneys  active,  ice-bag  to  hypogastrium  if  pain  is  slight,  if  pain 
is  intense  morphia  may  be  required.  Hot  vaginal  douches  are 
very  often  beneficial.  When  gonorrheal  or  any  pyogenic  bacte- 
rial infection  is  suspected,  it  is  questionable  whether  any  operative 
procedures  should  be  instituted  during  the  acuteness  of  the  dis- 
ease. Later,  if  no  other  operation  is  required,  a  curettement  may 
probably  have  to  be  performed.  Some  authorities,  however, 
advocate  curetting  early  and  applying  iodin  or  some  escharotic. 
When  the  infection  is  saprophytic  in  character  and  due  to  re- 
tained secundines,  the  uterus  should  be  emptied  at  once  and  an 
intrauterine  douche  of  hot  normal  salt  solution  given.  The 
sharp  curette  should  not  be  used  in  this  class  of  cases,  the  finger 
being  probably  the  best  curette.  There  seems  to  be  some  ques- 
tion as  to  the  advisability  of  using  gauze  drainage;  if  there  is  a 
tendency  to  profuse  bleeding,  to  pack  the  uterus  well  with  gauze 
will  probably  help  to  stimulate  contractions. 

In  the  chronic  cases,  treatment  should  always  be  carried  on  in 
conjunction  with  the  treatment  for  the  associated  condition  and 
very  often  extends  over  a  long  period  of  time.  A  dilatation  and 
curettage  may  have  to  be  performed  two  or  three  times.  Tam- 
pons and  douches  have  beneficial  effects.  Active  hyperemia 
by  hot  air,  hyperemia  by  weighting,  and  hyperemia  by  suction, 
used  either  separately  or  combined,  have  lately  been  used  by 
some  gynecologists  with  some  degree  of  success,  but  it  is  doubt- 
ful if  their  use  will  gain  very  marked  favor.  The  general  health 
should  always  be  improved  by  proper  methods  of  rest,  exercise, 
and  general  hygenic  mode  of  life. 
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CONCLUSIONS. 

1.  The  classification  of  endometritis  should  be  acute  and 
chronic.  To  further  subdivide  these  leads  to  much  confusion 
and  does  not  materially  aid  the  clinician. 

2.  Uncomplicated  cases  are  not  very  common  and  an  uncom- 
plicated chronic  case  is  a  very  rare  condition. 

3.  Normally,  the  endometrium  is  free  from  bacteria. 

4.  Treatment  of  chronic  endometritis  to  be  successful,  should 
always  be  carried  on  in  conjunction  with  the  treatment  of  the 
associated  conditions. 

302  Monroe  Street. 
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In  assigning  this  subject  for  a  paper  before  this  society  the 
committee  could  but  have  had  as  its  principal  reason  a  desire 
to  have  a  discussion  of  the  etiology  and  symptomatology  which 
for  nearly  five  hundred  years  have  engaged  the  attention  of  our 
profession,  in  hopes  that  certain  mooted  factors  could  at  this 
time  be  more  satisfactorily  explained  than  has  been  shown  by 
the  literature  on  this  subject  and  the  clinical  experience  of 
many  observers. 

Many  hypotheses  and  conjectures  have  been  advanced  accord- 
ing to  the  view  which  one  or  the  other  writer  may  have  believed 
would  best  meet  the  solution  of  the  complex  symptoms  presented 
by  the  kidneys,  occupying  any  position  other  than  that  which 
was  thought  to  be  normal.  Thus  we  have  at  one  time  heard 
much  of  the  cause  of  physical  discomfort  ascribed  to  congestion 
of  other  viscera  from  other  anomalies  of  circulation,  and  even 
the  etiology  of  a  definite  pathological  lesion,  especially  that  of 
appendicitis  as  associated  with  a  movable  right  kidney. 

In  1 56 1  Mesne,  of  Venice,  was  the  first  to  describe  movable 
kidney  and  regarded  it  as  caused  by  some  form  of  renal  tumor. 
Riolan,  in  his  book  published  in  1682,  was  the  first  to  recognize 
the  clinical  importance  of  movable  kidney,  and  stated  that  the 
rapid  decrease  of  the  perinephric  fat  was  an  important  factor  in 
observing    this   condition.     He    says:    "Although    the    kidneys 

♦Read  before  the  New  York  Obstetrical  Society,  February  9,  1909. 
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appear  strongly  fixed  in  the  loin,  they  may  still  be  able  to  leave 
this  position,  and  move  downward  or  fall  forward;  the  cause 
of  this  is  not  only  that  the  fat  in  which  they  are  normally 
enveloped  disappears,  but  further,  either  from  enlargement 
due  to  tumor  or  stone  in  their  pelvis,  their  own  weight  pulls  them 
down,  their  attachments  not  being  sufficiently  strong  to  hold 
them  in  place."  Wilson  and  Howell,  in  their  treatise,  "Movable 
Kidney:  Its  Pathology,  Symptoms  and  Treatment,"  credit 
Pierre  Rayon,  in  a  work  published  in  1839,  as  giving  the  first  full 
description  of  this  condition  and  its  symptomatology.  He 
states  women  most  frequently  suffer  from  movable  kidneys,  and 
that  the  right  kidney  is  most  often  found  displaced,  and  also  that 
it  is  often  associated  with  a  hypochondriacal  frame  of  mind; 
"Especially  in  those  who  discover  for  themselves  a  tumor  in  the 
abdomen,  the  nature  of  which  their  physician  is  unable  to 
explain." 

He  gives  the  history  of  a  case  of  "floating  kidney"  in  which  a 
mesonephron  was  present  which  he  considered  a  congenital 
anomaly  because  of  the  great  length  of  the  renal  vessels.  It  is 
most  interesting  to  note  that  he  treated  his  cases  with  corset 
or  bandage  and  rest  in  the  recumbent  position,  but  that  the 
results  were  only  partially  satisfactory.  Operative  treatment 
for  the  relief  of  symptoms  referable  to  movable  kidney  is  of  com- 
paratively recent  date,  for  Hahn,  in  1881,  reported  two  cases 
successfully  treated  by  lumbar  fixation,  and  since  that  date 
innumerable  operations  have  been  done  with  many  devices  of 
technic  and  variety  of  sutures. 

It  is  not  within  the  scope  of  this  paper  to  consider  the  anatomy 
of  the  kidneys  except  to  emphasize  certain  essential  points 
which  contribute  to  the  etiology  of  displaced  kidneys,  and  explain, 
in  a  measure,  the  greater  frequency  of  movable  kidneys  in 
women  and  why  the  right  kidney  is  most  frequently  the  one  at 
fault.  The  renal  fossae  differ  in  the  sexes:  in  men  they  are  deep, 
narrow,  and  rapidly  diminish  in  breadth  from  above  downward, 
whereas  in  women  they  are  not  as  deep,  broader  and  the  trans- 
verse diameter  only  slightly  decreases  downward,  this  being 
especially  so  on  the  right  side.  Becker  and  Lehnhoff  attach 
much  importance  to  the  body-shape  as  a  cause  of  nephroptosis. 
They  assert  the  vast  majority  of  persons  having  movable  kidnevs 
have  a  peculiar  cone-shaped  form  of  chest  and  abdomen,  the  apex 
pointing  downward,  and  that  when  no  nephroptosis  existed  the 
body    shape    was    cylindrical.     That    this    difference    in    body- 
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shape  was  not  due  to  the  efifect  of  tight  lacing  and  the  clothing 
of  civiHzation,  these  same  observers  state  as  a  result  of  their 
examination  of  many  South  Sea  Islanders;  that  movable  kidney 
was  found  about  as  often  as  among  the  civilized  races. 

It  is  now  the  concensus  of  opinion  that  the  act  of  respiration 
and  the  diaphragmatic  attachments  are  not  in  themselves 
factors  which  cause  nephroptosis  except  that  because  of  the 
close  continuity  of  the  right  kidney  to  the  liver  the  latter  organ 
may,  because  of  displacement  and  disease,  affect  the  right  kidney. 

The  proverbial  constipation  of  women  and  its  effect  upon 
nephroptosis  because  of  the  anatomical  relations  of  the  colon 
has  been  most  thoroughly  considered  by  Wilson  and  Howell, 
whose  report  is  as  follows: 

''Relations  of  the  Colon. — Although  in  the  adult  the  exact 
relationships  of  the  large  intestine  to  the  kidneys  vary,  still  the 
following  broad  differences  in  the  two  sides  remain  constant: 

"a.  That  on  the  right  side  the  ascending  colon  and  hepatic 
flexure  lie  mainly  on  the  inner  aspect  of  the  kidney. 

"b.  That  on  the  left  side  the  descending  colon  lies  to  the  outer 
side,  and  partly  astride  of  the  corresponding  organ,  the  branches 
of  the  colica  sinistra  passing  upward  and  outward  across  the 
anterior  aspect  of  the  kidney  to  get  to  their  distribution. 

"The  splenic  flexure  of  the  colon  lies  above  and  well  to  the 
outer  side  of  the  upper  pole  of  the  left  kidney,  being  firmly 
fixed  and  supported  in  that  position  by  the  diaphragmato-colic 
ligament.  It  will  be  seen  that  the  hepatic  flexure,  if  the  bowel 
be  loaded,  would  tend  to  drag  on  the  kidney,  while  the  descending 
colon,  firmly  suspended  above,  would,  on  the  contrary,  bind 
the  kidney  in  position  by  means  of  its  mesocolon.  Passing  across 
the  line  of  greatest  convexity  of  the  left  anterior  renal  surface 
are  also  the  pancreas  and  splenic  vessels,  both  of  which  structures 
must  be  important  factors  in  preventing  any  forward  displace- 
ment of  the  organ." 

Is  the  above  anatomical  relation  of  the  ascending  colon  and 
hepatic  flexure,  plus  constipation  and  intestinal  toxemia,  not  a 
most  plausible  reason  for  the  association  of  right  nephrojitosis 
and  appendicitis? 

Again,  it  is  not  here  within  our  province  to  consider  the  rela- 
tions and  attachments  of  the  two  capsules;  that  is,  the  tunica 
propria  of  the  kidney,  the  capsula  adij^osa,  and  the  perinephric 
fascia,  yet  anomalies  of  these  supports  can  but  be  contributing 
factors  in  the  etiology  of  nephroptosis. 
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Having  thus  briefly  considered  the  anatomical  factors,  we  pass 
to  other  alleged  causes  of  abnormal  motility  of  the  kidnevs  and 
summarize  by  quoting  Harris,  who  said:  "The  fallacy  of  sup- 
posing that  pregnancy,  lacerations  of  the  perineum,  displacement, 
of  the  uterus,  etc.,  are  instrumental  in  causing  movable  kidnevs 
is  unanswerably  shown  by  the  fact  that  over  40  per  cent,  of  the 
cases  of  movable  kidneys  were  found  in  unmarried  women,  in 
women  who  thus  have  never  been  pregnant,  who  have  intact 
perineal  floors,  and  whose  uteri  are  in  normal  position.  That 
these  factors  may,  and  perhaps  at  times  do,  aggravate  the  condi- 
tions caused  by  other  influences  is  admitted. 

Just  as  the  profession  have  varied  in  attributing  definite  causes 
and  in  their  statistics  of  degree  of  displaced  and  floating  kidneys, 
so  do  we  find  that  same  indefiniteness  of  symptomatology.  Cases 
of  the  most  aggravated  type  of  floating  kidney  give  no  symptoms, 
and  a  slightly  movable  kidney  may  be  the  cause  of  nullifving  the 
results  of  operations  done  for  other  definite  organic  lesions. 
While  the  cardinal  symptom  of  movable  kidney  is  pain,  this 
may  be  only  a  vague  sense  of  discomfort  referred  to  the  lumbar 
region,  or  so  intense  and  give  the  full  complement  of  symptoms 
associated  with  the  so-called  Dietl's  crisis  due  to  paroxysms 
from  a  kink  in  the  upper  part  of  the  ureter  and  so  narrowng  the 
caliber  of  the  ureter  that  the  urine  is  forced  back  into  the  pelvis 
and  calices  and  thus  cause  a  transient  hydronephrosis.  These 
crises  have  been  caused  by  the  injection  of  sterile  water  through 
the  ureters  and,  as  suggested  by  Kelly,  are  of  great  aid  in  making 
a  diff"erential  diagnosis.  Because  of  the  abnormal  lessening  of 
the  caliber  of  the  ureter]and  thisjtemporary  or  intermittent  hydro- 
nephrosis, the  one  special  pathological  change  which  is  to  be 
found  in  movable  kidneys, 'thus  may  become  a  permanent  hydro- 
nephrosis or  even  pyonephrosis. 

Besides  the  pelvic  lesion  associated  with  the  different  forms  of 
appendicitis,  the  other  most  frequent  conditions  which  are  possi- 
ble of  causing  error  in  diagnosis  are  ovarian  cysts  (usually  der- 
moid), pedunculated,  subserous  uterine  myomata,  and  occasion- 
ally parovarian  cysts.  All  these  tumors  would  naturally  be  of 
comparatively  small  size  and  with  a  long  pedicle. 

For  the  past  three  months  I  have  been  interested  in  deter- 
mining how  many  cases  were  relieved  by  appendectomy,  which 
was  done  either  in  conjunction  with  the  operation  upon  other 
pelvic  organs  or  for  disease  of  the  appendix  alone.  Of  thirty- 
two  cases  thus  observed  where  a  movable,  and  in  some  cases  a 
5 
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floating  kidney,  had  given  symptoms,  the  operation  for  appendec- 
tomy has  seemed  to  reHeve  certain  of  the  symptoms  referred  to 
the  movable  kidneys.  This  improvement  is  more  than  would  be 
expected  from  the  recumbent  position  following  the  operation 
and  also  that  an  abdominal  supporter  has  not  been  used  in  but 
three  cases. 

Again  there  seems  to  exist  reason  to  believe  that  the  septic 
cases  where  extensive  drainage  is  used  and  adhesions  result,  the 
effect  upon  the  ascending  colon  and  hence  aggravating  the  mo- 
tility of  the  right  kidney  has  also  been  observed.  What  relation 
there  exists  to  certain  cases  of  pyelitis  occurring  during  preg- 
nancy to  a  displaced  kidney  which  may  have  existed  prior  to 
conception  is  also  of  special  interest  for  us  to  consider.  One  case 
of  pyelitis  that  complicated  pregnancy  came  under  my  observa- 
tion last  winter,  and  without  any  serious  result  cleared  up  with 
urotropin  as  soon  as  the  uterus  enlarged  sufficiently  to  act  either 
as  a  support  and  perhaps  straighten  out  a  kink  in  the  ureter,  in- 
stead of  traction  on  the  ureter  by  the  uterus  when  in  the  pelvis 
before  the  third  month. 

That  floating  kidneys  have  been  a  cause  of  dystocia  at  time  of 
confinement  has  been  reported  by  numerous  observers,  and 
undoubtedly  has  been  the  experience  of  most  of  those  present. 

A  case  of  interest  because  of  many  usual  factors  is  the  following : 

Confinement  by  midwife  in  one  of  the  east  side  tenements. 
No  instruments  were  used  either  at  the  time  or,  so  far  as  could 
be  obtained  by  history,  following  the  delivery,  which  was  that  of 
a  large  still-born  child.  Because  of  severe  postpartum  hemor- 
rhage the  patient  was  admitted  to  Bellevue.  Probably  because 
the  hemorrhage  ceased  at  that  time,  no  thorough  examination 
was  made  and  certainly  no  operative  interference.  Accordingly 
she  was  transferred  to  the  City  Hospital  where,  because  of  a  foul- 
smelling  discharge  she  was  assigned  to  the  gynecological  ward. 
Here  for  twenty-four  hours  she  walked  about  the  ward  and  into 
the  dining-room.  The  evening  of  the  day  following  her  admit- 
tance, when  at  stool,  was  seized  with  severe  colicky  pains  referred 
to  the  hypogastric  region,  and  is  reported  to  have  fainted.  She 
was  taken  to  the  operating-room,  and  the  house  surgeon  in 
making  an  examination  found  a  loop  of  the  intestine  presenting 
in  the  vagina.  I  was  called  to  see  the  case  and  confirmed  his 
diagnosis  of  rupture  of  the  uterus.  Because  of  the  length  of  the 
interval  since  the  confinement,  at  least  ten  days,  I  believed  a 
hvsterectomy    would    probably    give    better    results    than    any 
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means  and  accordingly  she  was  prepared  for  celiotomy.  After 
the  abdomen  had  been  opened  a  still  greater  surprise  was  in 
store  in  that  in  the  rupture  of  the  fundus  of  the  uterus  was  a  kid- 
ney, which  at  first  w^as  mistaken  for  a  pedunculated  fibroid  and 
fortunately  not  excised.  Simple  hysterectomy  was  performed 
and  thorough  vaginal  drainage,  but  sepsis  developed  and  the 
patient  succumbed  to  a  general  septicemia. 
47  West  Fifty-sixth  Street. 
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Before  considering  the  treatment  of  any  malady  we  should, 
at  least,  have  a  well-defined  knowledge  of  what  that  malady  is. 
In  no  condition  is  this  more  important  than  in  the  one  under 
consideration,  and  I  might  further  state  that  in  few  would  it  be 
harder  to  arrive  at  such  conclusion  from  a  study  of  its  literature. 

The  condition  being  purely  a  mechanical  one,  in  many  in- 
stances not  associated  with  any  disease  of  the  organ,  the  impor- 
tance of  arriving  at  just  what  we  mean  by  "movable  kidney"  is 
appreciated. 

Had  the  kidney  come  earlier  under  the  routine  examination 
of  the  clinician,  thereby  at  an  earlier  date  establishing  the  fact 
that  the  vast  majority  of  the  human  race  have  kidneys  that 
move  to  an  extent  that  a  few  years  ago  was  considered  symptom- 
producing,  I  feel  sure  many  a  person  would  have  been  spared 
an  operation  for  a  condition  that  really  never  existed  and  much 
subsequent  morbidity  avoided. 

In  the  writer's  experience  kidneys  do  not  often  cause  symptoms 
when  the  mobility  is  limited  to  an  extent  less  than  the  length  of 
the  organ  itself.  Floating  kidney  or  wandering  kidney  is  not 
considered  in  this  paper. 

That  the  kidney  moves  with  each  respiration,  the  right  more 
than  the  left  is  an  accepted  fact,  but  most  authorities  differ  in 
the  range  of  this  mobility.  Morris(i)  and  Ductu(i)  give  from  2 
to  3  cm.  and  from  3  to  5  cm.  as  the  normal  range  in  the  right 
kidney,  less  than  this  in  the  left.  Treves  (2)  says  that  this  is  too 
high  and  that  he  has  never  found  a  range  of  5  cm.  in  a  normally 
placed  kidney.  The  left  kidney  moves  very  little,  if  at  all, 
and  the  movement  of  the  right  is  due  to  the  motion  of  the  liver. 
*  Read  before  the  New  York  Obstetrical  Society,  February  9,  1909. 
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Piersol  attributes  the  greater  fixation  of  the  left  kidney  to  its 
more  extensive  relation  to  the  fusion  which  takes  place  during  the 
development  of  the  large  intestine,  between  the  original  parietal 
peritoneum  and  that  covering  the  surface  of  the  primary  mesen- 
tery of  the  descending  colon.  He  states  that  the  extent  of 
normal  kidney  motion  of  ascent  during  expiration  while  lying 
supine  and  descent  during  inspiration  while  erect  does  not 
exceed  an  inch,  and  that  there  is  also  a  lateral  movement  due  to 
the  oblique  position  of  the  kidney.  The  normal  kidney  is  usually 
not  palpable  below  the  costal  arch — in  emaciated  subjects  it 
may  be  possible  to  palpate  the  lower  pole  of  both  kidneys. 

Rayer(3)  in  1839,  gave  the  first  full  account  of  the  symptoma- 
tology and,  in  1841,  advised  the  use  of  bandages  for  the  relief 
of  those  symptoms. 

In  1856,  Oppolzer(4)  condemned  the  bandages  as  useless. 

Of  the  earlier  writers  the  majority  advocated  some  form  of 
support. 

Hahn,  in  1881,  proposed  and  performed  the  first  operation  of 
lumbar  fixation,  and  as  the  operation  became  generall}-  estab- 
lished the  advocates  of  the  bandage  became  fewer  and  fewer. 

Glenard,  in  1885,  demonstrated  that  in  a  great  many  cases 
there  was  an  associated  enteroptosis,  and  that  certain  symp- 
toms were  due  to  the  kidney  displacement  and  others  to  that  of 
the  gastrointestinal  tract.  Those  due  to  the  kidney  were 
characterized  by: 

1.  Their  acuteness. 

2.  Frequent  recurrence. 

3.  Rapid  subsidence  after  the  kidney  has  been  replaced. 

The  majority  of  clinicians  now  accept  Glcnard's  theory  that 
movable  kidney  is  merely  an  incident  in  the  general  ptosis 
and  svmptoms  referred  to  the  kidney  are  much  more  likely  to  be 
caused  by  the  intestine. 

Glenard  divides  movable  kidney  into  four  classes  with  regard 
to  the  degree  of  mobility. 

1.  When  the  lower  pole  may  be  palpated. 

2.  When  the  kidney  may  be  held  between  the  fingers.  The 
upper  pole  not  being  defined. 

3.  Upper  pole  defined. 

4.  Can  be  felt  during  expiration  by  mere  palpation. 
The  methods  of  treatment  may  be  placed  in  four  classes: 

1.  Hygienic. 

2.  Dietetic. 


BALDWIN:    THE    TREATMENT    OF    MOVABLE    KIDNEY.  621 

3.  Mechanical. 

4.  Operative. 

The  first,  hygienic,  consists  in  exercises  and  mode  of  Hving. 
The  exercises  tend  to  increase  the  musculature  of  the  abdominal 
wall,  and  the  general  tone  of  the  patient,  in  this  way  aiming  to 
induce  the  equilibrium  between  the  intra-  and  extraabdominal 
pressures.  Roux(5)  of  Lausanne  directs  his  young  patients  with 
slipped  kidney  to  run,  jump,  etc.,  to  strengthen  the  abdominal 
muscles. 

The  dietetic  treatment  aims  to  increase  the  amount  of  peri- 
renal fat,  in  this  way  holding  the  kidney  in  its  normal  position. 

The  mechanical  treatment  consists  of  belts,  pads,  trusses,  and 
corsets.  These  are  legion,  almost  every  surgeon  w^ho  treats  his 
cases  by  this  method  has  devised  and  uses  some  form  of  external 
support.  Pads  have  been  tried  by  numerous  writers,  but  the 
majority  have  discarded  them,  as  they  have  been  found  to  do 
more  harm  than  good  in  many  cases,  and,  as  a  rule,  it  is  impos- 
sible to  fit  any  pad  externally  that  would  hold  the  kidney  in 
position.  Several  trusses  have  been  devised,  the  one  used  by 
Treves  being  probably  the  best  of  them.  Belts  and  corsets  are 
the  most  popular  form  of  external  support.  Gallant's  corset  is 
used  by  many  and  good  results  are  reported. 

The  operative  treatment  aims  to  set  up  an  adhesion  between 
the  lumbar  parietes  and  the  kidney.  The  different  methods  are 
numerous  and  the  literature  of  the  subject  has  been  swamped 
with  descriptions  of  new  operations,  each  advocated  by  the 
writer  to  be  the  best,  and  many  of  them  being  very  ingenious. 
The  details  of  these  various  methods  wdll  not  be  touched  upon  in 
this  paper. 

In  searching  the  literature  for  methods  and  results,  the  widest 
diversity  of  opinion  is  found. 

The  writers  may  be  divided  into  four  classes: 

1.  Those  who  never  operate  upon  movable  kidneys. 

2.  Those  who  operate  only  after  hygienic,  dietetic,  and 
mechanical  treatment  has  failed. 

3.  Those  who  operate  only  when  Dietl's  crises  are  frequent 
and  when  hematuria,  albuminuria,  and  uronephrosis  are  present. 

4.  Those  who  operate  on  all  cases  of  movable  kidney. 
Before  deciding  on  any  method,  the  surgeon  must  carefully 

studv  the  subjective  and  objective  symptoms,  w^hether  the  kid- 
ney mobility  is  the  cause  of  the  symptoms,  or  whether  there  is  a 
large  amount  of  neurosis  present.     The  position  of  each  and 
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every  abdominal  organ  should  be  studied  and  absolutely  deter- 
mined and  above  all  one  must  not  jump  at  conclusions.  To  quote 
Landau (6) :  "Pleased  with  his  discovery,  the  physician  may  im- 
pute all  subsequent  symptoms  to  movable  kidney."  A  certain 
number  of  surgeons  have  regarded  operation  as  a  panacea 
for  many  minor  ills.  A  recent  monograph  attributes  almost 
anything  from  insanity  and  epilepsy  to  appendicitis,  to  movable 
kidney. 

Many  movable  kidneys  which  cause  no  symptoms  are  dis- 
covered during  a  routine  examination.  These  demand  no  treat- 
ment, and  the  knowledge  of  their  mobility  should  be  denied  the 
patient. 

It  is  important  to  recognize  any  neurotic  element,  to  deter- 
mine whether  the  symptoms  are  due  to  the  neurosis  or  the  neuro- 
sis to  the  presence  of  the  movable  kidney.  The  most  important 
point  is  to  recognize  the  patient  of  neuropathic  stock  who 
all  her  life  has  suffered  from  something  or  other. 

If  one  has  decided  absolutely  that  the  symptoms  are  due  to  the 
kidney  condition  he  may  institute  whichever  treatment  has  been 
most  successful  in  his  hands. 

To  quote  opinions  and  give  the  results  of  various  -methods 
which  have  been  described : 

Gallant(7)  believes  in  i.  Rest  and  quiet.  2.  Sleep.  3.  Diet. 
4.  Massage  and  exercise.  5.  Tonics.  6.  Visceral  support. 
That  90  to  95  per  cent,  of  cases  can  be  relieved  without  operation. 
That  nephropexy  is  not  free  from  mortality  and  is  not  infre- 
quently followed  by  pain,  at  times  so  great  as  to  necessitate 
the  removal  of  the  organ  (Harris).  That  there  are  relapses. 
He  concludes  that  nephropexy  is  justifiable  on  a  displaced 
kidney  to  relieve  conditions  involving  its  structure,  its  pelvis, 
or  its  ureter,  or  to  relieve  hydronephrosis  or  hematuria.  He 
believes  that  the  most  troublesome  kidneys  are  those  that  descend 
only  5  cm. 

Einhorn(8)  concludes  from  personal  experience  in  favor  of 
nonoperative  treatment.  In  some  instances  where  all  methods 
have  failed  nephropexy  may  be  indicated.  He  believes  that  a 
cushion  for  the  kidney  may  always  be  omitted.  A  well-fitting 
bandage  is  all  that  is  necessary. 

Aaron (9),  of  St.  Louis,  believes  that  the  days  of  kidney  fix- 
ation are  numbered.  That  the  movable  kidney  is  only  a  part  of 
of  the  general  ptosis,  and  fixing  one  organ  will  not  relieve  the 
general  condition.     He  states  that  the  cases  where  the  kidney 
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alone  is  movable  are  those  which  give  few  or  no  symptoms. 
His  results  in  over  600  cases  with  properly  fitting  bands  have 
proved  eminently  satisfactory.  He  holds  that  surgical  work  sets 
up  an  abnormal  adhesion  and  fixes  a  mobile  organ  which  may 
aggravate  the  symptoms  they  are  trying  to  relieve. 

Watt(io),  of  Edinburgh,  reports  eighteen  cases  cured  by  a 
straight-front  corset  beneath  which  he  fitted  a  thin  lead  plate  so 
moulded  that  it  pressed  equally  upon  all  parts  of  the  abdomen. 

Keyes  (11)  concludes  that  operation  often  fails  to  cure  nervous 
and  digestive  symptoms.  In  view  of  this  fact,  one  must  hesitate 
to  elect  nephropexy  which  may  prove  a  failure  or  worse.  Me- 
chanical treatment  must  always  be  tried. 

Treves  (12)  used  a  truss  in  300  cases  with  perfect  results  in  95 
per  cent,  and  has  abandoned  the  operative  treatment,  except  in 
urgent  cases  or  where  the  truss  could  not  be  worn.  He  states 
that  the  literature  of  the  subject  has  encouraged  the  belief 
that  operation  is  the  only  method  of  treatment. 

Operation  has  been  very  extensively  employed  with  some  lack 
of  discrimination.  The  operation  is  not  always  successful  and 
there  is  no  procedure  which  can  claim  to  be  infallible  or  can 
claim  to  be  exempt  from  occasional  failure.  In  dealing  with 
records  of  operations,  it  must  be  remembered  that  it  is  only  nat- 
ural that  the  successful  case  receives  a  place  which  is  often  denied 
to  the  case  that  fails.     The  truss  does  not  cure  neurasthenia. 

Watson  Cheyne(i3),  of  London,  believes  that  when  grave 
symptoms  are  present,  Dietl's  crises,  intermittent  hydronephrosis 
or  hematuria,  operation  is  essential.  When  all  other  methods 
have  failed  to  relieve  the  symptoms  one  must  think  of  operation. 
If  operation  is  properly  done  it  is  possible  to  get  good  results. 
When  improperly  done  the  kidney  may  become  loose  again, 
symptoms  may  speedily  recur,  pain  may  be  set  up  which  may  be 
due  to  inclusion  of  dorsal  nerves. 

Mackenzie  (14)  reported  474  cases  treated  with  some  sort  of 
support  and  found  that  operation  was  seldom  advisable,  and 
when  done  was  at  the  utmost  only  successful  in  57  per  cent,  of 
cases  operated  upon.  He  quotes  Wilson  as  stating  that  40  per 
cent,  of  the  cases  operated  upon  in  St.  Bartholomew's  were  cured 
of  the  symptoms.  He  reviews  131  cases  in  the  literature  which 
were  operated  upon.  In  113  nephropexies,  there  were  eighty 
cures,  in  some  of  these  the  time  elapsing  being  far  too  short.  In 
seventeen  cases  there  was  partial  relief  and  in  thirteen  cases 
failure.     Three    cases    ended    fatally.     Nephrectomy    was    the 
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primary  operation  in  eighteen  cases,  of  which  fourteen  were  suc- 
cessful, one  a  failure,  and  three  died. 

Of  1 06  cases  in  St.  Thomas'  Hospital  eighty  were  operated 
upon  with  no  deaths. 

Symons  Eccles  (15)  believes  that  mechanotherapy  will  afford 
equallv  as  good  results  as  operation.  He  reports  five  cases 
treated  this  w^ay  with  relief  of  all  symptoms,  and  sixteen  cases 
treated  with  rest  cure  only.  Of  these  eight  were  cured,  seven 
unimproved,  and  one  disappeared. 

W.  W.  Keen(i6)  reports  283  cases  of  nephropexy,  with  65.32 
per  cent,  cured,  10.36  per  cent,  improved,  22.07  P^r  cent,  of 
failures,  and  1.82  per  cent,  fatal,  and  advises  operation  only 
where  other  measures  have  failed. 

Newman (17),  of  Geneva,  reports  134  cases;  four  died,  sixty- 
three  were  cured,  twenty-one  improved,  nineteen  failed.  Mor- 
tality 2.9  per  cent. 

Albaran(i8)  reports  374  cases,  with  seven  deaths  in  four 
months,  four  due  to  operation;  seventy-eight  in  100  were 
cured  when  intraparenchymatous  sutures  were  used.  Nervous 
symptoms  were  relieved  less  often  than  painful  ones;  fourteen  in 
100  had  some  benefit;  in  thirty-six  in  100  there  was  no  benefit. 

Goelet(i9)  believes  that  prolapsed  kidney  is  always  a  crippled 
organ,  since  its  circulation  and  function  are  seriously  interfered 
with  when  it  is  far  below  its  normal  plane  during  the  greater  part 
of  twenty-four  hours.  That  the  consequence  of  this  interference 
is  not  recognized  promptly  is  because  it  has  a  chance  to  recover 
partiall}',  or  at  least  temporarily  when  the  patient  is  recumbent. 
He  does  not  believe  in  belts,  but  in  operation,  and  claims  that  the 
proper  course  is  to  correct  the  condition  as  soon  as  discovered 
before  any  possible  consequences  may  be  established.  Pyelo- 
nephritis, perinephritis,  atrophy,  and  uronephrosis  are  hastened 
or  aggravated  by  artificial  support.  He  reports  211  nephro- 
pexies in  162  patients  without  a  death  and  without  a  marred 
convalescence.  The  result  will  depend  upon  how  long  the  con- 
dition has  lasted  and  upon  the  condition  of  the  kidney. 

Lillienthal(2o)  does  not  believe  that  operation  is  justifiable 
except  where  it  is  practically  certain  that  the  mobility  of  the 
kidney  causes  the  distinct  attacks  known  as  Dietl's  crises  with 
cramps  and  vomiting.  He  states  that  in  Mt.  Sinai  Hospital  the 
operation  is  a  very  unusual  one. 

Carstens(2i)  reports  twenty-six  cases  of  nephropex\-  with 
relapse  in  only  one  case  and  relief  of  symptoms  in  all. 
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Israel (2 2)  believes  that  the  only  absolute  indication  for  oper- 
ation is  colicky  pain,  resulting  from  kinking  or  pulling  of  the 
pedicle  accompanied  by  a  temporary  or  lasting  retention.  He 
uses  belts  and  pads  and  very  seldom  operates. 

Balsh(23),  of  Boston,  reports  the  results  at  the  Mass.  Gen. 
Hospital  and  Boston  City  Hospital.  In  the  former  there  were 
ninety-two  cases  from  1890  to  1904.  In  writing  to  these  replies 
were  obtained  in  only  forty-one  and  of  these  twenty-eight 
were  relieved  and  thirteen  not  relieved. 

In  the  Boston  City  Hospital  in  ten  years  there  were  16,589 
operations,  of  these  only  seventeen  were  for  movable  kidnev, 
five  of  which  were  completely  relieved,  others  were  improved, 
and  three  are  known  to  have  had  relapses. 

Morris(24)  reports  fifty-seven  cases,  all  of  which  were  relieved. 

Edebohls(25),  after  a  review  of  the  history  and  classes  of 
bandages,  concludes  that  all  may  be  divided  into  two  classes: 

1.  Simple  bandages. 

2.  Apparatus  embodying  the  feature  of  a  special  kidnev  pad. 
The  first  act  by  supporting  the  entire  contents  of  the  abdomen 
and  all  the  relief  that  can  be  obtained  is  from  a  simple  elastic 
bandage  or  from  some  form  of  corset. 

All  forms  of  the  second  class  are  bad,  as  it  is  impossible  to  hold 
the  kidney  in  position.  Operation  should  be  done  in  all  cases 
where  relief  is  not  obtained.  He  reports  198  cases  with  three 
deaths  and  two  known  relapses. 

Robinson,  Tufiier,  Israel,  and  Kuster^  refuse  to  or  rarely  operate 
for  this  condition. 

Stengel (26)  states  that  many  medical  men  condemn  belts, 
but  thinks  that  a  great  many  failures  are  due  to  misdirection  to 
manufacturers.  He  believes  in  the  pressure  of  a  pad  upw^ard, 
backward,  and  toward  the  right  in  the  right  side  and  toward 
the  left  in  the  left  side. 

Mounin(27)  operates  where  there  is  real  distress  and  considers 
it  justifiable  to  save  a  kidney  from  a  w^orse  fate,  and  has  never 
known  operation  to  fail  when  properly  done,  and  where  symp- 
toms have  not  lasted  so  long  as  to  produce  an  indelible  impression 
upon  the  nervous  system. 

Howell  and  Wilson  (2  8)  in  their  very  exhaustive  article  on 
the  subject  divide  cases  of  movable  kidney  which  require  op- 
eration into  four  classes: 

I.  All  cases  showing  acute  exaccerbations  of  renal  pain  often 
accompanied  by  vomiting  and  occasionally  by  hematuria. 
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2.  Cases  showing  evidences  of  pathological  changes  in  the 
kidney,  (a)  Hydronephrosis,  (b)  Albuminuria,  (c)  Casts,  (d) 
Occasional  increased  frequency  with  or  without  polyuria. 

3.  Cases  in  which  the  kidney  is  mechanically  causing  changes 
in  other  viscera,  (a)  Stomach  and  duodenum,  (b)  Biliary 
passages. 

4.  Cases  of  severe  aching  postrenal  pain  in  which  truss  or  belt 
has  failed. 

Contraindications  of  operation  are:  Association  with  Gle- 
nard's  disease,  procidentia,  neuroses. 

They  advise  a  special  form  of  truss. 

They  report  forty-one  cases  of  operation  in  St.  Bartholemew's, 
twelve  cured,  nine  in  statu  quo,  none  worse  than  before. 

Stokes (2 9)  states: 

1.  Movable  kidney  associated  with  G^lnard's  disease  should 
never  be  operated  upon,  except  when  symptoms  can  be  referred 
to  kidney  and  when  all  other  measures  have  failed. 

2.  When  complicated  with  hepatoptosis  the  same  rule  applies. 

3.  When  complicated  with  neurasthenia  only  when  symptoms 
refer  directly  to  kidney. 

4.  In  all  cases  with  renal  crises  with  symptoms  referred 
directly  to  the  kidney,  nephropexy  is  urged. 

5.  In  movable  kidney  without  symptoms  never  operate. 

6.  The  wearing  of  belts,  etc.,  for  movable  kidney  is  advised 
against  as  burdensome.  This  probably  means  uncomplicated 
movable  kidney  with  symptoms. 

From  these  and  from  many  other  writers,  it  may  be  seen  that 
the  majority  believe  that  every  case  should  be  treated  by  other 
means  than  operation,  and  that  only  when  these  methods  have 
failed  may  the  operative  treatment  be  instituted.  There  are 
men  who  have  failed  to  get  relief  from  belts  and  corsets;  but  are 
not  these  failures  due  to  a  lack  of  study  of  each  case  and  attention 
to  details  of  treatment?  It  is  very  easy  to  write  an  order  on  some 
concern  to  fit  a  belt  for  movable  kidney  and  to  entrust  to  them 
details  that  can  only  be  carried  out  by  the  man  who  understands 
the  peculiarities  of  each  case.  When  they  do  not  succeed  in 
relieving  the  patient  they  conclude  that  the  belt  is  a  failure  and 
advise  operation. 

The  opinion  of  the  writer  is  that  movable  kidney  has  had 
much  laid  at  its  door  for  want  of  an  accurate  diagnosis  that 
should  rightly  have  been  charged  to  other  organs  and  conditions; 
that  operation  is  seldom  the  best  means  of  treatment,  and  that 
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the  sooner  we  place  "movable  kidney"  in  the  class  with  "dropsv" 
"leucorrhea"  and,  dare  I  say,  "prolapsed  ovary  "  and  treat  it  as  a 
symptom  of  an  often  very  complex  pathological  condition,  the 
sooner  will  we  come  to  an  understanding  of  its  true  significance 
and  its  proper  cure. : 
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GANGRENE  OF  A  PEDUNCULATED  SUBSEROUS  UTER- 
INE MYOMA  WITH  TWISTED  PEDICLE.- 

BY 
ROBERT  T.  GILLMORE,  M.  D., 

Assistant  Clinical  Professor  Gynecology,  Northwestern  University  Medical  School, 

Chicago,  111. 

The  object  of  presenting  this  case  is  that  tortion  of  a  pedicle 
producing  gangrene  in  an  uterine  fibroid  is  usual.  It  furnishes 
additional  evidence  that  all  fibroids,  irrespective  of  size,  should 
be  operated  on  diagnosis  to  anticipate  the  large  percentage  of 
secondary  changes  and  complications.  Noble  goes  so  far  as  to 
contend  that  two-thirds  of  all  women  aflflicted  with  fibroid  will 
terminate  fatally  if  not  operated  upon.  Bernard,  Claude  and 
Abel  (i),  Hall  (2),  Berard  (3),  Louis  (4),  and  others  have  reported 
single  cases  of  twisted  pedicle  in  fibroid  in  detail.  Cullingworth 
(5)  in  1902  analyzed  100  cases  of  uteri  fibromyoma,  and  men- 
tions only  one  with  a  twisted  pedicle.  His  case  was  a  subserous 
fibromyoma  in  which  there  was  a  slight  twist  in  the  pedicle, 
with  the  uterus  completely  twisted.  When  first  observed  the 
tumor  was  dark  in  color  and  contained  three  pints  and  seven 
ounces  of  puriform,  odorless  fluid  in  the  center  of  the  growth. 
In  1903  Noble  (6)  reported  258  cases  in  his  personal  experience, 
two  of  which  had  a  twisted  pedicle.  He  mentions  Frederick's 
(7)  report  of  125  cases  with  one  twisted  pedicle.  In  1904  Ellice 
McDonald  (8)  reviews  788  cases,  none  of  which  was  complicated 
with  a  twisted  pedicle.  In  1908  Tracy  (9)  analyzed  3561  pre- 
viously recorded  cases,  and  of  that  number  six  had  a  twisted 
pedicle.  Dr.  Mary  vScharlieb  (10)  records  100  cases,  following 
Cullingworth's  classification,  with  no  case  of  twisted  pedicle. 
The  history  of  this  case  is  interesting  because  the  patient  was 
*Reacl  before  the  Chicago  Gynecological  Society,  November  20,  1908. 
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not  aware  that  she  had  a  tumor.  She  had  not  consulted  a 
physician  for  a  great  many  years  previous  to  her  last  illness. 
She  stoutly  maintained  that  there  was  no  possibility  of  any 
pelvic  disease,  and  consequently  refused  to  allow  a  bimanual 
examination,  which  may  partially  account  for  the  error  in 
diagnosis.  The  lack  of  previous  symptoms  also  emphasizes  the 
fact  that  because  a  patient  suffers  no  inconvenience  from  a 
small  fibroid  the  gynecologist  is  not  justified  in  advising  post- 
ponement of  an  operation  until  it   s  more  clearlv  indicated. 

History. — Miss  X.,  single,  about  twenty-eight  years  of  age, 
white,  occupation  none. 

Several  days  before  her  present  illness  she  had  been  suffering 
from  what  she  termed  a  "bilious  attack.''  The  writer  was 
called  to  see  the  patient  two  days  after  she  complained  of  ab- 
dominal pain  which  until  that  day  had  not  confined  her  to  her 
bed.  She  experienced  discomfort  in  the  lower  part  of  the 
abdomen  and  pelvis  which  had  been  steadily  increasing,  and 
accompanied  with  slight  nausea.  Her  temperature  was  99.5°. 
Pulse  no.  There  was  pain  on  deep  pressure  over  McBurney's 
point  and  at  the  umbilicus.  The  right  rectus  muscle  was  rigid. 
The  blood-count  showed  a  leukocytosis  of  146,000.  Pelvic 
examination  was  refused. 

Her  menstruation  began  at  fourteen  years  of  age.  Duration 
four  to  five  days.  Regular.  Normal  in  discomfort.  (This  con- 
dition exists  at  present.)  When  she  was  seventeen  years  old 
she  suffered  from  typhoid,  was  ill  for  about  eight  weeks,  and  her 
recovery  was  uneventful.  From  that  time  until  her  present 
illness  she  has  never  had  occasion  to  call  a  physician. 

For  the  past  few  years  the  patient  had  been  subjected  to  what 
she  termed  "biliousness."  For  several  years  these  attacks 
just  preceded  or  followed  her  menstrual  period.  For  the  past 
year  they  have  been  more  frequent — sometimes  occurring  as 
often  as  every  two  or  three  weeks.  They  were  usually  ushered 
in  by  a  day  of  discomfort,  accompanied  with  a  slight,  dull 
headache.  The  following  day  she  would  vomit  freely.  The 
vomitus  was  yellowish-green.  On  the  third  day  she  would  be  in 
her  accustomed  good  health. 

For  the  past  few  years  (and  at  present)  the  patient  suffers 
with  hemorrhoids. 

Patient's  father  died,  at  sixty-seven  years  of  age  with  cancer 
of  the  stomach.  Her  mother  and  an  only  brother  are  alive  at 
present  and  enjoy  excellent  health. 
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A  diagnosis  of  catarrhal  appendicitis  was  made,  and  an  oper- 
ation advised. 

The  relatives  requested  that  Dr.  Dean  Lewis  be  called  in  con- 
sultation. He  confirmed  the  diagnosis  and  recommended  an 
immediate  operation.  Accordingly,  she  was  taken  to  the 
hospital  that  evening.  On  entering,  her  temperature  was  99.5°. 
Pulse  112.  Respiration  20.  Dr.  Lewis  kindly  consented  to 
assist  the  writer  in  the  operation,  and  the  patient  was  taken  to 
the  operating-room  at  12.30  a.  m.  An  anesthetic  of  gas  and 
ether  was  given,  and  a  conjoined  examination  was  made.  The 
uterus  was  in  a  horizontal  position.  Movable.  At  the  left  of 
the  uterus  a  hard  mass,  the  size  of  an  orange,  could  be  palpated, 
apparently  separate  from  the  uterus,  and  was  diagnosed  as 
probably  of  ovarian  origin. 

An  incision  two  and  one-half  inches  over  the  appendix  was 
made.  On  opening  the  peritoneum  a  clear,  yellowish,  serous, 
odorless  fluid,  estimated  one  ounce,  escaped.  The  appendix 
was  brought  into  the  opening. 

The  appendix  was  removed,  but  its  condition  was  not  con- 
sidered sufficient  to  account  for  the  symptoms  nor  for  the  fluid 
which  escaped  on  opening  the  abdomen.  The  appendicial 
incision  was  closed.  An  incision  3  inches  in  length  was  made 
in  the  median  line  just  above  the  pubis.  The  uterus  was  slightly 
enlarged  and  found  to  be  in  the  medium  line,  with  two  small, 
hard,  subperitoneal  fibroids  in  the  upper  anterior  aspect.  To  the 
left  of  the  uterus,  above  the  pelvic  brim,  and  lying  among  the 
intestines  was  a  hard,  bluish,  globular,  subperitoneal  fibroid, 
about  2  1/2  inches  in  diameter,  and  attached  to  the  peritoneal 
wall  at  the  upper  left  hand  by  a  pedicle  i  1/4  inches  long,  and 
twisted  2  1/2  times.  The  pedicle  was  clamped  and  the  tumor 
removed.  The  adnexa  were  examined.  The  left  tube  was 
edematous,  softened,  enlarged,  and  reddened.  It  was  removed. 
Both  ovaries  and  right  tube  were  normal.  The  two  small  fibroids 
on  the  anterior  aspect  of  the  uterus,  one  intramural,  and  the 
other  subperitoneal,  were  removed  by  an  incision  over  the  tumor 
and  enucleated  with  a  tenaculum.  The  cavity  was  closed  with 
chromicized  catgut.  The  clamped  pedicle  which  had  been 
attached  to  the  strangulated  fibroid  was  cut  out  by  a  wedge- 
shaped  incision  into  the  uterus,  and  closed  with  catgut.  Another 
small  fibroid,  the  size  of  a  pea  on  the  posterior  wall  below  the 
pedicle  was  removed. 

For  the  first  three  days  after  the  operation  the  morning  tern- 
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perature  was  99.5°,  the  pulse  averaged  90,  and  the  respirations  21. 
The  evening  temprature  was  100°  with  a  pulse  of  96.  At  the 
end  of  the  third  day  the  patient  was  nauseated,  and  on  the 
fourth  day  there  was  distressing  emesis.  The  patient  vomited 
the  calomel  given  her,  and  the  enemas  of  soap  suds,  glycerin 
and  epsom  salts,  and  milk  and  molasses  were  not  satisfactory. 
Dr.  Lewis  was  again  called  in  at  the  request  of  the  family  and 
suggested  a  hypodermic  of  1/8  grain  of  morphin  and  atropin 
to  ensure  her  a  night's  sleep.  A  lavage  containing  15  grains  of 
chlorotone  was  administered,  and  on  the  fifth  day  the  emesis 
gradually  subsided.  The  temperature  was  at  no  time  below 
100.2°.  The  pulse  averaged  100,  and  the  respirations  24.  For 
the  first  time  the  patient  had  two  fair  watery  stools.  On  the 
sixth  day  she  complained  of  constant  tenesmus  and  her  bowels 
moved  nine  times  in  the  next  twelve  hours.  From  then  until  the 
eleventh  day  when  Dr.  Geo.  Webster  was  called  in  consultation 
the  patient's  temperature  varied  from  100°  to  101°,  the 
pulse  from  100  to  134,  and  respirations  from  18  to  28  per  minute. 
The  diarrhea  was  not  improved.  No  definite  cause  could  be 
given  for  the  continued  febrile  condition  aside  from  the  intestinal 
toxemia,  or  nonabsorption  of  uterine  sutures.  The  abdominal 
wall  was  in  excellent  condition.  The  belly  was  soft.  On  account 
of  pain  caused  by  the  hemorrhoids,  a  rectal  examination  was 
impossible.  A  bimanual  pelvic  examination  was  negative.  On 
the  fifteenth  day  of  the  disease  the  nurse  reported  some  red- 
ness around  the  anus.  An  examination  was  made,  and  an 
ischiorectal  abscess  was  discovered.  The  following  day  the 
abscess  containing  about  two  ounces  of  foul-smelling  pus  was 
evacuated  with  a  prompt  subsidence  of  all  febrile  manifestations. 
At  present  writing  the  patient  is  making  satisfactory  improve- 
ment with  the  exception  of  a  fistula  which  will  be  cared  for  when 
the  patient  has  recovered  her  normal  resistance. 

The  pathological  diagnosis  is  subserous  fibroma  with  twisted 
pedicle. 

There  is  a  hard,  smooth,  bluish-black,  irregular  globular 
tumor,  2  1/2  inches  in  diameter  with  a  raw  surface  showing 
where  the  pedicle  was  cut  which  attached  the  mass  to  the 
uterus. 

The  center  of  the  tumor  shows  some  circulatory  disturbance. 
As  the  capsule  is  approched  there  is  marked  passive  hyperemia 
due  to  prevention  of  the  return  of  venous  blood,  with  hemorrhage 
by   rhexis    and    diapedesis.     There  is  some  necrosis  near  the 
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capsule.  The  degeneration  is  not  marked  as  the  tumor  was 
removed  before  much  necrosis  had  occurred. 

Left  Fallopian  tube  is  4  1/2  inches  long,  reddened,  enlarged 
and  edematous,  and  shows  acute  perisalpingitis  with  meso- 
salpingitis. 

The  mucous  lining  is  normal,  with  white  cell  infiltration  and 
thickened  mesosalpinx  with  fibers  separated  by  edema. 

The  appendix  is  2  12  inches  long,  1/8  inch  diameter.  Small 
and  hard,  with  an  adhesive  band  drawn  over  it.  It  is  otherwise 
normal. 

The  specimen  taken  from  the  ischiorectal  abscess  shows 
mixed  infection. 
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Meeting  of  November  20,   1908. 
The  President,  Henry  F.  Lewis,  M.  D.,  in  the  Chair. 
Dr.  T.  J.  Watkixs  presented  a  specimen  of 

CARCINOMA    OF    APPENDIX. 

This  appendix  was  removed  from  ]\Irs.  W.,  June  30,  1908, 
a  patient  of  Dr.  W.  C.  Van  Benschoten.  The  greatest  length 
is  28  cm.,   greatest    circumference    21    cm.     Weight    when    re- 
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Carcinoma  of  Appexdix. 

1.  Fibrous  tissue  framework. 

2.  Epithelial  cells  in  state  of  mucoid  degeneration. 

3.  Epithelial  cells. 

moved  2  ounces  7  drams.  The  surface  is  perfectly  smooth  with 
the  exception  of  a  small  cystic  mass  and  was  entirely  free  from 
adhesions.     When  held  to  the  lig^ht  it  was  translucent.      It  trans- 
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mitted  light  as  freely  as  a  very  thin-walled  hydrosalpinx.  It  was 
diagnosed,  at  time  of  removal,  a  hydroappendix.  (See  Plate.) 
It  was  not  opened  for  some  time  as  there  seemed  to  be  no  doubt 
as  to  the  diagnosis.  Dr.  Emil  Ries  suggested  that  it  might  be 
a  colloid  carcinoma,  and  on  section  it  was  found  filled  with  a 
soft  grayish  jelly-like  material. 

Sections  were  made  by  Dr.  Robert  Zeit  and  show  that  the  con- 
dition is  carcinoma. 

Clinical  History. — Mrs.  W.,  aged  thirty-four  years. 

Family  history  negative. 

Past  History. — Always  well  except  for  diseases  of  childhood. 

Present  illness  dates  from  Januar3%  1908.  Had  a  dull  aching 
pain  in  region  of  right  ovary  each  month  since  January,  1908. 
Pain  comes  on  about  the  menstrual  time  and  lasts  about  ten 
days.  Pain  does  not  confine  her  to  bed,  but  she  often  lies  down 
for  relief  of  pain.     Occasional  nausea,  no  vomiting. 

Examination  Before  Operation. — Mass  in  pelvis,  about  four  in- 
ches in  diameter,  slightly  movable,  not  sensitive  to  touch,  posterior 
and  to  right  of  the  uterus.  On  abdominal  section  this  appen- 
dix was  found  lying  on  the  top  of  a  cyst  of  the  right  ovary.  The 
clinical  history  or  examination  did  not  suggest  disease  of  the  ap- 
pendix before  operation.  The  proximal  end  of  the  appendix 
was  about  the  same  size  as  the  head  of  the  colon  and  one  was 
continuous  and  level  with  the  other.  Head  of  the  colon  and 
mesentery  of  colon  and  appendix  were  normal.  After  dissecting 
a  cuff  off  from  the  appendix,  the  appendix  at  its  junction 
with  the  colon  appeared  normal  except  for  occlusion  of  the  colon. 

DISCUSSION. 

Dr.  Emil  Ries. — The  specimen  is  a  rare  one,  and  I  had  never 
seen  one  like  it  until  within  one  month,  when  Dr.  LeCount,  at 
the  Pathological  Society,  showed  two  cases  of  colloid  carcinoma 
of  the  appendix.  They  were  both  very  much  like  this  one,  in  so 
far  as  the  appendix  represented  a  large  sausage-shaped  tumor, 
whitish  and  transparent.  This  one  is  a  little  different  from 
the  other  two  in  so  far  as  it  contains  an  enormous  amount  of 
colloid,  much  more  than  the  two  s])ecimens  which  Dr.  LcCount 
showed. 

Of  course,  it  is  of  extreme  importance  to  make  a  differential 
diagnosis  between  cyst  of  the  appendix  and  colloid  carcinoma, 
on  account  of  the  treatment  of  the  cecum.  In  cyst  of  the  appen- 
dix it  is  unnecessary  to  extirpate  more  than  the  appendix.  In  a 
colloid  carcinoma  the  task  of  the  operator  may  be  greater. 

A  case  like  this  will  bear  watching.  This  case  is  particularly 
interesting,  and  in  a  few  words  I  may  speak  of  the  possible 
consequences  of  such  a  growth.  As  a  rule,  colloid  carcinoma 
invades  the  lymphatics  of  the  wall  and  grows  through  these 
lymphatics  of  the  wall  in  the  later  stages;  the  colloid  material 
gets  into  the  peritoneal  cavity  and  ultimately  we  may  have  a 
pseudomyxoma  peritonei,  with  the  whole    jxTitoneum    covered 
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Fig.  1. 


Fig.   2. 

Fig.    I. — Carcinoma  of  the  Appendix.— Watkins. 
Fig.   2.-  Infection  of  the  Appendix  Secondary  to  Tubal  Infection.-  Watkins. 
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with  a  thick  myxomatous  layer.  The  appendix  mav  disappear 
so  completely  m  the  myxomatous  masses  that  the  origin  of 
the  myxoma  is  not  suspected  to  be  in  the  appendix. 

Dr.   J.   Clarence   Webster.— This  specimen  interested   me 
very  much,  because  within  the  last  three  weeks  I  have  had  a 
case  which  was  somewhat  similar.     The  shape  of  the  tumor  in 
my  case  was  very  much  like  that.     The  case  was  diagnosticated 
before  operation.     The  patient  had  a  fibroid  and  enlarged  cystic 
ovaries,  with  chronic  appendicitis;  but  in  the  lumbar  region  a  larcre 
swelling  was  felt  Avhich  was  diagnosticated  as  a  hvdronephrosfs 
I  made  the  usual  incision  and  attended  to  the  lower  work,  doina 
a  hysterectomy,  and  removing  the  appendix.     Then  I  examined 
this  upper  swelling,  intending  to  take  it  out  through  the  same 
incision,  supposing  it  was  a  diseased  kidnev.     I  found,  however, 
that  It  was  not  of  this  character,  but  a  swelling  somewhat  simi- 
lar,  reaching  from  the  brim  of  the  pelvis  up  to  the  liver,  the 
kidney  lying  in  front  and  independent  of  it.     I  cut  through  the 
posterior  parietal   peritoneum,   and   removed   the  tumor ''which 
was  in  close  relationship  to  the  ascending  colon  from  which  it 
appeared  to  be  chiefly  vascularized.      It  was  rather  difficult  in 
places  to  dissect  the  mass  free,  and  I  burst  it  in  getting  it  out. 
It  contained  a  gelatinous-like  material  just  exactlv  like*that  in 
an  ovarian  tumor.     There  were  one  or  two  small  cvsts,  but  the 
main  mass  was  one  large  cvst.     The  pathologv  of  the  case  is 
extremely  interesting.      We  are  working  at  it  now.     There  was 
no  very  intimate  connection  with  the  bowel,  otherwise  I  could 
not  have  dissected  it  without  injuring  the  latter.     There  was 
sufficient   connective    tissue    to    enable    me    to    work    with    the 
scissors  and  to  pick  up  enough  tissue  to  ligate  the  vessels.     There 
was  no  connection  whatever  with  the  appendix.     The  patient 
has  made  a  good  recoverv. 

Dr.  Watkins  also  presented  a  specimen  showing 

INFECTION    OF  THE   APPENDIX    SECONDARY  TO  TUBAL   INFECTION. 

This  specimen  (Fig.  II  in  plate)  is  a  puerperal  infection  which 
shows  involvement  of  the  appendix  from  without.     The  speci- 
men consists  of  (2)  a  Fallopian  tube,  the  horn  (4)  of  the  uterus 
an  (3)  ovary,  and  (i)  appendix.     You  will  notice  that  the  horn 
of  the  uterus  is  a  mass  of  inflammatorv  exudate;  also  that  the 
tube  IS  a  mass  of  inflammatorv  exudate  for  about  one-half  of 
its  length  at  its  proximal  end,  and   this  exudate  is  in  the  wall 
of  the  tube,  and  not  in  the  cavitv,  as  is  usuallv  the  case  in 
puerperal  infections,  showing  that  the  infection  extended  by  wav 
oi  the  vessels  and  not  by  continuitv  of  tissue.     You  will  notice 
too,  that  the  fimbriated  end  of  the  tube  is  entirelv  unaffected' 
The  appendix  is  adherent  to  the  tube.     The  appendix  throu<-hout 
most  of  Its  extent  was  the  seat  of  quite  an  extensive  exudate 
and  m  all  probability  this  is  a  case  of  infection  of  the  appendix 
secondarv  to  the  tubal  infection. 
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TWISTED  HEMATOSALPINX. 

This  is  a  specimen  of  hydrosalpinx,  twisted,  with  quite  ex- 
tensive necrotic  changes  beyond  the  point  of  twisting.  The 
twist  here  was  about  360  degrees,  which  was  sufficient  "to  shut 


Hematosalpinx  with  Twisted  Pedicle. 
I.  Twist  in  tube. 

off  the  blood-supply  and  give  the  appearance  found  in  a  twisted 
ovarian  cyst  pedicle.  The  tube  is  nearly  black  beyond  the  point 
of  the  twist. 

HYDROSALPINX. 

This    specimen    is    one    of  very  large  hvdrosalpinx  with  the 
fundus  of  the  uterus.      It  is  of  interest  because  a  considerable 


HYDROS.A.LPINX. 

1.  Fundus  of  uterus. 

2.  Isthmic  portion  of  tube. 

3.  Ampullor  portion  of  tube. 

portion  of  the  tube  is  not  involved,  because  of  the  large  size  of  the 
ampulla  of  the  lube,  and  because  of  a  twist  which  was  present  in 
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the  tube.     The  twist  was  not  sufficient  to  discolor  the  tube,  but 
is  partially  responsible  for  the  peculiar  shape  of  the  hydrosalpinx. 

FIBROID  TUMOR  SIMULATING  PREGNANCY. 

Dr.  Channing  W.  Barrett.— It  Avould  hardly  be  of  interest 
to  present  this  specimen  if  it  were  not  for  the  fact  that  now  and 
then  a  mistake  is  made  between  pregnancy  and  fibroid  tumor. 

This  specimen  was  removed  from   a  patient  who  gave  the 
following  history:     She  is  an  unmarried  woman,  thirty  years  of 
age,  with  regular  menstruation  until  about  four  months  previous 
to  my  examination,  when  she  gave  a  historv  of  flowing  irregularly, 
flowing  too  long  at  a  time,  running  down  in  health,  and  enlarge- 
ment of  the  abdomen,  we  found  a  tumor  that  seemed  at  first 
very  much  like  a  pregnancy.     It  was  a  svmmetrical  and  soft 
tumor  like  a  pregnant  uterus,  yet  seeminglv  a  little  larger  than  a 
pregnant   uterus  ought  to  be,   and  standing  up  a  little  more 
prominently  than  a  pregnant  uterus  usuallv  does.     The  Avoman 
was  slightly  emaciated,  and  that  would  account  perhaps  for  the 
tumor  standing  up  a  little  more  prominentlv.     She  denied  the 
possibility  of  her  being  pregnant,  but  we  could  not  attach  such 
importance  to  a  denial  as  to  act  upon  it.     If  pregnant,  a  threat- 
ened abortion  might  account  for  the  flow,  having  a  flow  also, 
a  threatened  miscarriage.     Inspection  of  the  vulva,  vagina,  and 
cervix   showed   that   there  was  not  enough   bluishness    to    in- 
dicate pregnancy  to  this  extent.     Digital  examination  showed 
that  the  cervix  was  hard,  a  little  larger  than  normal,  but  not  as 
large  as  we  would  expect  in  pregnancy.     This  tumor  seemingly 
started  from  the  cervix  too  abruptly  "for  a  pregnancy.     Under 
bimanual   examination  we   noted   a  thing  which  we  afterward 
counted  of  considerable  value,  and  that  was  in  pushing  the  cervix 
around  the  mass  would  rock  over  the  sacral  promontory  a  little, 
which   is  a   thing  we  practically  never  find  in  pregnancy,  but 
sometimes  do  in  a  tumor.     I  presented  this  patient  before  the 
postgraduate  men  as  a  case  with  fibroid  tumor  that  appeared 
more  like  pregnancy  than  any  other  fibroid  I  had  ever  seen,  and 
expected  that  when  I  had  the  abdomen  open  it  would  be  easy 
to  demonstrate  that  it  was  a  fibroid. 

Upon  opening  the  abdomen  and  beginning  to  lift  it  out,  I  was 
not  so  sure  I  was  not  dealing  with  a  pregnancv.  The  uterus  was 
rather  symmetrical,  although  it  was  just  a 'little  larger  on  its 
anterior  than  on  its  posterior  surface.  This  was  perfectly 
smooth.  I  called  attention  to  the  fact  that  the  mass  was  not 
quite  as  blue  as  we  would  expect  it  to  be  were  it  a  pregnancy,  and 
as  I  lifted  it  out,  it  became  deeplv  blue  all  over  from  the  conges- 
tion of  the  vessels.  It  was  just  on  the  borderline  of  that  bluish- 
ness which  we  would  expect  to  find  in  pregnancv.  The  peri- 
toneum over  the  tumor  was  not  as  loose  as  it  is  in  pregnancy, 
but  the  feel  of  the  uterus  was  almost  exactly  like  that  in  preg- 
nancy. Having  operated  on  a  number  of  cases  when  the  uterus 
was  about  this  large  in  pregnancy,  and  comparing  the  feel  of 
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them  it  was  almost  exactly  as  we  would  expect  it  in  pregnancy- 
Upon  palpating  it,  we  could  feel  something  apparently  rather 
loose  inside,  such  as  we  might  expect  in  pregnancy.  I  did  not 
know  from  observation  that  the  woman  had  been  flowing;  I 
only  had  her  word  for  it.  Palpating  over  the  tumor  I  was  more 
inclined  to  think  it  was  a  pregnancy  than  otherwise.  It  bulged 
slightly  upon  its  anterior  aspect  and,  if  this  was  a  fibroid,  I 
expected  it  to  show  a  hardening  at  this  point,  but  it  was  softer 
here  as  we  might  expect  in  a  sacculated  gravid  uterus.  Remem- 
bering that  the  cervix  did  not  present  the  condition  it  would  in  a 
pregnancy;  remembering  that  there  was  a  little  rocking  of  the 
uterus  over  the  sacrum,  which  we  would  not  expect  in  pregnancy; 
observing  that  we  could  lift  this  mass  up  and  put  the  fingers  under 
it  and  find  the  small  cervix  and  noticing,  furthermore,  the  lack 
of  marked  bluishness  that  is  seen  in  pregnancy,  we  decided  that 
while  it  simulated  pregnancy  very  closely,  it  was  a  fibroid  tumor, 
and  accordingly  I  removed  it.  One  doctor  felt  the  specimen  and 
said  it  felt  as  though  it  contained  a  fetus,  and  upon  opening  this 
portion  which  felt  as  though  there  might  be  a  cyst,  we  found  a 
cyst  in  the  center  of  the  fibroid,  and  this  calcareous  mass  in  the 
center  of  that.  With  the  very  soft  symmetrical  fibroid,  the 
cystic  condition  of  the  fibroid,  and  the  calcareous  mass  in  the 
center,  it  presented  a  condition  very  much  like  pregnancy  to  the 
feel. 

DISCUSSION. 

Dr.  Frankenthal. — Had  the  woman  ever  borne  any  children? 

Dr.  Barrett. — No.  She  was  unmarried.  She  denied  the 
possibility  of  pregnancy. 

Dr.  Frankenthal. — With  a  tumor  of  that  size  and  suspecting 
pregnancy,  would  you  not  expect  changes  in  the  breast?  A 
negative  result  of  the  examination  of  the  breast  in  a  nullipara 
would  be  of  great  differential  importance  in  ruling  out  a  preg- 
nancy of  five  or  six  months'  duration. 

Dr.  Barrett. — Yes,  sir.  We  would  expect  a  number  of 
things  the  absence  of  which  had  led  me  to  make  a  diagnosis  of 
fibroid  tumor,  simulating  a  gravid  uterus  closely. 

Dr.  Rudolph  W.  Holmes. — Pregnancy  has  so  many  peculiar 
vagaries,  as  manifested  by  examination,  that  one  in  finding  such 
a  symmetrical  tumor  as  Dr.  Barrett  has  exhibited  might  be 
misled  in  considering  it  was  a  pregnancy  until  previous  and  sub- 
sequent examinations  showed  that  it  had  not  grown  commensur- 
ate with  the  normal  duration  of  pregnancy.  I  remember  some 
time  ago  one  of  our  Chicago  surgeons  had  a  case  which  presented 
somewhat  similar  characteristics  to  those  mentioned.  He  opened 
the  abdomen,  and  when  he  got  in  there  he  decided  to  let  well 
enough  alone  and  let  the  woman  go  on  to  full  term.  After  wait- 
ing for  some  time,  and  the  tumor  not  growing  as  he  thought  it 
should,  he  had  the  tumor  opened  up  and  found  it  was  nothing 
more  than  an  ordinary  symmetrical  fibroid. 
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Dr.  Emil  Ries  reported  a  case  which  had  had  an 

OVARY    REMOVED    THREE    TIMES. 

I  should  like  to  show  a  specimen  which  is  encouraging  for  the 
gynecologist  because  it  opens  a  new  vista  of  prosperity.  We 
have  often  heard  of  ovaries  having  been  removed  twice,  but  this 
is  the  only  case  I  know  of  where  an  ovarv  was  removed  three 
times  (laughter).     The  history  of  the  case  'is  as  follows: 

A  woman,  thirty-one  years  of  age,  came  to  me  with  the  following 
history :  She  was  married  seven  years  ago ;  she  became  pregnant, 
and  began  to  vomit.  The  doctors  in  her  town  in  Indiana  pro- 
duced abortion,  and  being  less  aseptic  than  sympathetic,  infected 
the  woman  and  produced  a  pelvic  abscess.  The  woman  was  sick 
for  quite  a  while;  partially  recovered  after  some  time,  but  had 
more  or  less  pain,  on  which  account  a  laparotomv  was  performed 
three  years  later.  In  this  laparotomy  the  appendix  was  removed 
and  part  of  the  right  ovary.  This  part  I  do  not  possess.  How- 
ever, the  woman,  a  neurotic  person,  was  still  sick,  and  so  a  second 
laparotomy  was  performed  a  year  later  and  both  ovaries  and 
tubes  were  removed.  The  woman  asked  for  the  possession  of 
these  two  ovaries,  and  I  have  them  here  with  the  tubes.  She 
made  me  a  present  of  them,  and  it  will  be  interesting  for  vou  to 
puzzle  out  how  it  is  possible  for  any  bod  v  to  remove  ovaries  a 
third  time  (laughter). 

If  you  look  at  these  ovaries,  you  will  find  they  really  look 
as  if  they  were  complete.  In  the  second  operation' both  ovaries 
and  tubes  were  removed;  but  it  was  not  long  after  the  second 
laparotomy  that  the  woman  began  to  have  hemorrhages,  instead 
of  going  through  the  menopause.  These  hemorrhages  increased, 
as  did  her  pain.  She  came  to  Chicago  and  consulted  me.  I 
found  a  fibroid  of  the  uterus  as  large  as  a  fist.  I  did  a  third  lapa- 
rotomy, found  a  number  of  adhesions  of  the  intestines  to  the 
uterus,  and  the  tumor  proved  to  be  an  adenomvoma,  and  on  the 
right  horn  of  that  uterus  was  an  organ,  half  of  which  I  present 
here;  the  other  half  and  the  fibroid  the  woman  took  home.  The 
half  I  have  here  is  evidently  a  corpus  luteum  to  a  large  extent, 
and  to  make  sure  it  is  a  corpus  luteum  I  cut  out  a  piece  and 
made  microscopic  sections,  which  prove  it  to  be  an  ordinarv 
corpus  luteum  such  as  we  can  see  any  dav. 

This  case  is  interesting,  because  the  woman  had  her  right 
ovary   removed   three   times. 

It  has  happened  before  that  after  the  removal  of  the  appen- 
dages women  have  grown  fibroids,  which  is  totally  against  our 
expectations  and  is  entirely  contrary  to  what  a  uterus  should 
properly  do,  and  it  is  worth  our  while  to  examine  these  cases  a 
little  more  carefullv. 

I  presented  before  this  Society  some  eight  or  nine  years  ago 
a  specimen  where  somebody  had  removed  pus  tubes  and  the 
ovaries  from  a  woman.  The  woman,  after  the  removal  of  her 
appendages,  began  to  have  hemorrhages,  and  our  member,  Dr. 
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Rumpf,  removed  that  uterus  which  showed  a  number  of  fibroids. 
On  examining  the  uterus  macroscopically,  at  first,  it  was  impos- 
sible to  find  the  merest  trace  of  an  ovary.  However,  the  pos- 
terior surface  of  the  uterus  was  covered  more  or  less  with  ad- 
hesions. I  made  a  number  of  cross-sections  through  the  posterior 
wall  of  the  uterus  and,  at  last,  succeeded  in  finding  a  little  cavity, 
smaller  than  a  pea.  I  took  out  a  wedge  of  that  tissue,  and  lo  and 
behold,  it  was  ovarian  tissue,  spread  out  thin  over  the  posterior 
wall  of  the  uterus  and  containing  an  exceedingly  beautiful  follicle 
with  a  normal  ovum.  I  have  since  shown  that  specimen  as  one 
of  beautiful  normal  development  of  the  ovum  to  various  doctors. 
That  explains  how  in  former  years,  when  surgeons  were  afraid 
to  do  hysterectomy  for  fibroids  and  resorted  to  castration,  the 
fibroids  did  not  always  shrink.  They  do  not  always  shrink, 
because  in  many  of  these  cases  there  are  adhesions  of  the  ovaries, 
and  if  the  ovaries  are  not  dissected  out  carefully,  a  small  amount 
of  ovarian  tissue  may  remain  behind  sufficient  to  keep  up  the 
menstrual  wave.  In  this  case,  too,  it  was  interesting  to  note 
that  the  surgeons  who  had  operated  on  the  woman  had  evidently 
not  become  acquainted  with  the  technic  which  the  gynecologist 
has  elaborated  for  the  removal  of  the  tubes,  namely,  the  excision 
of  the  tube  with  a  wedge  of  uterine  wall.  The  tube  presented 
a  distinct  stump,  and  it  is  needless  here  to  dwell  upon  the  possible 
consequences  of  this  stump. 

DISCUSSION. 

Dr.  L,  E.  Frankenthal. — I  desire  to  mention  a  case  that 
occurred  many  years  ago.  I  do  not  known  how  many,  but  it 
was  a  case  Dr.  Purdy  sent  to  me.  The  woman  had  double 
microcystic  ovaries.  I  removed  them  at  St.  Luke's  Hospital. 
About  a  week  after  the  operation,  when  I  entered  the  patient's 
room,  she  said,  "I  wish  you  would  tell  me  exactly  what  you  did 
at  the  operation."  I  told  her  that  I  had  removed  both  ovaries 
and  tubes,  and  after  I  had  made  that  statement  she  reached 
under  her  pillow  and  drew  out  two  letters  which  were  from 
one  of  the  most  prominent  men  in  our  line  in  Buffalo,  one  of  the 
letters  telling  her  husband  that  he  (the  gynecologist)  felt  sorry 
he  was  compelled  to  tell  him  that  his  wife  suffered  from  double 
ovarian  disease,  and  that  it  would  be  necessary  to  remove  the 
ovaries,  and  in  the  next  letter  he  announced  to  the  husband  he 
had  successfully  removed  both  ovaries,  and  took  the  liberty 
of  enclosing  his  bill.  The  woman  then  asked  me  how  I  could 
explain  this  doctor's  having  removed  both  of  her  ovaries  when 
I  had  done  so.  I  attempted  to  smooth  matters  over  as  well  as  I 
could,  but  I  think  she  started  to  sue  this  man.  He  resected  the 
ovaries  probably,  and  in  my  second  operation,  not  seeing  any 
scars  there  as  I  naturally  would  not,  I  removed  remnants. 

Dr.  J.  Clarence  Webster. — Some  of  the  greatest  operators 
have  had   the  experience  of   thinking   they   have   removed   the 
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portion  of  ovary,  the. so-called^  sup/rnunrj^an": va^^'de'tac":" 
from  the  main  organ  in  such  a  wa^■  that  it  mav  easilV  be  over 
looked  m  an  operation.     But  I  think  there  ;r»r„„^r- 

tissue  lett  to  cause  menstruation.     The  cases  that  t.,w-,1o 

tTe^relMY'SM,"  "•'"^';  ""  -P-^inS^n^^u'ta^on  '  w?h 
cervix      JL     "?<^^^PP™dages,  and  have  hemorriiage  from  the 

Xeh'r  h,      ?  ^■'''  '"■°  <^^=*'  '"'hin  the  last  thr?e  veSs  in 
which  I  have  had  to  remove  the  cerviv  affBr„-o„i  c        "     ■ 
troublesome  hemorrhage  afterward  for  persistent 

refortd^'oty  V/  Ri' °™"""  ''-^^"^  '"  ">^  "'^'l  "'  the  uterus, 
que^^n  arise'; °s-  to'  vh  hlrTh'tls'STmSr™,'  ^""""f  '""^ 
of  some  early  portion  or  whether  it  is"  prthot:^.taus;o"u""'°" 

.  r„S-unc-m^-  ^^=™L\frfarti:-=r- 
X;eTh\'U™  Isl^dToV'^'n"™^-^'  °"  °"-'"^  orthroThe'r 

of  the  h^atu?;    ,h.  '°  P™'?'^'  "•«  P^"<^"'  f™n>  =*lipping 

develop  into  a  considerable  ovarv  ""^  '"'"^  '° 

Vesterday   in  operating  upon 'an  unmarried  girl    thirtv  vears 

of  age,  who  had  had  eight  operations,  I  found  tha    the  left  urbe 

hv^r^Spin^''  n'tr.rs:'  Thre-n','-^'  ^  ^^v^^^ 

i  ch  and^a  half  long,  ap^remh^he  sTum^of  fhe'  uL"  b^Tvet 

sr-rar  s-tS'^i:^-  '■-  -r  srr  S  "°'^- 

tissue   and,  it  seems  to  me,  in  this  s'pSmen  o?Dr   R?es  ^ne  o" 
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at  a  time  when  drainage  was  quite  generally  used  in  bad  sup- 
purative cases.  This  patient  continued  to  have  uterine  hemor- 
rhages afterward.  vSome  four  or  five  years  later  a  mass  of  con- 
siderable size  was  found  in  the  region  of  the  left  ovary,  and 
another  abdominal  section  was  made,  and  I  found  a  cyst  on  the 
left  side  which  contained  a  large  amount  of  ovarian  tissue,  as 
much  ovarian  tissue  apparently  as  there  is  in  the  normal  ovary. 
It  contained  many  Graafian  follicles.  This  case  would  suggest 
that  not  only  the  ovarian  stroma,  but  also  the  Graflfian  follicles 
may  develop  from  fragments  of  the  ovary  left  from  the  separation 
of  adhesions. 

Dr.  Emil  Ries.— No  blame  attaches  to  anybody  for  leaving 
behind  a  piece  of  ovary  when  removing  inflamed  ovaries  that  are 
embedded  in  adhesions,  etc.,  but  in  this  case  the  ovaries  were 
free  from  inflammation,  and  there  were  no  adhesions  present. 
The  ovaries  were  not  removed  on  account  of  abscess,  but  be- 
cause of  so-called  cystic  degeneration  which  w^as  supposed  to 
have  made  the  woman  neurotic. 

If  you  look  at  these  ovaries  you  will  see  small  cysts  which 
are  evidently  perfectly  normal  follicles.  If  you  want  to  go  into 
the  details  of  the  second  case  which  I  mentioned,  of  course  there 
was  no  question  of  embryonic  misplacement  of  ovarian  tissu^, 
because  the  ovarian  tissue  which  I  found  in  the  posterior  surface 
of  the  uterus  under  adhesions  was  outside  the  uterine  wall,  but 
the  whole  posterior  surface  of  the  uterus  was  covered  over  with 
adhesions.  The  adhesions  covered  the  uterine  wall  as  well  as 
the  thin  shell  of  ovarian  tissue.  In  the  sections  which  I  possess 
and  can  show  at  some  future  date,  I  found  the  ovarian  tissue 
perfectly  distinct  from  the  uterine  tissue.  The  muscular  coat 
is  separated  from  the  ovarian  tissue,  and  the  ovarian  tissue  is 
simply  cemented  to  the  posterior  wall  of  the  uterus  by  inflam- 
matory adhesions,  not  by  any  congenital  displacement.  Of 
course,  as  Dr.  Barrett  mentioned,  with  the  old  method  of  oper- 
ating upon  the  appendages  and  tying  a  string  around  them, 
this  trouble  of  leaving  behind  a  piece  or  pieces  of  ovary  was 
liable  to  occur,  and  also  trouble  from  the  stumps  of  the  tubes  was 
liable  to  take  jilace  because  the  operators  at  that  time  did  not 
excise  the  tube  with  a  wedge  of  uterine  wall,  but  simply  cut  off" 
the  tube,  thinking  the  ligature  around  the  tube  would  be  suffi- 
cient to  occlude  it  forever.  The  small  piece  of  ovarian  tissue 
that  is  left  behind  can  undoubtedly  grow  to  considerable  dimen- 
sions, but  that  will  depend  upon  how  many  follicles  have  been 
left  in  that  piece.  Every  follicle  is  liable  to  develop  a  corpus 
luteum,  and  every  corpus  luteum  is  liable  to  degenerate  into  a 
corpus  luteum  cyst,  or  may  retrograde  into  a  corpus  albicans, 
and  with  that  function  of  the  ovarian  remnant,  the  formation  of 
corpora  lutea,  especially  in  the  presence  of  fibroids,  these  relics 
are  liable  to  become  very  large.  For  instance,  this  one  which 
I  show  is  a  corpus  luteum  of  considerable  size,  probably  due  to  the 
coexistence  of  the  fibroid. 
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Dr.  Robert  T.  Gillmore  read  a  paper  entitled 

GANGRENE    OF    A    PEDICULATED     SUBSEROUS    UTERINE    MYOMA 
WITH  TWISTED  PEDICLE.* 

DISCUSSION. 

Dr.  Gustav  Kolischer. — In  connection  with  Dr.  Gillmore's 
paper,  I  wish  to  show  a  specimen  of  myoma  of  the  uterus  with 
pedicle  twisted  almost  to  one  hundred  and  sixty  degrees.  The 
case  is  interesting  from  a  diagnostic  standpoint.  The  patient 
claims  never  to  have  suffered  from  this  tumor  until  two  days 
before  operation,  at  which  time  she  had  a  sudden  attack  of  pain, 
with  elevation  of  temperature.  A  diagnosis  of  appendicitis  was 
made  by  the  family  physician,  on  account  of  the  sudden  attack, 
vomiting,  rigidity  of  the  abdomen,  and  pain  and  sensitiveness  on 
the  right  side.  It  was  easy  to  make  the  diagnosis  of  tumor  with 
twisted  pedicle  in  this  case,  because  we  could  feel  a  mass  and 
free  fluid  in  the  abdomen;  but  the  only  question  that  arose  was 
whether  it  was  an  ovarian  cyst,  with  twisted  pedicle,  or  a  twisted 
myoma.  This  could  be  decided  because  the  vagina  was  drawn 
up  into  the  abdomen,  so  that  it  was  impossible  to  touch  the 
crevix  with  the  fingers  introduced  into  the  vagina,  and  it  was 
evident  it  must  have  been  a  tumor  connected  with  the  uterus, 
drawn  up  into  the  abdominal  cavity  carrying  the  vagina  along. 
After  a  few  adhesions  were  loosened,  and  tied,  I  succeeded  in 
restoring  normal  topographic  conditions.  The  uterus  and  vagina 
were  twisted  about  i8o  degrees.  I  made  a  supravaginal  ampu- 
tation. Her  recovery  was  uneventful,  although  she  showed  a 
temperature  before  interference,  and  the  serosa  of  the  intestines 
was  injected.  A  very  interesting  point  is  that  this  woman 
carried  such  a  tumor  without  having  much  trouble  up  to  nearly 
the  time  of  operation,  and,  furthermore,  that  this  twisting  of  the 
uterus  must  have  persisted  for  a  long  time  before  she  had  a 
sudden  attack,  because  the  left  ovary  was  flattened  out  and 
drawn  over  the  whole  uterus. 

Dr.  J.  Clarence  Webster. — I  do  not  believe  the  statistics 
Dr.  Gillmore  has  given  are  of  any  value  whatever  as  regards  the 
frequency  of  torsion.  I  know,  for  instance,  that  in  my  own 
published  list  of  fibroids  which  is  included  in  the  lists  published 
by  McDonald  and  Noble,  I  did  hot  refer  to  torsion  at  all. 

I  recently  had  a  case  of  torsion  similar  to  the  one  described 
in  the  case  cited  by  Dr.  Kolischer,  and  not  so  very  long  since 
I  had  two  cases  that  were  extremely  interesting  as  showing  the 
results  of  torsion  of  pedunculated  fibroids:  One,  a  case  in 
which  a  tumor  about  the  size  of  a  fetal  head  was  entirely  cut  off 
from  the  uterus,  adherent  to  the  transverse  colon  and  infected 
to  such  an  extent  that  I  had  to  resect  a  portion  of  the  bowel. 

The  other  case  represented  another  change  which  may  take 
place   after   torsion,    namely,    calcification.     A   calcified    fibroid 

*See  original  article,  p.  628. 
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was  found  in  the  right  side  of  the  pelvis,  with  evidence  of  a 
former  narrow  attachment  to  the  uterus.  I  do  not  believe  that 
torsion  is  as  rare  as  Dr.  Gillmore  thinks. 

Dr.  Gillmore  (closing  the  discussion). — As  to  Dr.  Webster's 
criticism  of  my  statistics,  I  only  wish  to  say  that  Gebhardt,  whose 
reputation  as  a  gynecological  pathologist  is  international,  does 
not  give  one  quotation  in  his  book  with  reference  to  torsion  of 
the  pedicle  causing  gangrene  of  a  uterine  fibroid.  He  makes  the 
statement,  however,  that  it  is  possible,  but  does  not  refer  to  any 
cases  or  to  any  literature  on  the  subject.  Kauffmann  likewise 
makes  the  statement  that  it  does  occur. 

Dr.  Webster.— I  would  not  trust  any  statement  of  a  gyneco- 
logical pathologist  with  reference  to  the  matter  of  torsion;  I  would 
only  trust  the  clinician  who  makes  accurate  statements  dictated 
at  the  time  of  operation. 

Dr.  Gillmore. — I  think  Dr.  Webster  is  quite  right  in  regard 
to  slight  cases  of  torsion  where  there  is  no  pathological  change, 
and  where  the  tumor  is  not  black  or  almost  gangrenous,  as  this 
was,  in  which  the  beginning  of  the  gangrene  occurred,  as  shown 
by  the  microscope  and  macroscopically  as  well.  Partial  torsion 
where  there  is  no  pathology  from  interference  of  the  circulation 
is  probably  comparatively  frequent. 

Dr.  Gustav  Kolischer  read  a  paper  entitled 

A  TYPE  OF  operative  DYSMENORRHEA. 

The  paper  dealt  only  with  cases  of  dysmenorrhea  that  as 
far  as  we  know  have  their  cause  not  outside  of  the  uterus. 
Some  authors  claim  there  is  an  actual  stenosis  of  the  cervical 
canal  either  at  the  external  or  at  the  internal  os.  This  inter- 
feres with  the  free  flow  of  the  menstrual  blood  thus  causing 
either  distention  of  the  cervical  canal  or  of  the  uterine  cavity, 
which  in  turn  will  excite  spasmodic  contractions  and  pain.  This 
theory  cannot  be  upheld  because  there  are  no  cases  known  of 
ballooning  of  the  cervix  during  menstruation  and  because  the 
flow  exists  before  and  during  the  pain.  Therefore  it  becomes  more 
probable  to  assume  that  in  some  cases  the  cervical  canal  is  un- 
usually narrow,  so  that  during  the  menstrual  congestion  the  new 
swollen  mucosa  does  not  find  room  enough  and  so  stretching  of 
the  cervical  tissue  ensues  which  is  perceived  as  pain  or  might 
lead  to  spasmodic  and  painful  contractions  of  the  uterine  body. 

The  author  devised  some  years  ago,  a  plastic  operation  which 
should  permanently  widen  the  cervical  canal  thus  definitely 
doing  away  with  the  crowding  of  the  mucosa  during  the  men- 
strual congestion.  He  reported  on  a  series  of  successfully- 
operated  cases.  Further  observation  lead  him  to  change  his 
views  as  to  the  cause  of  uterine  dysmenorrhea  in  at  least  a  cer- 
tain number  of  cases.  For  obvious  reasons  it  is  rather  hard  to 
collect  a  great  number  of  important  observations  because  in- 
structive and  decisive  points  can  only  be  gained  by  immediate 
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observation  during  the  menstrual  attacks.  The  essential  points 
of  these  observations  are  enumerated  as  follows : 

In  cases  of  uterine  dysmenorrhea  energetic  clonic  contractions 
of  the  uterus  take  place  during  the  menstrual  period  and  these 
forcible  contractions  are  the  cause  of  severe  pain.  These  con- 
tractions can  be  felt  by  bimanual  palpation  and  their  effect 
can  be  controlled  by  ocular  inspection.  The  blood  in  normal 
cases  flows  in  a  steady  slow  stream  alongside  the  mucosa  strand 
that  extends  from  the  external  orifice  to  the  posterior  fornix  of 
the  vagina,  only  occasionally,  and  then  gradually,  increasing  and 
decreasing  in  volume.  But  in  painful  menstruation  during  at- 
tacks the  blood  is  forced  out  in  jets  from  the  external  os,  evidently 
by  forcible  contractions  of  the  uterine  body.  The  patients 
themselves  if  nulliparae  compare  the  pains  Avith  colicky  pains, 
while  women  who  have  gone  through  labor  characterize  these 
pains  as  identical  with  labor  pains.  All  these  pains  show  a  fea- 
ture that  is  rather  peculiar  with  labor  pains.  The  pain  starts  in 
the  region  of  the  uterus  and  radiates  toward  the  sacrum. 

These  contractions  seem  to  be  caused  by  a  peculiar  densifying 
or  even  cicatrization  of  the  cervical  tissue.  That  such  a  condition 
of  the  cervix  is  the  cause  of  uterine  dysmenorrhea  becomes 
plausible  by  considering  the  following  facts.  In  excising  pieces 
out  of  such  a  cervix  the  knife  encounters  an  unusual  resistance. 
The  tissue  cuts  like  gristle,  or  as  the  German  authors  put  it,  the 
tissue  cries  under  the  knife. 

A  diagnostic  needle  stuck  into  such  a  cervix  transmits  to  the 
hand  an  entirely  different  sensation  from  that  obtained  if  the 
needle  is  pushed  into  normal  cervical  tissue.  It  is  like  forcing 
the  needle  through  thick  pasteboard  or  into  a  block  of  soft  wood 
parallel  to  the  fibers.  That  such  a  rigid  cervix  might  give  rise 
to  exquisite  contractions  of  the  uterine  body  becomes  plausible, 
if  we  think  of  a  somewhat  similar  condition  which  occasionally- 
we  encounter  in  obstetrical  work.  A  rigid  cervix  in  a  pregnant 
uterus  at  full  term,  a  cervix  so  rigid  that  it  won't  give,  is  known 
to  cause  excessive  contractions  of  the  uterine  body.  This  theory 
becomes  even  more  convincing  if  we  consider  that  once  in  a 
while  we  find  such  a  type  of  dysmenorrhea  in  women  who  have 
given  birth  to  a  child.  In  case  cicatrization  of  the  cervix  fol- 
lows the  delivery,  excision  of  the  cicatrized  tissue  of  the  cervix 
and  appropriate  plastic  reuniting  must  furnish  permanent  relief 
providing  the  above-mentioned  assumption  is  correct,  and  in 
fact  it  does. 

It  remains  now  to  discuss  why  such  a  change  in  the  cervical 
tissue  should  occur  in  virgin  individuals.  It  has  been  repeat- 
edly shown  in  the  last  few  years  that  inflammation  and  subse- 
quent densif}-ing  will  occur  in  the  pelvic  organs  of  young  females 
who  are  exposed  during  childhood  either  to  specific  venereal 
infection  or  to  general  infectious  diseases.  I  would  like  to 
mention  in  this  connection  conglutination  of  the  external  os, 
vaginal  synechise,  urethral  stricture,  not  infrequently  observed 
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in  virgins  or  in  other  nulliparae.  Therefore  it  seems  more  prob- 
able to  ascribe  certain  types  of  uterine  dysmenorrhea  rather 
to  densifying  of  the  cervical  tissue  than  to  narrowing  or  stenosis 
of  the  cervical  canal.  It  is  a  general  surgical  experience  that 
quite  often  the  partial  excision  of  cicatrized  tissue  will  lead  to 
subsequent  softening  or  absorption  of  the  remaining  hardened 
tissue.  The  operation  proposed  and  repeatedly  performed  seems 
to  act  in  this  way  on  the  cervix.  It  consists  in  excising  wedge- 
shaped  pieces  from  the  cervix  all  around  the  canal;  practically 
an  amplification  of  Markwald's  operation.  The  cervx  is  left 
open  by  a  bilateral  discission.  On  either  side  and  if  deemed 
necessary  also  in  front  and  posteriorly  cervical  tissue  is  excised. 
Then  the  cervix  is  restored  by  running  sutures  beginning  at  the 
vaginal  covering  of  the  cervix,  running  through  the  wound, 
grasping  the  cervical  mucosa,  again  grasping  the  cervical  mucosa, 
running  through  the  wound  and  reappearing  again  on  the  vaginal 
covering  of  the  cervix.  This  operation  has  cured  uterine  dys- 
menorrhea in  thirteen  nulliparae. 


DISCUSSION. 

Dr.  J.  Claren'Ce  Webster. — I  would  like  to  ask  Dr.  Kolischer 
whether  in  his  paper  he  refers  to  cicatricial  processes  in  the  lower 
part  of  the  cervix  only,  or  to  stenosis  of  the  internal  os. 

Dr.  Kolischer. — I  do  not  believe  that  what  is  called  stenosis 
of  the  entire  os  will  cause  dysmenorrhea,  because  there  are  no 
cases  in  the  literature  where  the  actual  stopping-up  of  the 
cervix  has  been  proven.  I  believe  there  cannot  be  stenosis  of 
the  cervix  to  the  extent  of  interfering  with  the  flow  of  blood, 
thus  causing  dysmenorrhea,  for  in  these  cases  we  are  usually 
able  to  pass  a  small  sound  through  the  cervical  canal.  Futher- 
more,  there  is  no  case  on  record  of  ballooning  of  the  cervix  or 
uterine  body  where  this  obstruction  was  claimed  to  exist.  I 
mention  Mackenrodt's  operation,  in  connection  with  which  he 
names  a  certain  muscle  which  he  calls  a  sphincter,  and  which  he 
tries  to  remove  by  inserting  a  curette  which  he  has  devised  for 
the  purpose  in  taking  out  a  ring  of  tissue.  His  operation  acts  in 
the  way  suggested,  that  is,  in  taking  away  cicatricial  tissue. 

Dr.  Thomas  J.  Watkins. — I  am  always  delighted  to  hear 
anything  new  about  dysmenorrhea,  because  cases  of  dysmenor- 
rhea give  me  much  trouble.  I,  however,  feel  that  I  must  disagree 
with  Dr.  Kolischer  in  some  respects.  First,  whenever  there  is 
constriction,  that  constriction  is  practically  always  at  the  internal 
OS,  unless  there  has  been  an  operation  producing  cicatricial  con- 
traction at  the  external  os.  In  the  second  place,  the  internal  os 
is  always  verv  much  more  sensitive  than  the  external.  This  can 
be  determined  by  passing  a  sound.  For  instance,  passing  a 
sound  through  the  external  os  is  very  seldom  accompanied  by 
any  pain;  passage  of  a  sound  through  the  internal  os  is  nearly 
always  painful.     Again,   in   passing  a  sound   in   these  so-called 
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cases  of  stenosis,  the  constriction  is  found  at  the  internal  and 
not  at  the  external  os. 

In  regard  to  operative  procedures  upon  the  cervix,  for  dvsmen- 
orrhea,  they  are  generally,  in  my  experience,  disappointing,  and 
the  reason  for  this  disappointment  seems  to  be  due  to  the  fact 
that  the  part  of  the  cervix  not  affected  is  where  the  repair  is 
made.  For  instance,  in  splitting  the  cervix,  it  is  almost  im- 
possible to  split  through  the  internal  os,  and  if  the  splitting  of  the 
cervix  is  carried  through  the  internal  os,  it  is  practically  impos- 
sible to  prevent  it  from  healing  and  producing  scar  tissue,  and 
the  scar  tissue  injures  rather  than  benefits  the  patient.  I 
believe  that  much  better  results  are  obtained  in  the  treatment 
of  these  so-called  cases  of  dysmenorrhea  due  to  stenosis  bv  verv 
free  dilatation,  and  in  carrying  this  out  I  am  in  the  habit  of 
having  the  patient  go  to  a  hospital  for  about  two  weeks.  The 
technic  is  generally  as  follows:  A  tent  is  put  in  and  left  in  for 
forty-eight  hours,  after  which  it  is  removed,  and  another  tent 
is  put  in  or  not,  depending  on  the  amount  of  dilatation.  If 
the  patient  has  been  disturbed  very  much,  the  tent  is  left  out 
for  twenty-four  hours,  and  then  a  large  one  inserted,  or  two 
small  ones,  and  this  is  kept  up  until  free  dilatation  is  secured, 
and  in  bad  cases  this  is  sometimes  supplemented  bv  incision  of 
the  internal  os,  to  be  followed  by  the  use  of  the  tent. 

Dr.  Channing  W.  Barrett. — It  would  be  a  fortunate  thing, 
from  a  surgical  standpoint,  if  stenosis  causing  dysmenorrhea 
was  always  located  at  the  external  os.  We  have  heard  a  great 
deal  about  pin-hole  external  os,  but  it  practically  always  is  the 
case  that  a  sound  w^hich  will  pass  the  external  os  easily  will 
meet  with  resistance  at  the  internal  os.  Sometimes  the  stric  ture 
is  almost  impassable  at  that  point  with  a  very  small  uterine 
sound. 

We  have  a  great  deal  to  learn  about  conditions  going  on  during 
menstruation.  It  is  very  rare  for  us  to  be  able  to  examine 
these  women  and  find  out  what  has  taken  place,  whether  there 
has  been  any  ballooning,  whether  blood  has  been  retained  or  a 
clot  formed  during  menstruation,  because  they  are  not  fatal 
conditions,  and  so  our  knowledge  must  be  gained  slowly,  and 
by  accident  oftentimes.  A  large  part  of  the  difficulty  comes 
from  stenosis  of  the  internal  os  rather  than  of  the  external  os. 

We  have  quite  a  number  of  operative  procedures  for  stenosis 
of  the  external  os,  partly  from  a  wrong  idea  of  the  trouble  existing 
there,  and  partly  because  it  is  a  very  get-at-able  portion  of  the 
uterus.  We  have  few  procedures  for  curing  conditions  at  the 
internal  os.  Sims  carried  a  bistoury  into  the  uterus  and  slit 
the  uterus  at  the  internal  os  anteriorly,  and  slit  the  external  os 
posteriorly.  We  have  two  marked  conditions  in  infantile  uteri 
that  give  trouble.  One  is  flexion,  and  the  other  is  stenosis  at 
the  internal  os.  An  incision  made  anteriorly,  with  dilatation,  if 
it  dilates  the  internal  os,  will  continue  to  cause  flexion,  on  the 
same   principle    that    a   pyloroplasty   w^ould.      If   it   dilates    the 


648  TRANSACTIONS    OF    THE 

cervix  bv  incision  anteriorly,  it  will  tend  to  cause  more  flexion. 
Therier  looking  upon  the  flexion  as  the  cause  of  trouble, 
devised  the  operation  of  cuneohysterotomy,  taking  out  a  wedge- 
shaped  portion  of  the  posterior  part  of  the  cervix,  but  doing 
nothing  with  the  constriction.  I  published  an  article  in  which  I 
described  a  procedure  which  consists  of  making  a  posterior  in- 
cision, dilating  that,  and  sewing  it  up  transversely,  which  has 
been  perfectly  satisfactory  in  the  most  obstinate  cases  of  this 
kind.  It  has  only  been  used  in  the  most  obstinate  cases,  other 
procedures  being  employed  for  minor  troubles.  We  find  a  class 
of  cases  of  infantile  uteri  that  have  developed  secondary  changes 
in  the  cervix,  inflammatory  conditions,  cystic  degeneration  in 
the  cervix,  so  that  an  important  part  of  the  treatment  of  an 
infantile  uterus  is  the  amputation  of  a  long,  narrow,  and  infil- 
trated cervix. 

Dr.  Robert  T.  Gillmore. — I  would  like  to  know  if  any 
member  of  this  Society  has  had  any  experience  with  the  Wyhe 
drain  which  is  introduced  into  the  uterus  and  left  in  from  three 
months  to  a  vear  under  careful  asepsis.  Beyea  who  introduced 
it  claims  that  it  acts  by  developing  the  infantile  musculature  of 
the  uterus  through  the  efforts  of  the  uterine  muscles  trying  to 
expel  the  drain.  I  thought  possibly  it  might  be  of  service  in  the 
class  of  cases  under  discussion. 

Dr.  Gustav  Kolischer. — I  w^ould  like  to  discuss  one  or  two 
points  that  have  been  brought  up  in  connection  with  this  dis- 
cussion, namely,  the  infantile  uterus  and  so-called  pathologic 
anteflexion.  Those  points  would  be  well  taken  if  dysmenorrhea 
originating  in  the  uterus  were  confined  to  the  infantile  uterus, 
that  is,  a  disproportion  between  the  development  of  the  uterine 
body  and  the  cervix,  but  it  is  not  so.  We  quite  often  find  infan- 
tile uteri  that  do  not  cause  any  pain  during  menstruation,  and  in 
those  cases  of  infantile  uteri  where  there  is  disturbance  during 
the  menstrual  period,  they  universally  yield  to  general  treatment, 
as,  for  instance,  riding  a  bicycle  or  resistance  gymnastics.  With 
such  or  similar  treatment,  they  yield  without  any  further  trouble, 
and  there  is  no  reason  for  operative  interference 

As  to  pathologic  anteflexion,  it  is  a  belief  of  former  generations, 
but  which  the  modern  gynecologist  does  not  share.  The  men 
of  great  experience  who  have  examined  thousands  and  thousands 
of  cases  and  who  keep  track  of  them  disclaim  that  such  a  thing 
as  pathologic  anteflexion  exists.  Personally,  I  cannot  see 
why  we  should  invent  an  operation  for  conditions  that  are  not 
pathologic.  There  may  be  stenosis  of  the  internal  os,  where  the 
cervical  canal  cannot  be  sounded,  or  the  tip  of  the  sound  cannot 
pass  through  the  internal  os,  if  the  uterus  is  left  in  anteflexion  or 
in  its  normal  position;  but  if  we  grasp  the  uterus  with  volsellum 
and  straighten  it  out,  a  sound  passes  easily. 

If  I  understand  Dr.  Watkins  rightly,  he  takes  exception 
to  one  point  in  the  operation  I  have  proposed,  that  is,  it  is  im- 
possible to  reach  the  internal  os  and  keep  it  permanently  dilated. 
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either  because  we  do  not  reach  it  bv  incision  or  because  it  is 
impossible  to  prevent  cicatrization  later  on,  which  would  lead 
to  narrowing  of  the  cervical  canal  in  its  upper  section,  which  is 
often  worse  after  than  before  operation. 

There  is  absolutely  no  chance  for  subsequent  cicatrization, 
and  in  the  cases  I  have  treated  there  was  no  such  trouble  after- 
ward. 

As  to  the  use  of  intrauterine  pessaries,  under  whatever  name, 
there  is  always  one  objection  to  them,  that  is,  it  is  absolutely  im- 
possible to  prevent  inflammation  and  infection  afterward,  even 
though  the  pessary  is  used  under  aseptic  and  antiseptic  precau- 
tions. 

Dr.  Emil  Ries.— I  understand  that  Dr.  Kolischer  splits  the 
cervix  on  both  sides  to  the  fornix  vaginse. 

Dr.  Kollischer.— I  split  it  as  far  as  necessarv;  but  it  depends 
on  the  length  of  the  cervical  canal. 

Dr.  Ries. — I  want  to  ask  some  questions: 

1 .  I  want  to  know  how  the  internal  os  is  going  to  be  exposed 
unless  you  cut  beyond  the  attachment  to  the  vaginal  portion. 

2.  I  would  like  to  see  these  specimens  of  connective  tissue, 
because  if  Dr.  Kolischer  finds  connective  tissue  in  the  cervixi 
it  does  not  prove  there  is  anything  wrong  with  the  cervix  as 
usually  the  cervix  consists  of  connective  tissue;  it  contains  verv 
little  muscular  tissue. 

3.  I  would  like  to  know  what  he  expects  to  form  after  that  ex- 
cision except  connective  tissue  again. 

4.  I  would  like  to  know  how  he  is  going  to  stitch  a  contracted 
tight  ring  of  mucous  membrane  to  the  larger  ring  of  mucous 
membrane  on  the  outside  without  doing  something  to  the  internal 
ring  in  the  way  of  enlarging  it  or  splitting  it.  He  makes  the  tight 
ring  of  mucous  membrane  conform  to  the  larger  ring,  his  purpose 
being  to  enlarge  that.  Does  he  do  a  plastic,  is  he  going  to  put  in 
a  flap.^  How  is  he  going  to  make  the  tight  ring  of  mucous  mem- 
brane conform  to  the  larger  ring? 

Answers  to  those  questions  would  help  us  to  understand 
this  somewhat  difficult  operation.  I  am  interested  in  this  sub- 
ject because  I  have  been  doing  an  operation  that  has  been  prac- 
tised by  Professor  Freund,  which  is  somewhat  like  the  Sims' 
incision  of  the  posterior  lip  of  the  uterus  for  the  cure  of  dvsmenor- 
rhea,  the  intention  of  that  operation  being  to  dilate  the  cervical 
canal,  splitting  it  posteriorly  and  leaving  it  open;  in  this  way 
the  mucous  membrane  has  all  kinds  of  space  in  w^hich  to  enlarge 
and  bulge  out.  But  that  operation  has  been  practicallv  usele'ss 
in  my  experience. 

Dr.  Rudolph  W.  Holmes.— I  would  like  to  ask  Dr.  Kolischer 
if  he  has  ever  observed  that  cervix  in  labor. 

Again,  if  I  were  called  to  see  a  case  in  which  a  gvnecologist  had 
done  a  trachelorrhaphy  on  a  woman  who  expects  to  have  another 
baby  I  would  feel  like  cussing,  for  the  reason  that  the  onlv  cer- 
vices I  have  seen  which  have  been  really  the  rigid  ones  have  had 
trachelorrhaphy. 
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Dr.  Channing  W.  Barrett. — Dr.  Kolischer  started  out  by 
saying  that  there  is  no  such  a  thing  as  pathologic  stenosis  at  the 
internal  os  because  we  do  not  have  any  dilatation  there  back 
of  that,  and  that  anteflexion  is  not  pathologic;  and  yet  he 
speaks  of  our  being  unable  to  enter  the  internal  os  with  a  sound. 
When  marked  flexion  is  present,  we  must  straighten  it  before 
the  flexion  w411  allow  a  sound  to  pass.  It  occurs  to  me  that 
if  it  must  be  dragged  down  in  order  to  pass  a  sound  there  may  be 
difficulty  in  menstrual  clots  coming  from  within  outward. 
After  all  that  Dr.  Kolischer  says,  it  must  be  remembered  that 
when  we  try  to  pass  a  sound  we  always  hold  the  cervix  with 
tenacula  or  forceps  and  draw  down  upon  it. 

I  would  like  to  say  to  Dr.  Holmes,  who  said  he  would  like  to 
cuss  the  man  who  does  a  trachelorrhaphy,  that  instead  he  ought 
to  be  pleased  with  this  operation;  for  the  cervix  is  left  open 
according  to  Dr.  Kolischer's  description. 

Dr.  Thomas  J.  Watkins. — It  may  be  an  admission  of  stu- 
pidity, on  my  part,  but  I  am  unable  to  see  how  Dr.  Kolischer 
accomplishes  certain  things — how  he  extends  his  operation 
above  the  internal  os.  How  he  presents  the  formation  of  scar 
tissue. 

Dr.  Frankenthal. — Granted  that  rigidity  of  the  cervix  is 
bound  to  occur  at  the  next  labor  after  trachelorrhaphy,  we 
have  had  a  large  number  of  cases  where  the  repaired  cervix  has 
not  torn  at  subsequent  labors. 

Dr.  Kolischer. — In  answer  to  Dr.  Barrett,  I  do  not  believe 
in  pathologic  anteversion,  although  once  in  a  while  it  is  diflicult 
to  pass  a  sound  into  the  internal  os.  Once  in  a  while  we  can 
pass  a  sound  if  the  cervix  is  stretched.  For  instance,  every 
man  has  a  natural  curve  in  the  urethra  because  it  is  necessary  to 
stretch  the  penis,  particularly  the  bulbous  portion  of  the  urethra, 
to  pass  a  sound.  All  these  canals  are  not  made  in  order  to  pass 
sounds.  The  fact  that  once  in  a  while  it  is  difficult  to  pass  a 
sound  does  not  prove  the  curve  is  pathologic.  I  do  not  believe 
that  anteflexion  of  the  uterus  has  any  pathologic  significance. 
It  cannot  be  used  to  explain  pathologic  conditions,  as  pain 
during  menstruation. 

In  answer  to  Dr.  Watkins.  My  excision,  beginning  at  the 
depth  of  the  incisions  I  have  shown  you,  goes  beyond  the  original 
incision;  that  is,  it  goes  beyond  the  internal  orifice  without 
cutting  any  more  of  the  vaginal  wall. 

As  to  the  questions  asked  by  Dr.  Ries,  I  will  begin  with  the 
last  one.  Dr.  Ries  is  mistaken  if  he  thinks  I  took  away  tissue 
from  the  small  area  to  cover  the  large  area.  If  I  cut  out  a  piece 
of  the  cervical  wall,  the  area  that  is  left  is  smaller,  is  it  not? 
Consequently,  there  is  no  difliculty  in  bringing  the  mucosa 
together  to  cover  this  space. 

Dr.  Ries. — You  say  it  is  narrower;  you  want  to  widen  it, 
don't  you? 

Dr.   Kolischer. — This  is  a  matter  of  personal  observation. 
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(Here  Dr.  Kolischer  answered  the  other  questions  propounded 
by  Dr.  Ries  by  blackboard  diagrams.) 

The  inside  of  the  canal  may  become  wider  if  I  take  off  part 
of  the  wall,  and  it  is  possible  to  enlarge  the  canal  by  taking  out  a 
part  of  the  wall,  and  the  thinner  wall  will  give  way  rather  than 
the  thicker  w^all. 

As  to  the  specimens,  if  there  is  nothing  but  fibrous  tissue  in 
the  cervix,  it  is  different  from  most  fibrous  tissue,  so  far  as  my 
understanding  goes. 

As  to  the  formation  of  new  cicatricial  tissue,  I  believe  it  is 
impossible  to  get  any  tissue  together  without  cicatricial  inter- 
position. But  if  it  be  so  thin,  we  do  a  plastic  operation,  and 
our  intention  is  to  cover  raw  surfaces  with  skin  or  mucosa.  The 
excision  of  fibrous  tissue  leading  to  the  relief  of  stricture  of  the 
urethra  is  known  to  those  who  have  done  urethrotomy.  In 
most  of  these  cases  we  do  nothing  else  but  cut  through  fibrous 
tissue,  and  after  healing  the  soft  tissue  enlarges  the  caliber  of  the 
urethra.  If  I  cover  a  raw  bleeding  surface  with  mucosa  or  with 
skin,  I  cannot  see  why  any  cicatrization  should  take  place  and 
interfere  with  the  carrying  out  of  this  plan. 


Meeting  of  December  i8,  1908, 
The  President  Henry  F.  Lewis,  M.  D.,  in  the  Chair. 
Dr.  Emil  Ries  exhibited  several  specimens: 

BAXD    FROM    VENTROFIX.VTION. 

I  wish  to  exhibit  a  specimen  similar  to  one  which  you  have 
seen  illustrated  in  a  number  of  text-books  as  a  consequence  of 
ventrofixation.  I  have  here  a  band  which  I  found  in  a  woman 
who  had  had  a  laparotomy  and  ventrofixation  a  year  before  I 
operated  on  her.  She  was  operated  on  by  a  practitioner  in 
Indiana.  At  that  time  ventrofixation  was  done.  When  I 
operated  on  her  by  doing  a  second  laparotomy,  I  found  some 
adhesions  of  the  bowel  to  the  abdominal  wall,  besides  this  band 
which  extended  from  the  anterior  abdominal  wall  to  the  fundus 
of  the  uterus.  It  is  thirteen  centimeters  long,  and  represents  a 
drawn-out  adhesion  which  has  been  produced  by  the  ventro- 
fixation. 

The  consequences  of  such  a  band  I  need  not  explain.  They 
explain  themselves. 

HYDROSALPINX. 

The  second  specimen  which  I  show  you  represents  the  result 
of  an  operation  which  I  performed  in  1901.  I  operated  on  a 
woman  who  was  then  twenty-six  years  of  age  and  who  had  been 
infected  in  labor.  She  had  been  sick  two  months,  and  recovered 
with  her  pelvic  organs  very  much  adherent  and  inflamed.  I 
performed  a  vaginal  operation.     The  left  tube  was  found  closed 
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by  adhesions;  it  was  hard  and  thick,  and  I  amputated  the 
abdominal  end.  The  right  tube  was  the  size  of  a  hen's  egg 
almost,  and  filled  with  a  serosanguinolent  fluid.  The  tube 
was  opened  and  the  mucosa  and  serosa  were  united  by  sutures,  a 
salpingostomy  being  thereby  performed.  In  1908  the  woman 
complained  of  pain  in  the  right  side  where  the  salpingostomy 
had  been  performed,  and  on  examination  an  enlargement  of  the 
tube  was  found.  She  had  a  chronic  appendicitis,  and  I  per- 
formed a  laparotomy.  In  this  laparotomy  the  appendix  was 
removed.  It  was  found  adherent,  contained  concretions,  with 
a  slight  ulceration.  A  hydrosalpinx  was  discovered  on  the  right 
side:  that  is,  the  side  on  which  a  plastic  was  performed  seven 
years  ago.  I  have  brought  this  hydrosalpinx  to  show  you.  If 
you  will  look  at  the  specimen,  you  will  notice  that  you  cannot 
find  the  place  where  the  salpingostomy  was  made  seven  years 
ago.  The  opening  closed  so  completely  that  it  filled  with  this 
clear  fluid  and  has  rem.ained  closed  to  this  time.  The  stump  on 
the  left  side,  where  only  a  small  part  of  the  tube  was  left,  was 
also  completely  closed  by  adhesions.  The  woman  has  not 
become  pregnant  since  the  first  operation,  and  otherwise  the  case 
is  of  no  special  importance.     She  made  a  good  recovery. 

ADENOMA  OF  THE  BREAST. 

The  next  specimen  is  one  of  adenoma  of  the  breast,  which 
furnishes  an  explanation  of  those  cases  of  bloody  milk  which 
in  the  Middle  Ages  played  a  more  important  part  than  they  do 
nowadays.  In  those  days  the  discharge  from  the  breast  of  a 
woman  was  frequently  considered  miraculous  and  led  to  all 
kinds  of  religious  effervescence.  When  this  patient,  a  nurse, 
came  to  me  complaining  of  this  condition  I  made  an  examination 
of  the  breast  and  found  a  tumor  which  could  be  characterized  by 
ordinary  palpation  as  probably  an  adenofibroma.  She  noticed 
a  discharge  of  blood  from  the  breast  for  something  like  six 
months  before  operation,  and  it  was  so  copious  at  times  that  it 
would  drench  not  only  her  underwear,  but  her  uniform,  so  that 
the  blood  would  appear  on  the  clothes  outside. 

After  removing  the  tumor  I  made  a  microscopic  examination. 
When  I  cut  through  the  breast  I  found  that  this  tumor  plugged 
the  milk  duct  completely.  Microscopic  examination  shows 
it  is  a  benign  adenoma.  In  one  specimen  I  show  the  place 
where  the  tumor  is  attached,  and  you  will  notice  that  there  is  no 
invasion  of  the  tissues  surrounding  the  milk  duct.  There  is  no 
reason  to  assume  that  there  is  any  malignancy  in  this  case.  In 
the  other  specimen  I  show  you  the  adenomatous  mass  lying  free 
in  the  lumen  of  the  duct. 

It  is  unnecessary  to  go  into  the  pathology  of  these  adenomas 
any  further  than  to  remind  you  that  in  the  new  book  published 
by  Kelly  and  Noble  you  will  find  a  description  of  such  a  tumor 
much  larger  than  this  one  which  filled  a  cyst  of  the  breast  and 
looked  like  a  big  mulberry  lying  in  a  cavity.     My  patient  re- 
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covered    from    the  operation.     I  saw  her  a  few  davs  ago  and 
there  is  no  sign  of  recurrence. 

DISCUSSION. 

Dr.  Albert  Goldspohn. — The  specimen  that  has  been  ex- 
hibited showing  the  long  drawn-out  artificial  ligament  or  band, 
the  result  of  ventrosuspension.  reminds  us  of  the  disasters  that 
the  literature  narrates  that  have  resulted  from  such  drawn-out, 
useless  ligaments.  The  last  time  I  had  occasion  to  pay  attention 
to  this  subject,  over  three  years  ago,  there  were  over  twenty- 
five  cases  of  intestinal  obstruction  that  were  traced  either  by 
autopsies  or  during  operation,  due  to  this  useless  and  pernicious 
thing. 

Dr.  Reuben  Peterson,  Ann  Arbor,  Michigan. — Some  vears 
ago,  when  I  was  a  resident  of  Chicago  and  the  members  of  this 
Society  were  discussing  various  operations  for  retrodisplacement 
of  the  uterus,  I  was  performing  ventrosuspension  of  the  uterus 
upon  all  cases  in  which  I  thought  it  was  indicated.  I  remember 
the  discussions  we  had,  particularly  with  Dr.  Goldspohn,  who 
advocated  shortening  of  the  round  ligaments  by  his  method. 
I  have  not  had  the  pleasure  of  attending  a  meeting  of  the  Society 
for  two  or  more  years  and  I  want  to  take  this  occasion  to  say  to 
Dr.  Goldspohn  and  also  to  other  members  of  the  Society  that  I 
now  appreciate  the  force  of  his  arguments  against  this  operation, 
which  I  did  not  fully  comprehend  at  that  time.  I  have  ceased 
to  do  the  operation  of  ventrosuspension  in  a  child-bearing 
woman  for  the  reasons  the  doctor  has  stated.  I  have  had  one 
case  of  strangulation  of  the  bowel  from  this  artificial  ligament. 
I  have  also  had  two  patients  upon  whom  I  have  had  to  perform 
Cesarean  section  because  of  the  dystocia  following  ventro- 
suspension. Even  when  patients  have  escaped  these  various 
dangers  I  have  found  that  they  are  not  always  cured  sympto- 
matically.  Therefore,  while  I  do  not  perform  Dr.  Goldsphon's 
operation,  but  shorten  the  ligaments  through  one  incision,  I 
think  that  gynecologists  are  coming  to  the  conclusion  bv  this  time 
that  the  operation  of  ventrosuspension  in  a  child-bearing 
woman  is  an  justifiable.  I  have  had  occasion  to  open  the  abdo- 
men a  number  of  times  after  these  operations  and  at  times  have 
found  these  stretched-out  ligaments  with  the  uteri  backward 
and  adherent. 

Let  me  say  a  word  or  two  in  regard  to  the  second  specimen. 
I  have  practically  given  up  the  operation  of  opening  the  tube  and 
stitching  back  the  mucous  membrane  in  order  to  allow  of  future 
pregnancy.  This  is  because  in  those  cases  where  I  have  opened 
the  abdomen  afterward,  even  where  there  has  been  no  elevation 
of  temperature  or  anything  to  indicate  that  sepsis  had  occurred, 
I  have  almost  universally  found  the  conditions  shown  in  this 
specimen,  or  even  worse  conditions.  Only  a  few  months  ago  I 
operated  on  a  young  woman,  twenty-one  years  of  age,  who  had 
been  infected  with  gonorrhea.     She  was  very  anxious  that  her 
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tubes  and  ovaries  be  not  removed  in  order  that  she  might  have 
a  chance  of  becoming  pregnant  subsequently.  I  removed  the 
tube  on  the  right  side.  On  the  left  side  I  opened  the  tube  and 
stitched  the  mucosa  backward.  Four  months  later  I  had  the  op- 
portunity of  opening  her  abdomen  because  she  had  not  been  cured 
symptomatically.  I  found,  as  I  had  in  other  cases,  that  the  tube 
was  entirely  closed;  the  uterus  was  buried  in  adhesions,  and  the 
operation  was  not  a  success.  So,  unless  a  patient  insists  upon 
a  plastic  operation  upon  the  tubes,  I  remove  these  organs 
if  diseased,  and  I  think  the  wisdom  of  such  a  course  is  borne  out 
by  the  results  of  my  personal  experience. 

Dr.  Channing  W.  Barrett. — In  regard  to  the  second  speci- 
men of  Dr.  Ries,  where  the  tube  was  closed,  I  operated  a  short 
time  ago  and  found  where  the  tube  had  been  taken  out  a  hydro- 
salpinx had  resulted  in  the  stump  of  the  tube  left. 

Dr.  George  Schmauch. — I  might  add  a  few  words  in  regard 
to  the  microscopic  specimen  exhibited  by  Dr.  Ries.  The  case 
is  very  interesting.  Recently  a  number  of  cases  with  hemor- 
rhagic secretion  have  been  reported.  They  proved  very  puz- 
zling and  generally  were  taken  as  hysteric.  As  Dr.  Ries  has 
pointed  out,  the  finding  of  one  small  adenoma  in  a  milk  duct  as 
in  his  case  solves  the  problem  in  all  the  other  reported  cases. 

In  regard  to  making  a  plastic  operation  in  cases  of  hydrosalpinx, 
I  agree  with  what  has  been  said  by  the  other  gentlemen  regard- 
ing the  bad  results.  Still,  if  we  remove  the  adnexa  on  one  side 
and  there  is  a  hydrosalpinx  on  the  other,  we  justly  desist  from 
taking  it  out,  because  there  is  at  least  a  little  chance  for  the 
woman  to  get  in  the  family  way  again  as  long  as  the  tube  is  there, 
and  some  more  chance  if  it  is  opened.  It  is  best  not  to  make  an 
opening  at  the  side,  but  opposite  the  ovary. 

Dr.  Emil  Ries. — With  regard  to  the  first  specimen,  I  may  add 
that  the  uterus  was  in  retroflexion  and  adherent. 

With  regard  to  the  second  specimen,  it  illustrates  a  very  im- 
portant question.  I  would  not  be  so  radical  as  to  say  that 
I  would  never  do  a  salpingostomy  again,  because  there  are  four 
pregnancies  to  the  credit  of  this  operation  in  my  limited  experi- 
ence, the  last  one  in  a  member  of  a  prominent  family  out  West, 
where  a  young  woman  became  pregnant  before  marriage,  had  an 
abortion  produced,  and  became  infected.  Later,  when  she  became 
a  wife  she  desired  children  very  much,  but  could  not  have  them. 
She  had  an  adherent  retroflexed  uterus;  she  had  adhesions  about 
both  tubes,  and  the  tubes  were  filled  with  serum.  I  operated  on 
her  five  years  ago,  and  a  year  ago  she  had  a  baby.  At  the  time 
of  the  operation  the  tubes  were  closed  completely.  This  is  the 
fourth  case  I  knew  of  after  such  an  operation.  If  we  open  a  tube 
that  is  no  longer  virulently  infected,  there  is  not  much  loss  if 
the  tube  should  close  again.  There  is  a  great  deal  gained  if  we 
can  save  the  tube  of  a  woman.  I  have  been  more  enthusiastic 
in  years  gone  by  about  this  operation,  and  have  done  it  often 
where  the  tubes  contained   slightly   bloody  or  slightly   turbid, 
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possiblv  purulent,  fluid,  where  I  would  not  do  it  now,  because 
in  all  cases  in  which  I  found  a  bloody  fluid,  the  tubes  would  close 
again,  and  pregnancy  did  not  occur  thereafter.  Where  the 
serum  in  the  tube  is  clear  it  is  justifiable  and  very  useful  in  a 
limited  number  of  cases  to  perform  a  plastic  operation  on  the 
tube. 

Dr.  Albert  Goldspohn  showed  two  specimens: 

INCARCERATED    UMBILICAL    HERNIA. 

I  have  here  a  tumor  that  is  more  of  a  curiosity  than  of  par- 
ticular pathological  interest. 

The  patient  from  whom  it  was  taken  was  a  woman,  sixty  years 
of  age,  verv  adipose,  weighing  probably  nearly  three  hundred 
pounds,  who  had  an  incarcerated  umbilical  hernia  containing 
evidentlv  omentum  only,  because  it  had  been  extruded  for  a  long 
time.  She  had  neglected  herself;  had  continued  her  manual 
labor,  frequently  washing,  and  had  no  intestinal  obstruction.  In 
consequence  of  her  neglect  the  skin,  lacking  in  nutrition,  became 
perforated  over  the  vertex  of  the  tumor  and  became  infected, 
and  then  she  was  in  a  rather  alarming  condition.  She  called  a 
physician,  who  in  turn  enlisted  my  attention.  The  whole  thing 
was  a  running,  suppurating,  gangrenous  mass,  with  no  skin 
covering  the  tumor,  and  the  skin  of  the  abdominal  wall  for  a  foot 
around  the  mass  was  red,  inflamed,  like  a  phlegmonous  inflam- 
mation or  erysipelas,  according  to  popular  expression.  The  fact 
that  she  had  no  intestinal  obstruction,  however,  led  us  to  think 
that  with  proper  local  treatment  the  infection  would  subside,  and 
after  it  had  done  so,  she  came  to  the  hospital;  and  there,  after  a 
few  davs  of  further  local  treatment,  she  was  operated  on.  Two 
davs  before  operation  I  took  a  Paquelin  cautery  and  seared  the 
entire  surface  of  the  mass  down  to  the  edge  of  the  skin.  At 
the  final  operation  under  an  anesthetic,  I  took  a  soldering  iron 
and  burnt  the  edges  of  the  skin,  the  sensitive  part  of  the  septic 
area,  in  order  to  eliminate  that  portion,  and  then  I  took  a  cap  of 
gauze  with  rubber  tissue  between  its  layers  and  put  it  over  the 
thing  and  stitched  it  down  to  the  edges  of  the  skin  to  eliminate 
the  septic  area.  The  removal  of  the  tumor  was  effected  by  a 
transverse  incision,  because  we  know  that  a  large  umbilical 
hernia  can  be  better  cured  by  approximation  of  a  transverse  than 
a  vertical  incision;  that  is,  make  the  wound  transverse  and  over- 
lap the  fascial  portion  of  the  abdominal  wall.  I  forgot  the  name 
of  the  German  surgeon  who  suggested  this  technic  first,  but 
the  jMavos  were  alert  to  make  use  of  it,  and  it  is  here  sometimes 
called  the  Mayo  operation,  but  Dr.  William  J.  Mayo  does  not 
claim  to  be  the  originator.  The  technic  consists  in  passing  mat- 
tress sutures  through  the  lower  edge  or  flap  of  the  wound  as  far 
as  practicable  away  from  the  edge,  seizing  the  upper  edge  and 
drawing  it  down  behind  the  lower  flap,  and  then  finally  the 
exposed  edge  of  the  lower  flap  down  upon  the  other  by  sutures 
from  without.     That  method  of  closing  large  herniae  is  one  of  con- 
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siderable  merit,  as  my  little  experience  would  indicate,  not  only 
here,  but  elsewhere  in  closing  large  apertures  after  ventral  hernia 
in  appendicitis  incisions  and  in  the  median  line.  Under  an 
aseptic  technic  the  operation  was  successful. 

TUBAL    PREGNANCY. 

I  have  here  a  specimen  of  tubal  pregnancy  that  to  me  is 
curious.  Immediately  after  operation,  the  tube  being  thinned 
to  mere  tissue  paper,  the  membrane  transparent,  within  this 
membrane  we  could  see  a  floating  fetus,  a  spectacle  I  have  other- 
wise never  seen.  The  conditions  of  the  case  were  very  peculiar 
for  an  extrauterine  pregnancy.  The  history  was  fairly  straight. 
There  had  been  no  interruption  of  menstruation,  no  delay  in 
menstruation,  but  a  month  of  nearly  continuous  bleeding  of 
great  severity,  so  that  the  patient  was  very  anemic  to  operate  on, 
and  in  the  pelvis  not  a  very  large  tumor  could  be  found,  but 
some  induration  all  around  the  uterus  on  both  sides.  There  was 
entire  fixation  of  the  uterus,  and  from  within  the  condition  was 
verv  much  like  a  double  pyosalpinx  with  infiltration  and  exudate 
around  the  principal  structures — with  everything  fixed,  tubes 
swollen,  red,  ovaries  friable,  with  some  pus  in  small  pockets  in 
each  ovary.  In  consequence  of  this  condition  I  took  out  the 
appendages  in  a  mass  on  both  sides.  The  tube  and  ovary  w'ere 
septic,  purulent,  conglomerate,  and  then  after  removal  of  the 
mass  on  the  right  side  we  could  only  by  careful  dissection  make 
out  what  we  really  had.  We  dissected  the  tube  largely  out  of 
the  ovary  that  was  covering  it.  It  made  the  impression  as  if 
this  pregnant  tube  had  taken  lodgment  in  an  evacuated  follicle 
cyst.  The  ovary  had  to  be  peeled  off  from  this  little  mass,  and 
it  was  in  consequence  of  the  protection  of  this  part  of  the  thinned 
tube  wall  by  the  expanded  ovary  around  it  that  it  did  not  ruj)- 
ture,  and  all  the  blood,  which  was  not  much,  that  had  extruded 
was  extruded  through  the  abdominal  end  of  the  tube. 

DISCUSSION. 

Dr.  Emil  Ries. — In  the  absence  of  microscopic  examination, 
it  is  dilTicult  to  say  whether  the  condition,  as  described  by  Dr. 
Goldspohn,  means  a  protection  of  the  tube  by  the  ovary.  Such 
agglutinations  of  the  tube  and  ovary  are  found  frequently  at  the 
abdominal  end  of  the  tube,  gluing  the  tube  to  the  ovary  by  the 
intermediary  peritubal  cyst,  as  described  by  Zedel  and  others. 
In  this  case  evidently  the  fimbriated  end  was  open.  But  it  is 
possible  that  there  were  adhesions  between  the  tube  and  ovary 
which  gave  the  appearance  of  a  cavity  in  the  ovary,  but  which 
was  not  really  a  cavity  in  the  ovary,  but  a  cavity  formed  by  the 
tube  on  one  side,  the  ovary  on  the  other  side,  and  between  the 
two  a  mass  of  adhesions  such  as  we  see  frequently.  Of  course, 
microscopic  examination  would  have  to  determine  that. 

I  wish  to  mention  that  in  all  the  cases  where  tuboovarian 
cvsts  have  been  examined  it  seemed  correct  to  assume  that  the 
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fimbriated  end  opened  in  a  cyst  of  the  ovary  on  the  inside  of  the 
cyst.  But  in  all  these  cases  it  was  shown  bv  careful  examination 
that  we  had  not  to  deal  with  a  tube  terminating  inside  of  the 
ovarian  cyst,  but  had  to  deal  with  a  tube  terminating  in  a  cyst 
formed  by  the  peritubal  mass  of  adhesions  which  connected  the 
tube  and  ovary.  I  had  had  such  a  case  mvself  which  I  examined 
carefully  to  determine  this  condition  because  in  this  case  the 
fimbriated  end  of  the  tube  could  be  seen  on  the  inside  of  the 
tuboovarian  cyst;  whereas  microscopic  examination  showed 
that  this  cyst  was  not  an  ovarian,  cyst,  but  consisted  of  adven- 
titious inflammatory  tissue,  and  the  ovarv  was  not  involved  in 
the  formation  of  the  cyst  except  bv  forming  a  part  of  the  wall 
opposite  the  fimbriated  end  of  the  tube. 

Dr.  Albert  Goldspohn.— This  is  nothing  like  a  tuboovarian 
cyst.  It  is  utterly  different.  Tuboovarian  cysts  are  an 
agglutination  of  the  abdominal  end  to  some  portion  of  the  ovary. 
The  cyst  walls  are  composed  jointly  of  tube  Avail  and  also  of 
ovarian  tissue.  Here  the  abdominal  end  was  open,  but  the 
ovary  was  agglutinated  to  one  side  of  the  tube  so  largel}-  that 
when  it  was  dissected  oft'  it  left  this  little  membranous  'trans- 
parent portion  of  tube  wall  to  close  the  sac  in  which  the  fetus 
could  be  seen  floating:. 

PLASTINE. 

Dr.  Channing  W.  Barrett.— The  material  I  wish  to  show 
you  IS  what  is  called  by  artists  plastine.  It  can  be  moulded 
to  represent  the  uterus,  tube,  and  ovary,  or  anything  of  that 
kind.  It  can  be  employed  to  represent  different  operations, 
in  teaching  students,  and  I  find  in  a  short  time  I  can  illustrate 
a  thing  which  would  require  quite  a  good  deal  of  discussion  to 
have  them  understand,  or  perhaps  they  would  then  fail  to  under- 
stand it.  This  plastine  can  be  moulded  very  easily  to  represent 
a  laceration  of  the  cervix,  with  ectropion.^  We  can  show  the 
Emmet  operation  of  trachelorrhaphy  very  nicely,  also  Schroeder's 
amputation.  By  splitting  up  the  cervix  we  can  show  the  Simp- 
son bilateral  incision,  or  the  Marion  Sims  posterior  incision,  or 
the  Therier's  cuneohysterectomy,  taking  out  a  wedge  shaped 
portion  of  the  posterior  wall  for  flexion.  We  use  it  in  illus- 
trating my  procedure  for  flexion  of  the  uterus  and  enlargement  of 
the  internal  os.  If  someone  should  like  to  illustrate  Kolischer's 
operation  upon  the  cervix,  it  can  be  made  plain  bv  this  material. 
This  material  gets  softer  as  we  work  it,  and  can  be  moulded  into 
any  shape. 

DISCUSSION. 

Dr.  Reuben  Peterson.— I  am  very  glad  to  see  this  material 
which  Dr.  Barrett  has  shown  us.  When  I  was  connected  with 
Rush  Medical  College  and  was  working  upon  casts  for  teaching 
purposes,  I  experimented  for  some  time  over  different  combina"^ 
tions  of  artists'  clay  in  order  to  illustrate  these  various  opera- 
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tions  on  the  perineum  and  cervix,  but  I  was  unable  to  find  any 
combination  like  this,  and  I  am  very  much  obliged  to  Dr.  Barrett 
for  bringing  it  to  our  attention. 

Dr.  Henry  F.  Lewis. — I  used  to  use  putty,  but  found  it 
open  to  the  objection  of  being  oily,  greasy,  and  not  holding  its 
form  very  well.  If  putty  is  held  in  position  for  some  time  it 
becomes  brittle.  Since  Dr.  Barrett  has  called  my  attention  to 
plastine,  I  have  used  it  quite  frequently  in  demonstrating 
plastic  operations  on  the  female  genitalia  to  post-graduate 
students. 

Dr.  Reuben  Peterson,  Ann  Arbor,  Michigan,  reported  a 
case  of 

tetanus   following   a   dilatation    and   curettage   of  the 
uterus  and  shortening  of  the  round  ligaments. 

Recovery. 

The  case  I  wish  to  report  is  one  that  has  been  of  great  interest 
to  me.  It  is  one  of  tetanus  which  followed  a  simple  dilatation 
and  curettage,  with  shortening  of  the  round  ligaments,  without 
opening  the  peritoneal  cavity.  This  accident,  if  it  may  be  so 
designated,  happened  in  my  private  hospital,  where  I  am  abso- 
lutely sure  of  an  aseptic  technic,  so  far  as  anyone  can  be  who 
supervises  the  minutest  detail  of  his  technic.  This  young  woman 
was  nineteen  years  of  age,  single,  and  suffered  from  dysmenor- 
rhea. There  w^ere  no  complications  as  far  as  the  operation  or  con- 
valescence were  concerned  until  the  appearance  of  the  tetanus. 
We  fall  into  the  habit  of  not  paying  much  attention  to  these 
aseptic  cases,  so  sure  are  we  that  in  the  great  majority  of  cases 
favorable  results  will  follow.  This  is  my  excuse  for  not  having 
paid  particular  attention  to  her  symptoms,  which  developed  on  the 
twelfth  day  after  operation.  She  complained  on  the  morning  of 
that  day  of  a  soreness  about  the  jaws  and  inability  to  open  her 
mouth.  vShe  laughed  about  it.  I  thought  of  a  double  parotitis 
which  sometimes  follows  such  operations;  but  there  was  no  tem- 
perature, and  I  made  up  my  mind  that  the  i)atient  was  probably 
hysterical.  I  saw  her  the  two  following  days,  but  was  not  alarmed 
at  all  over  her  condition.  The  next  day  I  was  out  of  town  and  did 
not  see  her.  On  the  fourth  day,  when  I  called  late  in  the  evening, 
not  only  were  the  jaws  more  fixed,  but  she  began  to  have  stiffness 
in  the  muscles  of  the  back;  then,  and  only  then  did  I  wake  up  to 
the  serious  nature  of  the  case.  I  took  the  patient  by  the  shoulder 
and  raised  her  in  bed;  she  was  just  like  a  board,  and  was  having 
spasms  of  the  muscles  of  the  back,  which  were  very  marked  and 
painful.  The  night  before,  while  asleep,  she  had  had  spasms 
of  the  jaws,  so  that  she  had  bitten  her  tongue  severely.  This 
alone  cleared  up  the  question  of  the  attack  being  one  of  hysteria. 
When  I  realized  the  serious  nature  of  the  case  I  sent  for  Dr. 
W.  II.  Ilutchings,  of  Detroit,  a  friend  of  mine  who  has  been 
making  for  some  time  a  series  of  experiments  on  tetanus.      He 
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came  on  the  next  train,  and  by  that  time  the  girl's  condition  was 
serious.  When  we  entered  the  room  the  sHghtest  noise,  as  the 
turning  on  of  the  electric  light,  would  cause  a  spasm.  Dr. 
Hutchings  has  been  treating  tetanus  by  the  use  of  chloretone. 
He  gave  the  patient  per  rectum  60  grains  of  this  drug,  dissolved 
in  hot  olive  oil.  When  she  began  to  get  the  effects  of  the  drug, 
the  spasms  of  the  jaw  and  back  relaxed,  and  she  was  quite  com- 
fortable. She  was  in  a  drowsy  condition  as  we  sometimes  see 
patients  who  are  under  the  influence  of  opium.  She  was  then 
given  1500  units  of  the  antitetanic  serum,  and  the  following  day 
this  dose  was  repeated.  According  to  reports  of  tetanus  which 
I  have  seen  and  all  theories  on  the  subject,  after  the  tetanic 
convolutions  have  once  developed,  while  one  may  give  the  anti- 
tetanic  serum,  it  is  doubtful  it  if  has  much  effect  upon  the  course 
of  the  disease.  In  this  case  the  good  results  came  from  the  anti- 
spasmodic effects  of  the  chloretone.  After  the  first  dose  the 
patient  had  no  spasms  of  the  jaws  which  could  be  then  opened 
so  as  to  admit  her  forefinger,  and  it  was  only  the  next  morning, 
at  seven  o'clock,  she  had  a  repetition  of  the  convulsions.  Sixty 
grains  more  were  injected  per  rectum,  and  this  was  followed  by 
a  cessation  of  the  convulsions,  which  did  not  reappear  after  that 
time.  The  highest  temperature  reached  was  100.2°  per  rectum; 
the  highest  pulse  112-114.  Her  subsequent  convalescence  has 
been  uninterrupted. 

Dr.  Hutchings  has  had  five  cases  in  addition  to  the  one  I  have 
reported.  Three  of  these  were  virulent  cases  resulting  from 
Fourth-of-July  accidents,  if  I  remember  correctly.  They  were 
very  severe  cases,  with  not  only  convulsive  movements  of  the 
muscles  of  the  back,  but  in  two  cases  opisthotonos  as  well.  He 
has  had  six  recoveries  in  spite  of  the  severity  of  the  cases. 

Such  results  warrant  a  further  trial  of  this  mode  of  treatment. 

The  etiology  of  the  attack  is  obscure.  Of  course,  one  would 
naturally  say  it  came  from  the  catgut,  and  I  cannot  prove  that 
it  did  not  come  from  the  catgut.  This  particular  lot  of  catgut 
was  subjected  to  very  painstaking  tests  in  the  laboratory  of 
Professor  Novy,  who  is  well-known  as  an  expert  in  bacteriology, 
and   he   pronounced   it   perfectly   safe. 

The  wound  healed  bv  first  intention,  with  the  exception  of  a 
small  point  at  the  right-hand  corner  of  the  incision.  A  minute 
blister  formed  here,  which  contained  clear  serum.  We  removed 
the  serum  after  opening  the  blister,  but  were  unable  to  isolate  the 
tetanus  bacillus,  the  cultures  only  showing  staphylococci. 

A  SEVEN  months'  EXTRAUTERINE  PREGNANCY.   ABDOMINAL 
SECTION.   RECOVERY. 

The  second  case  I  wish  to  report  is  one  of  extrauterine  preg- 
nancy. The  patient  was  operated  on  last  Saturday.  The 
woman  menstruated  last  June.  She  is  thirty-two  years  of  age, 
has  been  married  nine  years  without  being  pregnant  before. 
The  pregnancy  was  considered  to  be  intrauterine.      I  saw  the 
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woman  in  consultation  and  was  immediately  struck  by  the  shape 
of  her  abdomen.  Instead  of  being  rounded  above  the  pubes, 
as  in  cases  of  ordinary  pregnancy,  this  sloped  upward  to  the 
umbilicus  in  a  peak.  On  examination  one  could  feel  a  fetal 
head  apparently  in  the  left  flank.  The  fetal  limbs  could  be 
made  out  also  on  the  left  side.  The  child  was  alive,  because 
fetal  movements  could  be  felt.  I  was  undecided  in  regard  to 
the  diagnosis,  and  upon  examination  under  an  anesthetic,  because 
I  could  not  feel  the  uterus  above  the  tubes,  I  decided  to  pass  a 
sound.  The  patient  was  suffering  from  threatened  eclampsia, 
her  urine  being  loaded  with  albumin  and  casts,  accompanied  by 
ocular  symptoms,  so  that  she  was  in  a  dangerous  condition, 
A  sound  was  passed  to  the  left,  five  inches  and  a  half,  and  met 
with  an  obstruction.  It  was  withdrawn,  and  then  passed  to 
the  right,  when  it  also  met  with  obstruction.  Then  I  decided 
to  split  the  anterior  and  posterior  cervical  walls,  and  found  I  was 
dealing  with  a  enlarged  bicornuate  uterus,  which  did  not  contain 
a  fetus.  The  diagnosis  having  been  established,  I  opened  the 
abdomen  and  came  down  upon  the  membranes  and  placenta 
right  under  the  incision.  The  placenta  of  this  seven  months' 
pregnancy  luckily  led  down  to  the  right  tube,  the  largest  portion 
being  in  the  posterior  culdesac.  The  membranes  were  attached 
to  the  intestines,  and  the  fetus  lay  in  its  sac,  which  had  ruptured, 
although  the  sac  still  surrounded  the  fetus  and  lay  to  the  left. 
The  child  was  delivered  and  the  cord  clamped,  the  child  breathed 
but  a  few  times. 

An  interesting  question  arose  as  to  what  to  do  with  the 
placenta.  It  is  the  first  case  of  advanced  extrauterine  pregnancy 
I  have  had  to  deal  with  and  I  expected  trouble  in  dealing  with 
the  placenta.  Luckily,  in  this  case  it  led  down  to  the  tube,  and 
by  gentle  manipulation  I  was  able  to  separate  adhesions  and 
clamp  it  just  as  it  came  off  the  tube.  The  other  ovary  and  tube 
being  buried  in  adhesions,  I  removed  them  together  with  the 
uterus  and  drained  through  the  vagina.  The  last  time  I  heard 
from  the  woman,  two  days  ago,  she  was  doing  well. 

Discussion. 

Dr.  Charles  E.  Paddock. — May  I  ask  Dr.  Peterson  why  he 
made  the  incisions  in  the  anterior  and  posterior  cervix? 

Dr.  Channing  W.  Barrett. — I  would  like  in  this  connection 
to  report  briefly  a  case  I  operated  on  of  extrauterine  pregnancy, 
with  living  child,  about  six  months  advanced.  In  that  case  I 
was  able  to  dissect  out  the  sac  quite  easily,  but  had  quite  a  good 
deal  of  bleeding,  so  that  packing  was  resorted  to.  The  after- 
history  of  the  case  was  interesting,  in  that  the  patient  developed 
at  the  site  of  the  packing  what  seemed  to  be  a  local  peritonitis 
which  extended.  I  opened  up  the  abdominal  incision  to  a 
greater  extent  and  drained  thoroughly.  She  then  developed 
symptoms  of  obstruction,  began  to  have  fecal  vomiting  later, 
and  eventually  I  took  some  of  the  intestines  out  of  the  wound, 
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straightened  them  out,  found  them  very  much  distended, 
opened  the  bowel,  and  relieved  the  patient  of  bowel  contents 
through  the  trocar.  That  was  repeated  two  or  three  times; 
each  time  the  patient  would  feel  a  little  better  for  a  while,  then 
symptoms  of  obstruction  would  occur  again,  showing  the  relation 
between  plastic  inflammation  and  obstruction.  Finally,  after 
we  had  almost  given  up  hope  of  saving  the  patient,  we  made 
the  last  toilet  of  these  bowels,  which  were  very  tender;  we  had 
to  be  careful  or  the  peritoneum  would  slip  off.  The  bowels  were 
opened  again,  the  fecal  matter  gotten  out,  and  from  that  time 
the  patient  made  an  excellent  recovery.  But  the  adhesions 
were  extensive. 

The  interesting  thing  is,  the  patient  came  back  to  the  hospital 
a  few  weeks  ago  for  operation  for  an  extensive  ventral  hernia. 
The  hand  could  be  introduced  through  that  hernial  opening, 
the  uterus  and  liver  palpated.  One  could  feel  all  parts  of  the 
abdomen  through  that  ventral  hernial  opening;  yet  upon  opening 
the  abdomen  there  was  almost  no  evidence  that  there  had  been 
any  adhesion  upon  the  peritoneum,  except  around  the  tube  on 
the  right  side  where  there  was- a  hydrosalpinx. 

Dr.  Gustav  Kolischer. — Just  a  few  words  in  regard  to 
tetanus.  I  think  it  impossible  to  make  an  accurate  diagnosis 
of  this  disease  without  finding  the  microbe  that  causes  it.  If 
you  are  not  sure  of  your  diagnosis  you  cannot  judge  of  the  value 
of  any  treatment. 

If  we  go  back  to  pre-aspetic  times,  we  know  that  a  great  manv 
cases  of  supposed  tetanus  were  not  tetanus.  As  I  understand, 
nowadays  some  cases  of  true  tetanus  will  recover  without  anv 
treatment  directed  to  the  actual  cause  of  the  disease.  In  former 
days  it  was  the  practice  of  surgeons  never  to  ligate  the  spermatic 
cord  in  operations  for  the  removal  of  the  testicle,  because  they 
were  afraid  to  do  so  on  the  ground  that  tying  off  the  spermatic 
cord  is  a  frequent  cause  of  tetanus. 

That  hysteria  can  simulate  all  kinds  of  diseases  we  know,  and 
it  is  very  obvious  that  any  kind  of  treatment  may  have  a  decided 
benefit  in  hysteria,  even  when  it  simulates  tetanus,  especially 
in  operations  around  the  genitalia.  Also  in  men,  any  kind  of 
infection  will  lead  to  all  kinds  of  very  grave  neurotic  symptoms. 
I  cannot  make  myself  believe  that  the  injection  of  chloretone  or 
anything  else  into  the  rectum  would  cure  tetanus,  if  we  consider 
the  modern  theory  that  the  toxins  produced  by  the  microbe 
that  causes  tetanus  have  a  stronger  affinity  for  certain  parts 
of  the  ganglia. 

I  am  inclined  to  believe  that  the  case  Dr.  Peterson  has  described 
is  one  of  grave  hysteria. 

Dr.  Peterson  (closing  the  discussion). — In  answer  to  Dr. 
Paddock's  question,  with  a  rigid  cervix  in  a  pregnant  patient, 
incision  of  the  anterior  or  posterior  lip  or  both  is  preferable  to 
any  kind  of  dilatation,  so  I  resorted  to  it  in  this  case  where  the 
diagnosis  was  in  doubt.     The   uterus  was  adherent  backward 
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which,  with  the  broad  fundus  of  a  bicornuate  uterus,  obscured  the 
diagnosis. 

In  answer  to  Dr.  KoHscher's  criticism,  I  am  convinced  that 
this  woman  had  tetanus,  although  I  would  have  been  much 
delighted  to  have  had  my  original  diagnosis  of  hysteria  con- 
firmed. I  am  aware  that  a  patient  can  have  grave  symptoms 
of  hysteria  which  will  simulate  tetanus.  But  in  this  instance 
neither  the  girl  nor  her  family  had  any  idea  of  the  serious  nature 
of  the  complication  so  the  symptoms  could  not  have  been 
simulated.  Besides  hysterical  patients  do  not  injure  themselves 
as  this  girl  did  when  the  tongue  was  bitten. 

In  regard  to  the  further  objection  that  we  cannot  make  a 
diagnosis  of  tetanus  without  finding  the  tetanus  bacillus,  I  do 
not  think  that  will  hold  because  there  are  undoubtedly  many 
cases  of  true  tetanus  in  which  we  are  unable  to  isolate  the  germ. 
I  may  say,  in  regard  to  the  treatment  of  these  cases  by  chloretone, 
that  in  at  least  one  of  the  cases  which  Dr.  Hutchings  is  going  to 
report  at  length,  the  tetanus  bacillus  was  found.  It  was  a 
severe  case  of  tetanus,  and  it  promptly  reacted  to  the  admin- 
istration of  chloretone. 

While  we  may  discuss  the  diagnosis  and  the  etiology  dispas- 
sionately in  a  medical  society  meeting,  when  it  comes  to  one  of 
our  operative  cases  having  this  train  of  symptoms,  I  am  sure 
any  of  us  would  be  willing  to  inject  any  drug  or  to  use  anything 
which  would  hold  out  any  hope.  I  never  was  so  disheartened 
over  a  surgical  case  as  I  was  in  this  instance.  The  operation  was 
demanded  on  account  of  symptoms,  but  not  on  account  of  the 
danger  to  life,  and  then  to  have  these  symptoms  of  tetanus  develop 
on  the  twelfth  day  was  a  great  shock  to  me. 

I  am  only  too  thankful  at  the  outcome  of  this  case.  The 
next  time  I  meet  with  such  a  train  of  symptoms  after  an  opera- 
tive case  I  shall  reverse  my  mental  processes,  and  think  of  teta- 
nus first  and  hysteria  second. 

Dr.  Channing  W.   Barrett  read  a  paper  entitled 

HERNIAS    OF   THE    PELVIC    FLOOR.* 
DISCUSSION. 

Dr.  Franklin  H.  Martin. — For  the  last  three  years  I  have 
been  studying  and  noting  developmental  defects  in  women  in 
relation  to  their  efi"ect  not  only  upon  hernias  of  the  pelvic  floor, 
but  also  abdominal  visceral  prolapse.  At  the  last  Tri-State 
Medical  Society  meeting  I  touched  upon  this  subject  in  relation 
to  the  etiology  of  uterine  displacements.  At  the  last  Mississippi 
Valley  Medical  Association  meeting  I  read  another  paper  on 
developmental  defects  in  relation  to  general  visceral  prolapse, 
which  paper  appears  in  full  in  the  December  number  of  Surgery, 
Gynecology  and  Obstetrics. 

The  points  made   by   Dr.    Barrett   in   his   paper   referring   to 

*For  original  article,  see  p.  553. 
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developmental  defects  as  possible  causes  of  hernia  of  the  pelvic 
floor  are  to  my  mind  extremely  relevant,  and  certainlv  very  in- 
teresting. There  is  a  definite  "type  I  have  learned  to  recognize 
represented  by  women  who  are  destined  for  or  are  the  subi'ects  of 
visceral  prolapse  and  hernias.  The  principal  characteristics  are 
a  straight  spinal  column,  only  a  slight  curve  forward  at  the  lum- 
bar region  if  any  at  all,  a  forward  bend  of  the  neck,  a  sacrum  paral- 
lel with  the  spine  instead  of  tilting  back  as  in  the  normal  to 
nearly  right  angles,  making  a  perpendicular  pelvis,  long  arms, 
flat  chest,  and  small  waist,  and  a  distinct  protuberance  of  the 
abdomen  below  the  umbilicus  having  the  appearance  of  a  large 
ball  projecting  at  that  point,  and  well  named  the  "cannon-ball 
abdomen."  This  type  will  be  found  to  have  the  following  con- 
dition: 

Preternaturally  long  mesenteries  and  failure  of  the  blending 
and  obliteration  of  the  mesentery  behind  the  ascending  and  de- 
scending colon,  a  failure  of  normal  fixation  of  the  rectum,  a  failure 
of  firm  fixation  of  the  intestines  at  the  hepatic  and  splenic  flexure 
of  the  colon,  frequently  a  failure  of  blending  and  obliteration  of 
the  peritoneum  back  of  the  duodenum  and  pancreas,  a  failure 
of  the  obliteration  of  the  peritoneum  of  the  liver,  leaving  it  with 
a  mesentery-like  attachment,  a  failure  of  proper  fascial  blending 
and  fixation  in  the  region  of  the  kidneys,  leaving  those  organs 
movable  and  unstable.  The  peritoneum  evervwhere  is  loose, 
containing  little  fat,  and  hence  is  extremel v  movable.  The  fundus 
of  the  uterus  instead  of  lying  forward  of  the  line  of  axis  of  the 
body  lies  parallel  to  it  and  possesses  an  unusuallv  long  broad 
ligament  attached  in  a  line  perpendicular  to  the  line  of  axis  of 
the  body  instead  of  as  in  the  normal,  a  line  upon  the  pelvis 
further  forward  and  at  nearly  right  angles  to  the  axis  of  the  body. 

The  bearing  of  these  defects  upon  Dr.  Barrett's  paper  are  only 
too  obvious.  With  the  general  tendency  to  prolapse  of  the  ab- 
dominal viscera,  due  to  the  developmental  defects  I  have  de- 
scribed, with  a  perpendicular  pelvis,  with  the  uterus  with  its  broad 
ligament  attachments  attached  posteriorly  to  the  normal  point, 
with  the  rectum  loose,  and  the  sacrouterine  ligaments  preter- 
naturally long,  allowing  the  cervix  to  migrate  well  forward  and 
to  ultimately  telescope  the  vagina,  you  have  still  further  evidence 
of  the  bearing  of  this  subject  upon' Dr.  Barrett's  paper. 

I  wish  especially  to  call  attention  in  these  nondeveloped  women 
to  the  perpendicular  pelvis,  to  the  far  back  attachment  of  the 
broad  ligaments,  to  the  unusual  length  of  the  broad  ligaments  and 
their  failure  to  shorten  and  blend  far  forward. 

It  is  impossible  in  the  short  time  at  one's  disposal  to  give  a 
clear  idea  of  this  important  subject  of  developmental  defects  and 
its  bearing  upon  this  subject. 

Dr.  Albert  Goldspohn. — This  important  subject  carries 
me  back  to  what  agitated  my  mind  and  labors  some  ten  or  twelve 
years  ago,  and  I  hold  in  my  hand  a  report  of  the  last  article  on 
the  subject,  which  is  over  seven  years  old,  in  which  we  find  everv 
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essential  anatomical  and  clinical  fact  that  the  doctor  presents 
to-night,  with  the  possible  exception  of  some  features  of  compara- 
tive anatomy  of  the  musculature  being  diverted  from  one  use  in 
the  animal  walking  on  four  feet  to  a  different  use  in  the  animal 
walking  on  her  hind  feet. 

I  welcome  everv  such  discussion  of  this  important  subject, 
but  we  should  consider  the  men  who  were  concerned  in  the  devel- 
opment of  this  operation,  an  operation  that  has  been  done  in- 
numberable  times,  and,  I  am  sorry  to  say,  in  most  instances  super- 
ficially and  badly.  While  I  feel  Hke  defending  the  Germans  in 
most  things  in  gynecology,  I  cannot  defend  them  more  with 
regard  to  perineorrhaphy  than  I  can  others,  because  the  stand- 
ard operations,  the  Hegar,  the  Martin  like  the  Emmet  operation, 
all  of  them  have  been  open  to  this  weakness.  They  cannot  deny, 
first,  that  they  are  dealing  with  superficial  structures;  second, 
with  little  transverse  perinei,  insignificant  muscles  that  are 
incompetent  for  the  object  in  view.  They  have  operated  on 
structures  which  have  to  do  with  a  cosmetic  perineum,  but  have 
not  made  proper  restoration  of  the  pelvic  floor.  Since  my  atten- 
tion was  directed  to  this  subject  by  an  able  article  by  Frederick 
Schultz,  in  1883,  published  in  the  Archivfur  Gyndkologie,  vol.  xxii, 
I  have  been  astonished  that  so  Httle  attention  has  been  given 
to  it.  Even  in  Germany  it  did  not  command  attention.  He 
was  the  first  man  to  call  attention  to  this  subject,  so  far  as  I  am 
aware.  The  next  man  who  took  this  thing  up,  about  six  years 
later,  in  1889,  was  Dr.  R.  L.  Dickinson,  then  a  junior  on  the 
staff  at  Long  Island  Hospital.  He  did  most  commendable 
experimental  research  work  on  these  parts.  He  estimated  the 
strength  of  the  levator  ani,  its  location,  how  far  from  the  hymen 
the  muscle  is  located,  etc.  By  different  apparatus  he  estimated 
the  contractile  power,  the  lifting  capacity  of  the  levator  or  ani, 
and  then  he  points  out  the  practical  importance  of  correct  restora- 
tion of  this  muscle  in  perineorrhaphy.  After  this  we  had  a  pause 
of  several  years  before  anybody  made  any  practical  use  of  this 
thing  in  operating,  and  then  it  was  your  humble  servant  who 
called  attention  to  it,  first,  in  1897,  and,  second,  in  1901,  in  an 
article  which  I  have  here,  with  illustrations.  These  illustrations 
show  the  operation  at  different  stages,  and  the  correct  technic  of 
how  one  should  proceed  and  where  one  will  have  to  fish  in  order 
to  get  at  the  levator  ani  is  suggested  by  the  illustrations  I  have 
here. 

In  the  illustration  which  Dr.  Barrett  shows,  the  muscle  is 
represented  too  graphically.  It  will  not  be  seen  in  that  way 
within  the  necessary  pool  of  blood,  unless  unnecessary  time  is 
spent  in  the  search  or  dissection.  You  hook  not  only  the 
muscle  which  gives  but  little  resistance,  but  you  catch  the 
fascia  that  lies  below  and  above  also.  The  deep  pelvic  fascia 
has  two  layers  and  between  these  two  layers  lies  the  levator  ani. 
When  you  hook  into  the  fascia  you  know  you  have  the  real 
thing,  and  you  can  tell  by  the  pull  and  lose  no  time  by  further 
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searching.  I  have  done  it  at  least  five  hundred  times.  In 
operating  to  restore  the  pelvic  floor,  we  need  to  go  within  the 
pelvis,  and  in  order  to  get  at  the  levator  ani  muscle,  which  is 
well  represented  in  this  other  illustration  of  Dr.  Barrett,  we 
will  have  to  take  up  the  posterior  vaginal  wall  as  a  mass  from  the 
mucoskin  junction  inward,  dissect  up  a  flap,  and  then  go  in  and 
feel  with  the  finger  for  the  descending  portions  of  the  levator  ani 
and  fascia  on  both  sides  and  unite  them  directly  by  buried  trans- 
verse suture,  thus  restoring  the  normal  bridge  or  union  between 
the  two  which  has  been  lost  in  front  of  the  rectum  and  back  of 
the  vagina.  We  need  to  bring  these  together,  as  has  been 
suggested,  by  purely  transverse  suturing.  Here  comes  another 
fundamental  wrong:  Since  I  have  published  this  article  numer- 
ous surgeons  have  been  very  profoundly  influenced  bv  it.  They 
have  recognized  these  principles,  but  they  do  not  want  to  use 
buried  sutures.  They  will  introduce  a  suture  from  without  and 
go  away  in,  catch  the  correct  parts  somewhat,  and  come  out  on 
the  other  side  and  tie  on  the  outside;  that  is,  a  purse-string 
which  approximates  from  without  inward  or  from  before  back- 
ward, just  as  much  as  in  a  transvere  direction.  Any  such 
suture  which  shortens  the  posterior  vaginal  wall  is  wrong.  All 
such  union  must  be  made  in  the  pelvis  in  a  transverse  direction 
only,  and  with  absorbable  sutures;  that  is,  about  two  inches  within 
the  pelvis  from  the  plane  of  the  hymen,  and  by  transverse  sutures 
only  that  are  absorbable.  One  general  surgeon  comes  the 
nearest  to  it  by  doing  it  with  silkworm-gut  in  a  figure-of-8, 
A  figure-of-8  will  shorten  the  length  of  the .  posterior  vaginal 
wall,  and  it  is  not  necessary  to  have  any  suture  there  you  need 
to  remove.  There  is  no  trouble  at  all  from  burying  catgut 
there.  It  is  important  to  work  within  the  pelvis  and  be  guided 
by  the  resistant  fascia  on  each  side.  Hooking  into  this  with  the 
needle,  by  the  pull  or  resistance  you  know  when  you  have  hold 
of  the  fascia,  and  with  the  fascia  you  have  the  levator  ani, 
without  waiting  to  dissect  it  out  in  that  pool  of  blood;  of  course 
the  rectum  must  be  carefully  held  out  of  the  way  by  the  left 
index-finger  preceding  the  needle. 

Here  comes  something  that  Dr.  Harris,  of  our  city,  proposed 
a  few  years  ago,  namely,  restoring  the  levator  ani  in  its  con- 
tinuity. We  know  that  these  lacerations  usually  are  not 
bilateral,  but  on  one  side.  He  proposed  to  go  in  here  (illustrating) 
and  reunite  these  ends  of  this  flimsy  little  muscle  end  to  end, 
ignoring  the  fascia.  He  wanted  to  maintain  the  principle  that 
it  is  the  muscle  or  something  that  is  elastic  that  does  the  holding, 
and  not  the  fascia.  That  is  wrong.  Any  muscle  that  is  contin- 
ually placed  on  a  tension  will  wear  out.  Every  such  muscle, 
in  order  to  hold,  must  be  backed  up  by  fascia  somewhere  which 
will  limit  the  tension  on  the  muscle.  First,  we  should  usually 
restore  muscle,  then  fascia,  and  we  will  get  permanent  results. 

I  wish  to  commend  this  work,  especially  as  regards  the  im- 
portance of  correct  perineorrhaphy,  because  this  is  an  operation 
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which  is  still  so  frequently  badly  performed.  Agitation  of  this 
subject  is  very  much  needed. 

Dr.  T.  J.  Watkins. —  If  we  were  to  judge  from  what  has  been 
said  to-night,  almost  all  perineorrhaphies  have  been  failures, 
and  yet  many  patients  have  been  relieved  by  perineorrhaphy. 
My  ideas  regarding  perineorrhaphy  have  changed  materially. 
When  I  listened  to  Emmet  I  believed  the  relaxed  perineum 
was  due  almost  entirely  to  a  transverse  tear  of  the  pubic  part  of 
the  levator  ani,  and  the  only  way  to  relieve  a  patient  of  such  an 
injury  was  to  open  up  the  sulcus  on  either  side,  pull  the  muscle 
back  near  where  it  was  before,  and  fasten  it  there.  That  seems 
to  be  a  reasonable  procedure.  In  connection  with  that,  Emmet 
did  many  excellent  perineorrhaphies  and  had  many  satisfactory 
results.  The  denudation  was  not  done  deeply;  he  did  not  go 
down  into  muscle,  consequently  judging  from  what  we  hear 
these  perineorrhaphies  could  not  have  been  successful,  yet  the 
patients  were  relieved.  You  might  ask  why?  I  take  it,  the 
explanation  is  this:  When  a  muscle  is  torn,  say  the  pubic 
portion  of  the  levator  ani,  it  retracts;  the  torn  ends  become 
attached  further  posteriorly  than  they  were  normally.  Another 
thing  that  has  been  emphasized  very  much  is  the  deep  passing 
of  sutures,  and  yet  we  know  that  to  pass  a  suture  deeply  through 
tissue  does  not  produce  deep  union.  The  union  takes  place  at 
the  points  of  approximation,  not  deeply  down  where  the  sutures 
are.  A  deep  suture,  however,  means  picking  up  large  bunches 
of  tissue,  and  I  am  not  so  sure  but  what  a  suture,  pulling  up  the 
fascia  where  the  muscle  is  attached,  will  hold  better  than  a 
suture  put  into  the  muscle,  because  we  know  that  muscle  is 
very  easily  cut  through  by  suture,  and  the  more  you  tie  up 
muscles,  the  greater  the  amount  of  muscular  atrophy  which 
results. 

Many  of  the  operations  are  not  based  on  the  principle  of 
restoring  the  pubic  portion  of  the  levator  ani,  but  are  based  upon 
the  principle  of  the  Hegar  operation,  namely,  bringing  the 
levator  ani  muscle  together  in  the  median  line  between  the  vagina 
and  rectum.  Many  or  these  operations  also  give  good  results. 
The  patients  are  relieved,  and  after  an  operation  like  that 
patients  can  walk  and  stand  as  well  as  they  ever  did.  And 
that  is  the  test,  and  not  the  cosmetic  effect.  The  style  of  oper- 
ation of  Emmet  or  Hegar  accomplishes  one  very  important  thing, 
and  that  is  they  tie  off  many  varicosed  vessels,  and  it  is  a  question 
if  the  patient  does  not  often  receive  quite  as  much  relief  from 
the  tying  off  of  a  number  of  varicosed  vessels  which  are  found 
in  these  cases  as  they  do  by  the  restoration  of  the  fascia  and 
muscles. 

I  would  take  great  pleasure  in  showing  Dr.  Goldspohn  the 
levator  ani  muscle  at  any  time  that  I  am  doing  a  perineorrhaphy. 
It  is  easv  to  cut  down  and  expose  the  levator  ani  muscle. 

Dr.  Goldspohn. — ^In  the  superficial  Emmet  denudation 
you  do  not  find  the  levator  ani. 
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As  to  the  question  of  muscles  not  giving  a  permanent  support, 
we  all  know  that  muscle  has  a  certain  amount  of  tonicity,  and 
that  is  a  prominent  factor  in  continuous  support.  This  is 
frequently  illustrated  in  paralysis  as  the  paralysis  does  not 
effect  the  fascia. 

Dr.  Gustav  Kolischer. — I  would  take  exception  to  the 
teleological  trend  which  permeates  the  paper  of  Dr.  Barrett. 
There  is  no  place  in  a  scientific  society  for  statements  that 
organs  are  placed  in  the  body  by  Providence  or  bv  nature  to 
perform  certain  functions.  Dr.  Barrett's  theories  would  be  all 
right  and  acceptable  if  the  pelvic  floor  were  in  one  uniform 
plate,  but  we  have  to  consider  its  relations  to  the  uterus,  vagina, 
urethra,  and  rectum.  If  his  theory  is  right,  and  the  pelvic  floor 
is  intended  to  keep  the  organs  from  prolapsing,  whv  do  not  the 
urethra  and  rectum  prolapse  from  the  time  the  female  is  born? 
It  seems  to  me,  we  should  try  to  consider  prolapse  of  the  uterus 
or  of  the  vaginal  wall,  or  cystocele,  without  indulging  in  the  use 
of  general  terms.  Men  who  have  examined  recruits  for  the  armv 
find  quite  often  either  one  or  both  inguinal  canals  open  and  vet 
no  hernia;  there  must  be  something  else,  not  only  an  opening 
in  the  abdominal  wall,  but  some  other  factors  which  lead  finally 
to  procidentia  uteri  or  to  some  other  abdominal  complication. 
That  muscles  in  weakening  do  not  produce  hernia  or  muscles 
which  hypertrophy  do  not  prevent  prolapse  can  be  well  proven. 
A  great  many  prostitutes  can  contract  their  introitus  vaginae 
at  will,  and  you  will  find  the  action  of  a  hypertrophied  ring, 
constrictor  cunni,  around  the  outlet  of  the  vagina,  and  in  a  great 
many  prostitutes  you  will  find  prolapse,  too.  Here  is  a  hyper- 
trophied muscle  winch  does  not  prevent  prolapse. 

Another  thing:  we  find  tears  of  the  perineum  with  a  torn 
sphincter  ani  and  we  do  not  find  prolapse  of  the  rectum,  but  we 
find  prolapse  of  the  rectum  in  children  in  whom  the  pelvic  floor 
is  not  injured. 

In  considering  the  facts  and  results  we  can  only  judge  as  to 
the  value  of  a  particular  method  of  operating  after  having 
employed  it  in  a  number  of  cases  and  observed  it  for  a  con- 
siderable period  of  time.  The  only  lists  of  cases  aggregating 
hundreds  by  which  we  can  judge  of  results,  and  which  cases  were 
observed  for  years,  are  those  statistics  which  were  published 
from  different  clinics  of  operations  done  for  prolapse  of  the 
uterus  and  cystocele  in  accordance  with  the  principles  laid  down 
by  Watkins,  Wertheim,  and  Schauta. 

So  far  as  recurrence  after  the  operation  is  concerned,  Frank- 
enthal,  who  operated  in  accordance  with  the  principles  just 
mentioned,  has  not  had  over  i  per  cent,  recurrence  in  lOo  cases 
that  have  been  observed  for  about  five  years  since  operation  was 
done. 

Dr.  Barrett  (closing  the  discussion). — I  am  very  glad  to  have 
the  points  I  brought  out  passed  upon  and  approved  bv  Dr.  Gold- 
spohn,  not  because  they  are  new,  but  because  they  are  important. 
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Dr.  Goldspohn  and  others  have  done  original  work  along  this 
line,  and  they  will  receive  due  credit  when  I  publish  my  paper. 

In  demonstrating  the  points  I  brought  out,  it  was  not  for  the 
purpose  of  taking  issue  with  Dr.  Goldspohn  or  with  anyone  else 
whose  work  was  based  upon  sound  principles,  but  to  stand 
with  them  and  point  out  the  relation  between  the  muscles  of  the 
pelvic  floor  and  the  cure  of  hernia  of  this  region.  This  relation 
is  best  shown  through  a  study  of  comparative  anatomy  and  I 
have  therefore  laid  some  stress  upon  the  development  of  these 
muscles  as  shown  by  a  study  of  the  lower  animals.  I  expected 
to  present  verv  few  points  that  are  really  new,  but  Dr.  Gold- 
spohn's  discussion  pointed  out  the  necessity  of  a  paper  of  this 
kind,  as  there  were  some  new  points  to  present.  For  instance, 
he  states  that  the  levator  ani  muscle  is  to  be  found  a  full  finger's 
length  from  the  hymen.  This  muscle  is  found  about  one  and 
one-fourth  inches  from  the  hymen.  Dr.  Goldspohn  says  this 
muscle  cannot  be  seen.  He  means  that  he  has  not  seen  it  in  his 
work  as  he  has  carried  it  out.  He  must  not  tell  that  because 
he  has  not  seen  it  it  cannot  be  seen.  It  has  been  well  shown 
that  the  fascia  found  in  different  structures  is  really  left- 
over mesothelial  cells  w^hich  form  sheaths  after  the  muscles  are 
made  in  a  different  regions.  We  have  muscles  and  those  muscles 
have  sheaths,  and  the  fascia  is  the  sheath  of  the  levator  ani 
muscle.  That  muscle  can  be  exposed  easily  and  picked  up  and 
dealt  with,  as  Dr.  Watkins  had  said. 

One  point  I  want  to  bring  out  is  that  in  this  perineorrhaphy 
(indicating  chart)  in  which  the  V-shaped  incision  is  made  upon 
the  labia  may  or  may  not  be  efficient  according  as  it  is  superficial 
or  reaches  down  and  deals  with  the  muscle,  but  efficient  or  other- 
wise, it  brings  together  superficial  structures  which  should  never 
be  brought  together  and  which,  if  brought  together,  cause  painful 
coitus.  This  cut  was  taken  from  a  perineorrhaphy  which  was 
done  by  one  of  the  master  workmen  of  this  city  and  yet  show^s 
faulty  plastic  work. 

In  regard  to  Emmet's  perineorrhaphy,  this  operation  can  be 
made  to  look  so  nice  and  yet  be  so  worthless.  Emmet's  perine- 
orrhaphy is  a  mucous  membrane  operation  and  mucous  mem- 
brane operations  do  not  cure  hernia.  In  the  Emmet  operation 
we  may  get  hold  of  the  levator  ani  muscle,  but  the  angles  of  the 
incision  do  not  usually  come  as  high  as  the  levator  ani  muscle  at 
all.      (Illustrating  Emmet  operation.) 

Dr.  Kolischer  objected  to  the  theories  we  have  about  certain 
things,  and  yet  his  whole  argument  related  to  theories  of  what  he 
did  not  believe  about  prolapse,  but  not  telling  us  why  we  have 
prolapse.  The  point  we  make  is  the  pelvic  floor  is  the  most  im- 
portant part  of  the  abdominal  cavity  because  it  is  the  lowest  part, 
and  so  most  of  the  strain  must  come  on  it.  The  pelvic  floor  must 
be  so  constructed  as  to  give  that  support  and  yet  not  allow  a 
hernia  to  take  place  through  it,  and  this  can  be  accomplished  by 
giving  a  firm  posterior  wall  and  the  anterior  wall  coming  down 
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upon   that,  at   the  same  time  allowing  dilatation  to  the  fullest 
extent. 

In  dealing  with  prolapse  of  the  rectum  we  should  often  look 
upon  it  as  an  acquired  or  congenital  weakening  of  the  levator  ani 
muscle  and,  instead  of  doing  a  plastic  operation  upon  the  lower 
part  of  the  rectal  mucous  membrane,  we  should  look  to  a  recon- 
struction of  the  levator  ani  muscle  and  possibly  the  reattachment 
of  the  rectum  to  the  levator  ani  muscle. 

Emil  Ries. 


TRANSACTIONS  OF  THE  NEW  YORK 
OBSTETRICAL  SOCIETY. 


Meeting  of  February  9,    1909. 
The  President,  J.  Clifton  Edgar,  m.  d.,  in  the  Chair. 
Dr.  C.  C.  Barrows  presented  a  case  of 

RESTORATION  OF  THE  FEMALE  URETHRA. 

Total  absence  of  the  urethra  in  women  is  so  rarely  seen  and 
operations  for  its  restoration  have  been  so  seldom  successful 
that  I  do  not  hesitate  in  bringing  this  case  to  the  notice  of  the 
New  York  Obstetrical  Society  to  night. 

The  patient,  A.  T.,  an  Englishwoman,  married  and  thirty-two 
years  old,  came  under  my  care  at  Bellevue  Hospital  on  July  14, 
1908.  She  says  that  in  January,  1903,  she  had  difficulty  in 
passing  her  urine  because  of  some  growth,  as  she  supposed,  in  the 
neighborhood  of  her  urethra.  She  went  to  the  University 
Hospital  in  London  where  the  growth  was  removed  from  the 
urethra.  The  difficulty  in  passing  her  urine  was  not  only 
relieved,  but  she  found  that  she  could  no  longer  retain  the  con- 
tents of  the  bladder  at  all.  She  then  developed  a  bloody  purulent 
discharge  from  the  vagina  and  her  vulva  and  the  surrounding 
parts  became  swollen  and  ulcerated.  In  the  same  year  she 
returned  to  the  University  Hospital  in  London  and  submitted 
to  another  operation  with  the  hope  of  securing  some  relief  from 
the  incontinence  of  urine,  from  which  she  was  suffering.  The 
operation  failed  to  relieve  her  and  her  condition  was  in  no  way 
improved. 

Later  in  the  same  year  another  attempt  w^as  made  at  the 
University  Hospital  to  improve  her  condition,  but  with  no  better 
result.  Between  this  time,  1903,  and  the  time  that  she  came  into 
my  hands,  July,  1908,  five  more  attempts  were  made  to  restore 
her  urethra.  One  in  the  University  Hospital  and  four  in  St. 
Bartholomew's  Hospital,  London;  none  of  these  operations 
resulted  in  any  improvement  in  her  condition. 

On  July  14,  1908,  when  she  was  referred  to  me,  she  showed  on 
examination  an  entire  absence  of  the  urethra,  indeed  there  was  no 
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appearance  at  the  usual  site  of  the  urethral  canal,  which  would 
suggest  that  it  had  ever  existed.  The  external  genitals  were 
hard,  brawny  edematous  and  eroded  by  ulceration,  as  is  shown 
in  Fig.  I.  There  was  a  profuse  bloody,  purulent  discharge 
and  there  were  numerous  incrustations  here  and  there  about  the 
vaginal  oriface.  Examination  revealed  a  vesicovaginal  fistula 
large  enough  to  admit  the  tip  of  the  index-finger,  as  shown  in 
diagram.  Fig.  2.  The  patient  was  put  to  bed  and  treatment 
directed  toward  keeping  the  parts  as  clean  as  possible  by  con- 
stant  douching   and    local    applications    until   August   7,    1908. 


Fig.  1. 


At  this  time  I  attempted  to  construct  a  new  urethra  by  the  usual 
method  of  dissecting  up  lateral  flaps  and  bringing  them  together 
over  a  catheter,  the  vaginal  wall  being  again  brought  together 
over  this.  The  flaps  sloughed  and  the  operation  failed.  On 
September  18,  I  again  attempted  to  build  a  new  urethra,  this 
time  adopting  the  plan  suggested  by  Kelly,  and  described  in 
Kelly  and  Noble's  Operative  Gynecology.  This  is  such  an 
ingenious  procedure  and  has  been  followed  not  only  in  this  case, 
which  I  show  to-night,  but  in  a  second  case  recently  operated  on 
by  me  with  such  an  excellent  result,  that  I  feel  greatly  indebted 
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Fig.  2. 


Fig.  3. 
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to  Dr.  Kelly  for  the  idea.  The  plan  of  procedure  consists  in 
tunneling  a  new  urethra  from  the  point  where  the  meatus  should 
be  back  to  the  opening  into  the  bladder.  This  is  done  by  a  sharp, 
narrow  bistoury,  as  is  illustrated  in  Fig.  3.  The  tunnel  should 
emerge  on  the  edge  of  the  anterior  margin  of  the  fistula.  A 
flap  is  then  dissected  up  from  the  anterior  vaginal  wall  slightly 
wider  than  the  tunnel,  this  being  particularly  observed  at  its  base. 
A  dressing  forceps  is  then  carried  through  the  tunnel  and  the 
flap  is  seized  and  drawn  through  (Fig.  3).  The  end  of  the  flap  is 
fixed  at  the  anterior  orifice  of  the  tunnel  bv  four  silk  sutures 


Fig.  4. 


and  the  wound  in  the  vaginal  wall  is  closed  by  catgut  sutures.  A 
self-retaining  catheter  is  introduced  into  the  bladder  through  the 
new  urethra  and  permitted  to  remain  for  forty-eight  hours 
(Fig.  4).  The  result  of  this  procedure  is,  of  course,  to  form  a 
new  urethra  with  the  mucous  membrane  of  the  vaginal  wall 
along  its  floor  and  sides  with  a  gap  of  raw  surface  along  the 
superior  aspect.  This  raw  surface  is  apparently  rapidly  covered 
by  the  extension  of  the  mucous  surface  forming  a  canal  as  nearly 
like  the  original  urethra  as  could  be  accomplished.  The  object 
of  having  the  base  of  the  flap  somewhat  wider  than  the  tunnel 
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is  to  produce  a  ridge  of  muscular  tissue  at  this  point  which  will 
develop  a  sphincteric  action.  So  far  as  I  know,  I  am  responsible 
for  this  minor  part  of  the  operation.  It  has  proved  a  complete 
success  in  this  case,  as  the  woman  has  entire  control  of  her 
bladder,  passing  her  water  at  will  and  being  able  to  go  the  entire 
night  without  emptying  the  bladder  if  she  wishes;  the  final 
result  is  well  shown  in  Fig.  5. 


Fig. 


DISCUSSION. 

Dr.  J.  R.  GoFFE. — I  examined  the  case  and  I  found  a  condition 
I  would  like  Dr.  Barrows  to  explain.  She  seems  to  have  a 
large  fistulous  tract  that  leads  down  from  the  inner  end  of  the 
artificial  urethra. 

The  vulva  is  very  edematous,  and  down  in  the  perineum 
there  is  a  very  deep  ulcer  going  down  to  the  wall  of  the  rectum, 
and  it  is  full  of  creamy  pus  as  though  it  might  be  a  fecal  fistula 
opening  through  into  the  rectum,  but  the  sound  did  not  reveal 
that.  The  new  urethral  tissue  is  very  thick,  and  there  are  evi- 
derices  along  the  outer  portion  at  the  lower  margin  of  the  meatus 
of  former  stitches.  In  passing  the  sound  into  this  artificial  open- 
ing it  came  against  a  shoulder  of  tissue  where  I  expected  it  to 
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enter  the  bladder.  I  used  considerable  pressure,  but  was  unable 
to  pass  it  into  the  bladder.  Dr.  Gelser  said  it  formerly  had  gone 
in,  and  he  took  hold  of  |the  sound  and  twisting  it  a  little,  it  ap- 
peared in  the  vagina. 

Now,  that  fistulous  tract  is  not  new,  it  "has  already  granulated 
over,  and  the  question  arose  whether  the  urine  did  not  come 
through  that  opening- 
There  was  so  much  opposition  just  where  the  sound  was 
expected  to  enter  the  bladder  that  I  did  not  care  to  use  an  undue 
pressure,  so  that  just  the  origin  of  that  fistula  in  the  vagina  is 
very  uncertain.  Still  the  symptomatic  cure  that  has  been 
accomplished  must  be  extremely  satisfactory  to  the  patient. 

Dr.  Hermann  Grad. — In  view  of  the  fact  that  the  patient  has 
a  good  symptomatic  cure  and  is  able  to  hold  her  urine,  it  is  possible 
that  the  fistulous  tract  found  has  nothing  to  do  with  the  new 
urethra  built  up  by  Dr.  Barrows,  but  is  anterior  to  it.  It  is 
possible  that  it  is  a  tract  that  leads  to  the  opening  of  the  meatus, 
but  is  situated  in  front  of  the  new  urethra. 

Dr.  R.  L.  Dickinson. — A  case  a  good  deal  like  this  in  many 
ways  particularly  bears  on  the  question  of  syphilis.  The  pictur- 
esque condition  in  which  a  hard-working  washerwoman  came  to 
me  was  this.  She  had  an  enormous  prolapse,  the  result  of  a 
complete  laceration.  Every  day  she  filled  her  vagina  with  a 
hatful  of  cotton  wadding  and  went  to  work.  This  huge  tampon 
she  pulled  out  whenever  she  wished  to  urinate  or  defecate,  and 
she  then  lay  down  on  the  floor  and  packed  it  back  again.  There 
existed  a  cloaca  which  was  lower  rectum,  vagina,  and  urethra  at 
once,  with  a  long,  high,  narrow,  syphilitic  stricture  of  the  rectum. 

I  built  her  a  rectum.  The  sigmoid  was  brought  down  to  make 
a  rectum  in  front  of  the  rectum,  and  she  ultimately  had  four 
openings  through  her  pelvic  floor  and  complete  support.  But 
the  relevant  matter  was  this.  We  built  her  a  urethra,  architec- 
turally correct  and  functionally  perfect.  This  worked  well  for 
months.  But  the  way  in  which  her  scars  melted  down  unless  she 
was  taking  iodid  in  considerable  doses  was  discouraging.  She 
had  three  well  years  and  died  of  tertiary  syphilis. 

In  Dr.  Barrow^s'  case  the  edema  is  not  due  to  the  fact  that  she 
has  had  repeated  operations,  but  is  syphilitic  softening. 

Dr.  C.  C.  Barrows. — I  did  not  know  of  the  presence  of  the 
fistulous  tract.  This  woman,  so  far  as  we  knew,  and  we  watched 
her  carefully,  passed  her  urine  through  her  urethra.  The  arti- 
ficial urethra  has  contracted  considerably.  There  is  an  opening 
into  her  vagina  along  the  urethra  in  front  of  the  bladder.  She 
still  has  what  she  thinks  is  a  perfect  result.  vShe  also  has  some 
ulceration  and  some  edema  of  her  vulva,  and  we  have  had  her 
on  specific  treatment  for  some  time,  having  had  the  idea  that 
she  was  luetic,  although  we  could  not  get  any  definite  history. 
She  has  now  an  ulcer  on  the  right  side  of  the  perineum  which 
did  not  exist  when  she  was  last  seen,  and  it  looks  as  if  it  might 
be  either  a  syphilitic  or  a  tuberculous  ulceration;  whether  this 
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has  resulted  in  this  fistula  or  whether  it  existed  and  we  did  not 
find  it,  I  do  not  know,  but  she  has  there  now  certainly  a  fistulous 
opening  in  the  urethra.  It  does  not  seem  to  interfere  with  her 
comlort.  She  has  also  a  very  decided  contraction  of  her  anterior 
urethra,  but  we  expected  that.  If  she  had  come  back,  we  would, 
of  course,  have  dilated  the  canal. 

This  fistulous  opening  from  the  vagina  which  evidently  lies 
in  front  of  the  artificial  sphincter  empties  into  the  urethra. 
I  was  absolutely  unconscious  of  the  presence  of  that  until  we 
examined  her  this  evening.  When  we  saw  the  woman  last  w^e 
could  pass  a  catheter  into  her  bladder,  and  we  were  entirely  un- 
conscious of  the  presence  of  this  opening.  This  may  have  ex- 
isted all  the  time,  but  I  do  not  believe  it  did.  It  seems  to  me 
that  there  is  a  possibility,  as  Dr.  Dickinson  has  suggested,  that 
this  scar  has  broken  down,  and  that  she  has  an  opening  as  a 
secondary  result  of  her  specific  condition  as  would  be  suggested 
by  this  ulcer,  which  appears  just  inside  the  perineum  and  which 
did  not  exist  when  I  last  saw  her.  I  am  sorrv  I  did  not  have  an 
opportunity  to  examine  her  before  she  came,  but,  on  the  other 
hand,  I  am  rather  glad  I  did  not  for  the  benefit  of  the  discussion. 
Dr.  E.  B.  Cragix.— I  would  like  to  ask  Dr.  Barrows  if  the 
fistula  in  his  second  case  is  in  the  same  location  as  this  between 
the  urethra  and  the  vagina. 

Dr.  C.  C.  Barrows. — In  the  second  case,  a  negro  woman, 
a  woman  with  an  extremely  small  vagina,  the  fistula  lies  practi' 
call y  in  the  same  place.  Originally  there  was  apparentlv  a  vesico- 
vaginal fistula  just  about  the  point  where  the  urethra  opens  from 
the  bladder  and  no  urethra  in  front.  She  is  an  ignorant  negro 
woman.  She  said  she  had  had  the  "misery"  for  years,  and 
that  is  about  all  the  history  we  could  get  from  her.  She  was  first 
operated  on  by  Dr.  Hamlen,  who  assists  me,  and  he  did  the  opera- 
tion which  I  did  first  on  the  woman  shown  to-night.  He  got 
apparently  a  short  urethra,  sav  one-sixteenth  of  an  inch  forward 
of  the  opening  into  the  bladder.  The  opening  persisted  just 
the  same,  and  she  had  no  control  of  her  bladder.  I  pursued  the 
same  plan  with  her,  and  dissected  this  flap  down  too  close  to  the 
bladder  in  my  desire  and  anxiety  to  secure  good  muscular  fibers 
at  the  opening  of  the  bladder  at  the  end  of  the  urethra.  I  dis- 
sected It  too  close  and  I  have  a  minute  fistula  behind  that,  but 
the  woman  can  control  her  urine  for  two  or  three  hours  at  a  time 
and  is  perfectly  content  and  wants  to  go  home.  She  does  not 
give  any  specific  history  nor  did  the  woman  shown  to  night  give 
any  specific  history.  What  the  cause  of  this  loss  of  her  urethra 
is  I  do  not  know,  but  a  large  proportion  of  her  race  are  either 
specific  or  tuberculous. 

Dr.  Abram  Brothers  presented  three  specimens: 

CARCIXOMA  OF  THE  OVARY. 

On  July  27,  1907,  Mrs.  E.  L.  was  brought  to  mv  office  by  her 
son,  a  practising  physician  of  this  city,  because  of^a  large  tumor 
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which  he  had  discovered  in  her  abdomen.  According  to  my 
notes,  she  was  fifty-three  years  old,  married  thirty-nine  years, 
and  had  given  birth  to  ten  children,  the  last  sixteen  years 
previously.  Although  she  had  ceased  menstruating  for  ten 
years,  an  irregular  bloody  vaginal  discharge  had  reappeared 
during  the  preceding  year.  This  was  quite  profuse  and  at  times 
lasted  four  weeks.  There  was  no  leukorrheal  discharge  to 
speak  of.  She  suffered  no  pain.  Although  she  had  not  weighed 
herself,  the  doctor  stated  that  she  had  fallen  off  verv  materiallv 


Fig.  I. — Cystadenoma  Ovarii.     A.  Area  from  which  section  shown  in  Fig.  2  was 
taken.     B,  Corresponding  areas  of  carcinomatous  degeneration. 


in  flesh  and  weight.  Her  appearance  was  decidedly  anemic 
and  suggestive  of  cachexia. 

Vaginal  examination  showed  the  usual  atrophic  changes  of  the 
menopause  with  nothing  abnormal  about  the  cervix.  The 
abdomen  was  filled  with  a  large,  centrally  located  hard  tumor 
apparently  intimately  connected  with  the  uterus,  so  that  a 
diagnosis  of  possibly  malignant  uterine  neoplasm  was  made. 

On  August  I,  1907,  at  the  Post-Graduate  Hospital,  exami- 
nation under  anesthesia  revealed  the  fact  that  the  tumor, 
which  was  the  size  of  a  football,  lay  entirely  in  the  abdominal 
cavity  and  out  of  the  pelvis  proper.  Laparotomy  was  done  and 
the  tumor]  presented  the  appearance  of  a  large,  round  ovarian 
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cyst  of  the  right  side,  entirely  free  from  adhesions.  Its  removal 
was  a  simple  matter  after  clamping  and  ligating  the  pedicle.  The 
uterus  and  left  adnexa  looked  healthy  excepting  that  they  were 
slightly  larger  than  normal.  They  were  not  removed.  The 
postoperative  course  was  uneventful.  The  patient  was  out  of 
bed  on  the  fifth  day  and  went  home  on  the  tenth  day. 

On  cutting  into  the  tumor  it  presented  a  trabeculated  struc- 
ture the  meshes  of  which  were  filled  with  colloid  material.  After 
a  careful  microscopical  examination  by  Prof.  H.  T.  Brooks  the 
tumor  was  pronounced  to  be  an  ovarian  adenocarcinoma. 

The  patient,  on  my  invitation,  called  at  my  oflice  for  exami- 
nation on  January  9,  1909,  seventeen  months  after  the  operation. 


f^^J^ 


Fig.  2. — Carcinomatous  structure  of  tissue  removed  from  a  in  Fig.  i. 


She  presented  a  stout  appearance  and  her  cheeks  were  rosy.  The 
uterine  bleedings  had  ceased  immediately  after  she  left  the  hos- 
pital, nor  had  she  had  a  sick  day  since  that  time.  The  abdominal 
scar  was  firm  and  the  uterus  was  quite  small.  Nothing  abnormal 
was  revealed  by  the  examination. 

I  attribute  the  highly  satisfactory  result  to  the  circumstance 
that  the  neoplasm  had  formed  no  intraperitoneal  adhesions. 

The  case  is  interesting  because  the  malignant  process  was 
unilateral  instead  of  bilateral,  as  is  the  rule.  It  is  also  of  interest 
to  note  that,  according  to  Penrose,  75  per  cent,  of  the  cases 
operated  upon  show  recurrence  and  death  within  the  first  year. 
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CYSTIC    DEGENERATED    FIBROID   TUMOUR    OF    THE    UTERUS    IN 

A    DIABETIC     PATIENT.       HYSTERECTOMY,    LIGATION     OF     A 

URETER.       SECONDARY     OPERATION.       DEATH     ON     THE 

TABLE    FROM    ANESTHESIA. 

In  a  large  number  of  hysterectomies,  which  I  have  done  in 
the  past  fourteen  years,  I  have  injured  the  ureter  three  times. 
In  one  of  these  I  had  the  misfortune  of  inchiding  the  ureter  in  a 
hgature.     This  case  I  now  propose  to  report. 

Mrs.  T.  B.,  age  forty-two  and  married  fifteen  years;  had  had 
five  children  and  one  miscarriage.  In  eight  years  she  had  not 
been  pregnant.  For  several  years  she  had  suffered  from  diabetes 
— the  amount  of  sugar  varying  between  2  and  3  per  cent.  For 
several  years  she  had  had  profuse  menstrual  flows,  lasting  six 
or  seven  days  and  often  recurring  twice  a  month.  Her  last 
period  was  so  profuse  that  her  physician  estimates  that  she 
must  have  lost,  in  his  presence,  more  than  a  pint  of  blood,  so 
that  he  was  obliged  to  tampon  the  vagina.  She  has  had  a 
tumor  growing  steadily  larger  in  the  abdominal  cavity  which 
has  been  diagnosticated  as  a  fibroid  tumor.  Because  of  her 
diabetic  condition  operative  intervention  has  been  postponed 
as  long  as  possible.  The  hemorrhages  have  been  so  profuse, 
however,  that  at  least  one  prominent  gynecologist  of  this  city 
besides  myself  has  advised  an  operation  at  every  risk. 

The  abdominal  section  revealed  a  large  fibroid  uterus  reaching 
several  inches  above  the  umbilicus.  A  supravaginal  hys- 
terectomy, including  removal  of  both  adnexa  was  done  in  the 
usual  manner,  securing  the  vessels  on  each  side  from  above  down- 
ward. In  the  course  of  the  operation  one  of  the  ligatures  securing 
the  uterine  vessels  on  the  left  side  slipped.  The  vessels  retracted 
within  the  cut  broad  ligament  and  had  to  be  caught  in  two  or 
three  large  clamps  before  the  profuse  bleeding  could  be  got  under 
control.  The  ligatures  were  now  passed  in  a  needle  to  guar- 
antee against  further  slipping.  The  rest  of  the  operation  caused 
no  difficulty  and  the  patient  left  the  operating-table  with  a  pulse 
of  96  and  in  good  condition. 

The  next  day  the  temperature  was  104°  and  pulse  150.  The 
patient  complained  of  pain  in  the  left  lumbar  and  iliac  region. 
She  had  passed  ten  ounces  of  urine.  During  the  following  twelve 
hours  the  patient  had  taken  forty  ounces  of  liquid  and  passed  only 
nine  ounces  of  urine.  Temperature  loi  1/2°,  pulse  128.  Patient 
lay  in  a  somnolent  state.  Bowels  had  been  moved.  The  ureters 
were  now  catheterized.  On  the  right  side  the  catheter  could 
be  easily  passed  up  to  the  pelvis  of  the  kidnev.  On  the  left 
side  it  met  an  obstruction  at  the  depth  of  three  inches. 

With  this  catheter  in  situ  as  a  guide  and  under  light  nitrous 
oxid  anesthenia  it  was  proposed  to  reopen  the  abdomen  and 
release  the  occluded  ureter.  A  few  of  the  skin  sutures  had  been 
removed  when  both  breathing  and  heart  action  ceased  simul- 
taneously, the  patient  turned  blue  and  all  eft'orts  at  resuscitation 
failed.     I  feel  that  the  diabetic  taint  had  something:  to  do  with 
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the  unfortnuate  result  because  the  anesthetic  was  beina  o-iven  bv 
one   of   the   experienced    members   of   the   hospital  hSuse-staff 
No  autopsy  was  permitted. 

The  specimen  shows  a  cyst  in  the   large   intramural    fibroid 
tumor,  the  size  ot  an  adult  head  at  the  time  of  removal      ThS 
tumor  Avas  exclusively  developed  in  the  anterior  wall  of  the  uterus 
the  posterior  wall  being  much  thinner  than  the  normal 

I  have  always  felt  that,  in  spite  of  the  accidental  ligature  of 
the  tireter  this  woman,  had  she  been  free  from  the  diabet^ 
taint,  might  have  got  well   after   reopening  the  abdomen  and 


Fig.  3.-Cystic  degeneration  of  fibroid  uterus.     A.  Cystic  degeneration 
is.  ribroid  tissue. 

obsTad/  auLrZT-  ■  ''l'    '''"^^'^^    -^"^    ''"    insurmountable 
^vfifL.     '^P""-'-  '".''"   "^^^     Should    this    complication 

Ss  Wnd'rwZ/ ??  k"  "■■■'  "'"^  "*^*"'  '°  ^"°the?  case  o" 
inis  kind,  It  «ould  not  be  wiser  to  abstain  from  a  secnnrlarv 

at^ropW^of^fhetr""'  ^'^   ^^^^^"^  ^°  ^   hyZn^hrrif  oV 
A    MolT-     .1,        .^^dney.     From    statements   recently   made   bv 

are  itrthe^h  1  "  T""^  ^^^^'^^°°^  ^^^^'  ^^^^  catgutTigatures 
are  used,  the  obstruction  Irequently  is  overcome  spontaneously 


VERY    EARLY    EPITHELIOMA    OF   THE    CERVIX. 
HYSTERECTOMY. 


VAGINAL 


On   November  5,    190S,   Mrs.    M.    called    at    mv  office      She 
was  forty-seven  years  old.  married  nineteen  years  anS  had  given 
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birth  to  seven  children.  Her  last  confinement  took  place  seven 
years  ago.     There  was  no  history  of  abortions. 

Her  menses  had  always  been  regular  until  a  year  ago  when 
they  ceased  for  a  period  of  several  months  and  she  thought  that 
she  was  passing  on  to  the  change  of  life.  They  again  put  in  an 
appearance,  but  more  profuse  than  ever  and  lasting  six  or  seven 
davs.  She  has  neither  pelvic  pains  nor  leukorrheal  discharges, 
but  she  has  fallen  away  markedly  in  flesh.  Her  sleep  and 
appetite  are  poor.  Her  digestion  is  faulty.  She  has  cramps 
after  eating  and  the  bowels  are  constipated. 

Seven  months  previously  she  lost  a  daughter  after  an  operation 
for  malignant  tumors  of  the  ovaries.  Since  then  she  has  had 
crving  spells,  insomnia,  and  other  disturbances  of  the  nervous 
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n 
Fig.  4. — Epitheliunui  of  cervix.      "  xXest  "  shuwii  in  inuscuLiiure  at  a. 

system  at  frequent  intervals.  She  dates  her  own  illness  from 
this  misfortune  and  her  friends  have  been  unable  to  get  her 
mind  away  from  it. 

Examination  showed  a  highly  depressed  anemic  woman. 
Having  known  her  for  years,  the  falling  off  in  flesh  and  appear- 
ance of  general  debility  were  very  striking  to  me.  The  pelvic 
examination,  bimanually,  revealed  a  uterus  larger  than  normal 
and  a  relaxed  vagina.  Otherwise,  there  was  nothing  abnormal 
with  the  adnexa  or  with  the  parametrium.  The  cervix  felt  pecu- 
liarly brittle  at  one  point  and  bled  easily.  On  inspecting  it 
in  the  bivalve  speculum  it  presented  a  polypoid  excrescence  at 
one  point.  The  old  bilateral  laceration  looked  ulcerated  and 
eroded.  Without  the  patient's  knowledge  the  polypoid  excres- 
cence was  cut  out  well  into  the  cervix  and  forwarded  to  Dr.  H.  T. 
Brooks  of  the  Post-Graduate  Hospital  Laboratory,  who  forwarded 
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me  the  following  report:  "  Microscopic  examination  of  the  piece 
of  cervix  tissue  received  from  you  some  days  ago,  marked  Mrs. 
M.,  showed  the  histologic  structure  of  adenomatous  (cystic) 
cervicitis,  with  marked  tendency  of  the  squamous  epithelium  to 
proliferate  into  the  depth  (miuscularis).  In  one  locality  this  epi- 
thelium has  nested  so  distinctly  as  to  arouse  the  suspicion  of  begin- 
ning epithelioma.  The  surface  of  the  epithelium  in  this  location 
has  also  assumed  a  papillary  character.  The  process  is,  in  my 
opinion,  highly  suspicious." 

On  studying  the  slides  with  Professor  Brooks,  we  came  to  the 
conclusion  that,  if  left  to  itself,  the  malignant  process  would  surely 


Fig.  5. — Epitheliomen  of  cervi.x.     a.  a.  Epithelial  cell  nesls  in  muscularis. 

extend  and  it  would  only  be  a  question  of  time  when  the  patient 
would  succumb  to  the  disease.  We  concluded  that,  if  anything 
in  the  way  of  surgery  was  to  be  done,  this  was  the  golden  oppor- 
tunity. 

Under  these  circumstances  the  husband  was  notified  and  I 
obtained  his  consent  to  perform  the  operation.  On  November 
2 1 ,  a  vaginal  panhysterectomy  was  done  w^ithout  difficultv  and 
after  an  uneventful  convalescence  the  patient  was  discharged 
after  eighteen  days.  She  is  now  in  perfect  health.  The  micro- 
scopic slide  shows  a  distinct  epitheliomatous  "nest." 

DISCUSSION. 

Dr.  H.  J.  BoLDT.—  I  believe  in  regard  to  the  case  of  carcinoma 
of  the  ovary  that  Dr.  Brothers  is  under  the  impression  that  non- 
recurrence  of  the  disease  is  due  to  the  perfect  freedom  from 
9 
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adhesions.  I  think  that  it  is  attributable  to  the  fact  that  the 
woman  has  advanced  to  maturity  in  age,  rather  than  the  freedom 
from  adhesions.  I  have  had  a  number  of  cases,  and  I  think  it  is 
only  in  one  instance  where  the  patient  was  in  advanced  years  that 
any  recurrence  had  taken  place,  but  in  the  instances  of  young 
women  recurrence  has  inevitably  taken  place  in  from  one  to 
three  vears'  time.  So  I  believe  the  question  of  age  is  all  impor- 
tant here. 

As  to  the  patient  with  diabetes,  he  brings  up  a  very  important 
question.  I  might  have  been  the  one  to  advise  this  woman  to 
have  an  operation  done,  as  I  remember  I  was  consulted  by  such 
a  woman  about  two  years  ago.  I  advised  the  operation  be- 
cause of  the  enormous  hemorrhages  which  she  had.  At  the  same 
time  I  think  it  is  a  question  whether  a  woman  with  diabetes 
should  be  operated  upon,  except  under  unusually  urgent  require- 
ments, even  if  there  is  only  3  per  cent,  of  sugar.  I  believe  that 
under  circumstances  they  may  be  able  to  stand  an  operation 
which  may  be  performed  with  the  use  of  a  different  form  of 
anesthesia  rather  than  inhalation  anesthesia  (ether  or  chloroform), 
such  as  nitrous  oxid  gas  with  oxygen,  or  lumbar  analgesia;  such 
patients  do  not,  as  a  rule,  hold  out  well  under  any  other  form 
of  anesthesia. 

Dr.  E.  W.  Pinkham. — In  1905  I  had  a  case  I  treated  about 
a  year  for  tubal  disease  on  the  right  side.  She  had  always 
obtained  relief  by  tamponing  and  douches.  She  was  admitted 
to  a  hospital  and  the  right  ovary  removed.  It  was  about  the 
size  of  an  English  walnut.  Dr.  Brooks  reported  that  it  was  an 
adenocarcinoma.     She  is  now  perfectly  well. 

Dr.  Joseph  Brettauer. — In  what  I  am  going  to  say  I  do  not 
wish  to  be  misunderstood,  neither  do  I  want  to  criticise  the  path- 
ologist's diagnosis  nor  the  correctness  of  the  judgment  in  remov- 
ing the  uterus  in  the  last  case,  but  I  wish  that  Dr.  Brothers  had 
brought  us  the  section  from  which  the  diagnosis  of  early  carci- 
noma was  made.  The  photograph  as  here  presented  does  not, 
in  mv  opinion,  warrant  even  as  uspicion  of  malignancy.  The 
second  specimen,  which  microscopically  is  diagnosed  as  an'adeno- 
carcinoma  of  the  ovary,  macroscopically  does  not  give  that  im- 
pression. For  the  sake  of  accuracv,  I  would  suggest  that  both 
sections  be  submitted  to  the  pathologist  of  the  Society. 

Dr.  Abram  Brothers. — In  regard  to  the  ovarian  carcinoma. 
Dr.  Boldt's  statement  that  he  did  not  feel  that  the  fact  that  the 
tumor  was  not  free  from  adhesions  accounting  for  the  circum- 
stances of  the  woman's  freedom  from  recurrence,  I  wish  to  say 
that  suggestion  was  made  by  Dr.  Brooks,  and  I  accepted  it  on  his 
authority. 

In  regard  to  the  anesthesia  in  the  diabetic  cases,  we  all  feel 
that  they  are  serious  cases  for  operation  and  we  do  not  proceed 
until  all  other  means  have  been  exhausted.  In  this  case  the 
patient  had  stood  the  first  operation  for  an  hour  under  nitrous 
oxid  gas  and  ether,  and  I  was  in  hopes  she   would    be   able  to 
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stand  what  I  thought  would  be  a  very  rapid  operation.  Every- 
thing was  ready  for  very  rapid  work.  Unfortunately,  not  more 
than  a  few  minutes  had  elapsed  before  the  fatal  result  occurred. 

Dr.  Brettauer  has  no  contention  with  me.  He  is  simply 
questioning  the  pathologist's  findings.  I  would  not  have  oper- 
ated this  woman  if  Professor  Brooks  had  not  made  a  positive 
diagnosis  and  urged  me  to  act,  because  if  we  had  waited  for 
further  extension  of  the  cancerous  process  the  patient  would  have 
been  possibly  beyond  all  help. 

According  to  my  mind,  the  pictures  of  the  microscopic  slides 
are  absolutely  convincing  as  to  the  carcinomatous  nature  of  the 
process  in  both  the  epithelioma  of  the  cervix  and  the  adenocar- 
cinomatous  process  in  the  colloid  ovarian  tumor'  I  have  had 
photographs  and  careful  drawings  made  of  both,  which  will  prove 
these  statements.  The  slides  are  in  the  possession  of  Dr.  Brooks 
at  the  laboratory  of  the  Post-Graduate  Hospital  where  they  can 
be  seen  by  anybody,  but  if  it  is  the  especial  wish  of  the  Society 
they  can  be  brought  here  at  any  future  meeting. 

Papers  are  read  by  Drs.  A.  H.  Ely  and  L.  C.   Baldw^in  on 

FLOATING  KIDNEY  IN   ITS   RELATION  TO   PELVIC  DISEASE.* 
DISCUSSION. 

Dr.  Leroy  Broun. — I  do  not  feel  that  we  should  fail  to  thank 
both  of  the  readers  of  these  papers,  for  the  clear  manner  in  which 
they  have  presented  the  facts  concerning  movable  kidneys,  and 
the  svmptoms  resulting  therefrom. 

They  have  ])ictured  clearh-  how  in  years  past  we  laid  many  ills 
to  the  door  of  these  organs,  when  they  mere  found  to  be  movable 
beyond  the  limits  usually  found. 

it  was  then  that  we  regarded  this  condition  as  pathological  and 
operated  for  its  relief.  We  now  know  that  such  states  are  not  in 
the  large  majority  of  cases  a  pathological  entity,  but  rather  a 
part  of  a  general  ptosis  of  all  the  movable  viscera.  Operations 
have,  therefore,  not  given  the  relief  expected,  but  frequently 
set  up  new  symptoms  and  left  the  patients  in  a  worse  plight 
than  before. 

This  I  am  confident  is  now  the  view  of  most  of  us  within  the 
last  eight  years.  I  can  only  recall  one  movable  kidney  that  I 
have  anchored,  and  I  am  quite  sure  I  would  have  done  better 
to  have  left  that  alone. 

Dr.  E.  W.  Pinkham. — I  have  been  much  surprised  not  to 
hear  the  doctors  discuss  floating  kidney  in  its  relation  to  pelvic 
disease.  That  is  a  subject  by  itself.  The  general  discussion 
of  the  floating  kidney  is  very  well  known,  but  that  there  is  a 
distinct  relationship  between  pelvic  conditions  that  we  find  is 
unquestioned.  The  first  writer  apparently  made  the  statement 
that  lacerations  of  the  pelvis  had  no  relation  to  floating  kidney,  and 
stated  that  40  per  cent,  of  a  certain  number  of  women  were  virgins. 

*See  original  articles,  p.  614,  619. 
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I  think  in  both  papers  the  great  mistake  has  been  made  in  con- 
founding floating  kidney  and  movable  kidney.  The  subject  of 
the  evening  distinctly  says  floating  kidney;  that  a  merely  mova- 
ble kidney — that  is,  an  undiseased  kidney — has  any  relation  to 
pelvic  disease  is  rather  questionable,  but  with  a  floating  kidney 
it  is  unquestionable,  and  I  thought  if  they  could  bring  out  a 
discussion  of  the  physics  of  the  abdomen  and  the  pelvis,  and  the 
result  of  tearing  away  the  lower  diaphragm,  as  it  were,  the 
pelvic  levator  ani  must  have  some  eft'ect  on  abdominal  pressure. 
I  do  not  wish  to  start  a  discussion  on  that,  but  I  wish  to  ex- 
press my  surprise  that  something  of  that  sort  was  not  brought 
out. 

Ur.  Ely. — In  regard  to  the  doctor's  remarks  that  there  was 
a  tendency  to  v/ander  away  from  the  subject  as  printed  on  the 
card — Floating  Kidney  in  its  Relation  to  Pelvic  Disease — it 
seemed  to  me  that  it  was  narrowing  it  down  and  it  would  be 
better  to  take  the  whole  field;  I  think  he  misunderstood  Dr. 
Harris'  statement  where  he  says  cases  are  undoubtedly  aggra- 
vated by  lacerations  and  the  conditions  which  make  such.  But 
that  they  were  not  distinctly  instrumental  in  causing  them  is 
what  I  meant  to  have  implied  by  that  statement.  Yet,  if  they 
had  such  they  were  aggravating  features,  not  the  cause  of  floating 
kidney. 

In  regard  to  Dr.  Pinkham's  criticism  as  to  our  treating  of  one 
subject  when  the  other  appeared  on  the  programme,  I  must 
fall  back  on  the  secretary.  He  notified  me  two  months  ago 
that  the  subject  was  movable  kidney;  therefore,  when  this 
card  came  out  it  was  too  late  to  change  to  floating  kidney.  In 
any  event  floating  kidney  is  such  a  rare  condition,  the  majority 
of  instances  being  congenital,  it  seems  to  me  the  subject  of  mov- 
able kidney  was  more  important  than  floating  kidney. 
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Meeting  of  January  22,  1909. 

The  President,  Dr.  F.  S.  Fielder,  M.  D.,  in  the  Chair. 

Following  the  presentation  of  several  specimens  by  Dr.  F.  R. 
Oastler,  including  a  case  of  interstitial  ectopic  pregnancy 
and  one  of  a  large  abdominal  cyst.  Dr.  James  D.  Vorhees 
read  a  report  on  a  case  of 

PUBIOTOMV. 

The  case  reported  by  Dr.  Vorhees  is  of  general  interest  as 
being  the  first  and  thus  far  the  only  patient  on  whom  a  pubi- 
otomy  had  been  performed  at  the  Sloane  ^Maternity  Hospital. 
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The  result  was  not  good  in  every  particular,  but  considering 
the  many  unfavorable  conditions  under  which  the  operation  was 
performed,  it  was  only  natural  to  find  complications.  These, 
however,  should  not  serve  to  condemn  absolutely  the  operation 
itself.  The  patient,  Mrs.  C,  a  primigravida,  age  forty-four,  was 
sent  to  Dr.  Vorhees  by  Dr.  W.  W.  Strang  of  this  city  on  July  i8, 
1908.  She  was  last  unwell  on  November  i,  1907,  and  was  ap- 
parently about  eight  and  a  half  months  along  in  her  pregnancy. 
The  child  was  in  an  R.  O.  P.  position  with  the  head  well  above 
the  brim  of  the  pelvis.  The  external  pelvic  measurements 
were  as  follows:  between  the  spines,  29  cm.;  between  the  crests, 
30.50;  obliques,  23  cm.;  external  conjugate,  21  cm.  The  woman 
was  very  stocky,  with  thick  pelvic  bones,  so  that  the  pelvic  canal 
was  masculine  in  type,  bounded  below  by  a  narrow  pubic  arch. 
Vaginal  examination  was  very  difficult  and  painful.  One  finger 
could  barely  be  passed  into  the  vulvar  orifice.  The  vaginal  canal 
seemed  atrophic — almost  as  narrow  and  contracted  as  the  finger 
of  a  glove.  The  fetal  head  could  not  be  felt  from  below  on  ac- 
count of  a  long,  firm,  closed  cervix.  It  seemed  at  this  examina- 
tion that,  considering  age  of  the  patient  and  the  almost  senile 
vagina,  a  Cesarean  section  operation  would  be  necessary  for 
the  delivery  of  a  living  child. 

July  31. — The  patient  complained  of  backache  and  had  some 
brownish  show.  The  urine  contained  2  per  cent,  albumin 
with  a  few  granular  casts. 

August  I. — A  few  pains  were  noticed  at  long  intervals  during 
the  day. 

August  2. — At  3  A.  M.  the  pains  started  with  more  regularity, 
but  were  very  weak.  By  3  p.  m.  the  interval  was  fifteen  minutes. 
The  cervix  was  firm,  the  canal  was  short,  but  the  os  only  ad- 
mitted one  finger.  The  fetal  head,  however,  had  engaged  into 
the  brim,  and  it  seemed  now  that  a  birth  through  the  natural 
passages  might  be  possible.  The  pains  were  no  stronger  all 
night,  for  under  chloral  the  patient  slept  a  few  hours. 

August  3. — There  was  no  progress  in  the  labor  all  day,  even 
with  quinine  and  strychnine  to  intensify  the  pains.  At  5  p.  m. 
a  No.  3  modified  Champetier  de  Ribes  balloon  was  inserted  into 
the  cervix.  The  pains  were  not  increased  in  any  way  by  this 
procedure  and  the  patient  slept  a  good  part  of  the  following  night. 

August  4. — The  fourth  day  at  9  a.  m.  the  bag  was  still  in  the 
cervix  and  could  not  be  pulled  through  until  5  p.  m.  The  mem- 
branes were  then  ruptured,  hoping  that  strong  uterine  contrac- 
tions would  soon  start  up.  This  was  the  case,  but  the  patient  in 
a  short  time  showed  signs  of  exhaustion.  At  10  p.  m.  the  cer- 
vix was  almost  fully  dilated,  and  a  moderate  caput  succeda- 
neum  was  present.  As  preliminary  to  a  medium  forceps,  the 
largest  Pomeroy  bag  was  inserted  to  dilate  the  narrow  vagina. 
This  was  done  slowly,  and  pulled  through  with  a  little  tearing  of 
the  mucous  membrane  of  the  right  lateral  wall  of  the  vagina  and 
the  perineum.     At  10.45  p.  m.  the  Tucker-McLane  and  then  the 
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Tarnier's  axis  traction  forceps  were  applied.  The  head  could 
be  rotated,  but  after  three  quarters  of  an  hour  no  advance  what- 
soever was  made.  The  question  of  either  a  Cesarean  section 
or  a  pubiotomy  came  up,  for  the  child  was  alive  and  heart  strong. 
The  conditions  were  unfavorable  for  a  Cesarean  section  as  the 
patient  was  exhausted,  the  pulse  was  rapid,  and  the  danger  of 
infection  was  great  on  account  of  the  long  labor,  many  examina- 
tions, and  much  manipulation.  These  same  conditions,  with  a 
rigid,  narrow  vagina,  showing  beginning  tears,  argued  against 
pubiotomy. 

Dr.  Vorhees  had  practically  decided  to  take  the  risk  of  per- 
forming a  Cesarean  section,  for  he  had  been  prejudiced  for 
years  with  good  reasons  against  dividing  the  pelvic  girdle.  While 
preparing  for  the  operation,  the  patient  had  an  eclamptic  seizure. 
Her  condition  became  so  poor,  that  a  pubiotomy  was  decided 
upon,  because  it  could  be  more  rapidly  carried  out.  Doderlein's 
method,  practically  subcutaneous,  to  the  left  was  performed. 
There  was  some  bleeding  from  the  lower  wound.  When  the 
saw  came  through  the  pubic  bone,  which  was  unusually  thick, 
the  patient  went  into  collapse.  While  two  assistants  supported 
the  trochanter,  the  baby  was  quickly  delivered  without  difficulty 
by  the  axis  traction  forceps.  It  was  a  large  boy,  weighing  eight 
pounds  and  twelve  ounces,  deeply  asphyxiated,  with  the  cord 
twice  about  the  neck.  It  reacted  well,  however,  and  in  about 
an  hour  cried  lustil)'.  In  the  meantime  the  patient  was  infused 
intravenously,  for  besides  the  shock  she  commenced  to  bleed  furi- 
ously. The  placenta  was  quickly  removed.  The  uterus  was 
cleaned  out,  douched,  and  packed.  A  deep  vaginal  tear  to  the 
left  dissecting  up  the  bladder  and  communicating  with  the  pubi- 
otomy wound,  extending  down  to  the  bone  (the  rami  of  ischium 
and  pubes),  was  detected.  This  was  repaired  as  well  as  possible. 
The  perineum  and  upper  pubiotomy  wound  were  also  sutured, 
while  the  lower  pubiotomy  wound  was  simply  packed  with 
gauze.  After  passing  a  wide  strip  of  adhesive  plaster  about  the 
pelvis,  the  patient  was  put  on  a  canvas  bed.  Under  vigorous 
stimulation  the  patient  reacted  very  well.  The  next  morning 
the  pulse  had  fallen  to  120  with  good  force.  The  temperature 
was    101°. 

Subsequently  there  were  at  no  time  any  dangerous  symptoms. 
The  toxic  symptoms  and  albuminuria  soon  disappeared.  The 
upper  wound  healed  by  granulation,  the  patient  could  roll  about 
in  the  canvas  bed  within  a  few  days  without  pain  or  discomfort. 
At  the  end  of  three  weeks  she  was  allowed  up  in  a  chair.  The 
external  wounds  had  entirely  healed,  and  the  bone  was  solid 
without  callus  in  the  line  of  division.  The  annoying  compli- 
cation consisted  in  a  sloughing  of  the  vesico-vaginal  septum, 
subsequently  developing  into  a  large  fistula  through  which  the 
finger  could  be  passed  into  the  bladder.  This  was  naturally 
accompanied  by  a  severe  cystitis.  There  was  complete  leakage 
soon  after  the  operation.      At  the  end  of  nearly  four  weeks  there 
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was  no  tendency  for  the  opening  to  close,  so  an  attempt  was  made 
on  September  i  to  repair  the  injury.  At  first  the  stitches  held, 
but  on  September  6  dribbling  commenced  again.  A  small 
opening  admitting  a  probe  was  found  in  the  line  of  suture.  Yet 
small  quantities  of  urine  would  be  passed  from  time  to  time 
through  the  urethra  and  at  night  the  patient  was  quite  dry. 
The  patient  then  passed  into  the  service  of  Dr.  Cragin,  who 
made  two  attempts  subsequently  to  close  the  fistula  without 
success.  She  was  then  sent  home  for  a  time  with  the  hope 
that  a  change  would  increase  her  vitality  for  another  operation. 

January  15. — The  patient  came  to  the  doctors'  office.  She 
looked  well  and  was  dry  at  night,  voiding  only  twice.  She 
could  hold  her  urine  while  standing,  but  on  sitting  it  dribbled 
away.  A  small  depression  was  present  at  the  site  of  the  old 
opening,  but  there  was  no  trickling  of  urine,  nor  could  a  probe  be 
passed  through.  Consequently  the  fistula  was  almost  closed, 
at  any  rate  a  very  minute  canal.  It  is  possible  that  the  opening 
had  entirely  healed  and  the  dribbling  was  due  to  lack  of  tone 
of  the  sphincter  of  the  bladder. 

The  baby  did  very  well.  When  discharged  from  the  hospital 
October  i8,  1908,  its  weight  had  increased  to  nearly  twelve 
pounds.  January  15,  1909,  over  five  months  old,  he  was  well  and 
strong. 

This  case,  although  presenting  one  of  the  most  troublesome 
complications  to  any  operation,  a  vesico-vaginal  fistula,  must 
not,  as  mentioned  before,  condemn  pubiotomy.  The  comfort 
of  the  patient  and  her  safe,  quick  convalescence  makes  quite  a 
different  picture  from  that  of  the  symphysiotomies  which  it 
had  been  the  doctor's  misfortune  to  have  charge  of  at  the  Sloane 
Maternity  Hospital.  The  high  morbidity  and  mortality  of 
symphysiotomy  have  made  Dr.  Cragin  and  Dr.  Vorhees  here- 
tofore look  askance  on  any  operation  dividing  the  pubic  arch. 
This  pubiotomy  which  he  hestitatingly  did  last  summer  together 
with  the  wonderful  results  of  Doderlein,  Zweifel,  Bumm,  Broeger, 
Pinard,  Kroenig,  Reifferscheid,  Fritch,  and  others  abroad  and 
of  Williams  in  this  country  makes  him  eager  to  repeat  the 
operation,  especially  in  a  more  favorable  case. 

Dr.  Vorhees  believes,  however,  that  the  field  for  pubiotomy  is 
a  narrow  one.  All  would  doubtless  prefer  the  Cesarean  oper- 
ation when  the  choice  lies  between  these  two  operations  with 
equal  risk.  But  there  are  cases  where  pubiotomy  might  be 
safer  to  the  mother.  These  are  unselected  borderline  cases  of 
pelvic  deformity,  where  the  indication  for  Cesarean  section  is 
not  absolute  in  the  beginning  of  labor;  cases  where  labor  has 
been  induced  in  the  hope  of  a  normal  delivery  or  one  assisted 
by  forceps,  and  a  mistake  of  judgment  is  shown  by  a  failure 
to  complete  the  delivery  by  these  operations.  Again,  pubiotomy 
may  be  indicated  in  cases  where  labor  has  been  prolonged  and 
where  the  child  cannot  be  delivered  through  the  natural  passages 
without  using  great  force.     In  both  of  these  instances  there  has 


688  TRANSACTIONS    OF   THE    SOCIETY    OF 

necessarily  been  much  manipulation  and  traumatism,  so  that 
the  danger  of  infection  is  very  great.  If  these  cases  were 
delivered  by  dividing  the  os  pubis,  the  speaker  thought  that  the 
risk  to  the  mother  would  be  far  less  than  if  the  classical  Cesarean 
section  were  performed.  Williams  and  others  argued  against 
pubiotomy  where  there  was  any  chance  of  infection  and  would 
prefer  doing  a  craniotomy  instead.  Dr.  Vorhees  believed  that 
if  the  child  were  alive  and  uninjured  in  just  such  cases  as  were 
mentioned  and  not  in  selected  cases,  that  this  was  the  field  for 
the  application  of  pubiotomy. 

Dr.  Ralph  Waldo  Lobenstine  also  presented  a  report  of  a 
case  of 

PUBIOTOMY. 

The  patient,  Mrs.  A.  C,  conf.  No.  14093;  age  seventeen;  primi- 
para,  was  admitted  to  the  New  York  Lying-in  Hospital,  November 
28,  1908.  The  history  on  admission  was  as  follows:  The  mem- 
branes had  been  ruptured  for  three  da3^s.  There  had  been 
some  labor  pains  for  forty-eight  hours  and  severe  pains  for  the 
last  twelve  hours.  She  had  been  in  the  care  of  a  midwife  and 
two  physicians,  who  had  unsuccessfully  attempted  to  apply  for- 
ceps. 

Physical  Exatnination. — Patient  a  dwarf,  at  full  term.  The 
external  measurements  of  the  pelvis  were:  between  spines  22 
cm.;  between  crests  26  cm.;  external  conjugate  16  cm.;  right 
oblique  19  cm. ;  left  oblique  18.50  cm.  The  internal  examination 
showed  the  depth  of  the  symphysis  to  be  5  cm. ;  true  conjugate 
7.75  cm.;  the  entire  pelvis  generally  contracted.  The  cervix 
was  practically  fully  dilated.  The  head  lay  in  the  brim  and  was 
in  the  R.  O.  position.  There  was  considerable  overriding  of 
the  parietal  bones  with  a  large  caput  succedaneum.  There 
was  some  meconium  coming  from  the  cervix. 

We  decided  to  do  a  pubiotomy,  owing  to  the  fact  that  we  were 
dealing  with  a  case  in  which  the  fetal  head  was  much  too  large 
for  the  pelvis;  secondly,  because  the  case  was  probably  infected 
owing  to  much  handling  on  the  outside,  and,  thirdly,  because  the 
child  was  passing  meconium.  For  these  reasons  we  did  not 
deem  it  advisable  to  do  a  Cesarean  section  nor  did  we  care  to  do 
a  craniotomy  on  the  case  as  the  fetal  heart  was  good,  despite 
the  passage  of  meconium.  An  internal  podalic  version  was  not 
to  be  considered. 

Operation.  The  patient  was  placed  in  the  lithotomy  position, 
each  leg  held  up  by  an  assistant  and  the  femora  rotated  inward. 
After  careful  preparation  of  the  operative  field  a  small  incision 
was  made  over  the  pubic  bone  and  parallel  to  it,  just  to  the  left 
of  the  median  line.  The  incision  was  carried  down  to  the  bone; 
the  periosteum  separated  over  the  posterior  aspect  thereof  and 
the  pubiotomy  needle  (of  the  operator's  model)  passed  down 
behind  the  pubis  and  l)rought  out  by  means  of  a  small  wound 
at  the  outer  edge  of  the  left  labium.      A  Gigli  saw  was  then  drawn 
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Dr.  Henry  P.  de  Forest  said  that  it  was  his  privilege  lo 
have  been  at  Leopold's  clinic  in  the  summer  of  1907  at  the  time 
of  the  meeting  of  a  medical  congress.  He  had  then  the  opportu- 
nity of  seeing  about  twenty  radiographic  plates  which  showed  the 
results  of  pubiotomy  operations. 

The  clinical  results  shown  at  Leopold's  clinic  were  very  satis- 
factory; as  a  result  the  operation  is  one  that  is  often  practiced  in 
the  Dresden  clinic. 

Merely  as  a  matter  of  information,  Dr.  de  Forest  inquired 
why  Dr.  Lobenstine  preferred  the  special  form  of  ligature  carrier 
he  presented  rather  than  the  ordinary  right  angled  full-curved 
needle,  the  one  usually  used  in  the  clinic  of  Bumm  and  Leopold. 
There  are  several  varieties  of  saw  carriers  for  the  Gigli  saw  and 
most  operators  prefer  the  one  with  the  curve  at  right  angles  to 
the  handle.  If  the  finger  be  used  as  a  guide  the  blunt-pointed 
carrier  is  less  apt  to  do  damage  to  the  soft  parts. 

Dr.  Lobenstine,  in  answer  to  Dr.  de  Forest's  question,  said 
that  he  did  not  think  that  the  ordinary  full-curved  ligature 
carrier,  could  be  used  satisfactorily;  first,  because  it  would  be 
difficult  to  pass  it  around  pubic  bones  which  were  thick  and 
broad,  and,  secondly,  because  it  was  not  adapted  to  subperiosteal 
work.  The  instrument  presented  would,  he  thought,  answer  all 
the  requirements  for  the  Doderlein  operation. 

Dr.  James  D.  Voorhees  said  that  inasmuch  as  the  operation 
of  pubiotomy  had  never  before  been  performed  at  the  Sloane 
Hospital  and  as  the  attending  physicians  did  not  favor  the 
procedure,  the  necessary  instruments  were  not  at  hand  when 
needed  for  his  case.  He  used  the  same  technic  practically  as 
Dr.  Lobenstine, — a  partially  subcutaneous  operation.  He  made 
a  long  horizontal  incision  over  the  os  pubis  down  to  the  bone, 
then  cut  through  the  periosteum,  stripped  it  up  posteriorly,  but, 
having  no  carrier  needle,  passed  an  ordinary  uterine  dressing 
forceps  with  a  pelvic  curve  posteriorly,  hugging  the  bone  closely. 
Drawing  the  bladder  to  the  right  by  means  of  a  catheter,  the 
forceps  was  turned  as  far  to  the  left  as  possible,  so  that  as  the 
end  appeared  under  the  labium  majus,  an  incision  could  easily 
be  made  down  upon  it.  The  Gigli  saw  was  then  pulled  up 
behind  the  bone  by  means  of  the  dressing  forceps.  He  would 
have  preferred  a  needle  like  that  shown  by  Dr.  Lobenstine, 
which  seemed  to  him  similar  to  that  devised  by  Doderlein. 

Dr.  Clarence  A.  McWilliams  said  he  would  like  to  have  Dr. 
Voorhees  tell  of  the  mortality  of  symphysiotomy  at  the  Sloane 
Maternity  Hospital — what  it  was  and  to  what  was  it  due. 

Dr.  James  D.  Voorhees  said  that  he  had  not  at  hand  the 
figures  asked  for  by  Dr.  McWilliams,  but  there  had  been  five 
symphysiotomies  done  at  the  Sloane  Maternity.  Dr.  Gaillard 
Thomas  did  the  first  several  years  ago.  In  this  case  the  baby 
lived  and  the  woman  got  well,  but  only  after  a  very  stormy 
convalescence  and  with  a  resulting  difficulty  in  locomotion. 

While  Dr.  Voorhees  was  resident   physician.      Dr.  Cragin  had 
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had  four  cases.  In  the  first  case,  the  child  was  born  hving;  but 
died  after  four  weeks  from  a  broncho-pneumonia.  This  woman 
had  a  somewhat  similar  complication  to  the  patient  he  just 
reported,  incontinence  of  urine,  the  neck  of  the  bladder  having 
been  torn.  She  left  the  hospital  still  dribbling  urine.  Dr. 
Cragin  operated  upon  her  later,  twisting  the  urethra,  but  the 
result  was  not  entirely  satisfactory. 

The  second  case  was  a  colored  woman  who  had  been  in  labor 
for  a  long  time,  and  forceps  had  been  applied  without  effect. 
This  woman  developed  a  very  severe  sepsis  and  died;  there  was 
much  sloughing  of  uterus  and  vagina.  He  thought  that  the 
baby  came  out  all  right. 

The  third  case  was  a  woman  who  had  a  fulminating  infection 
after  the  operation.      Both  the  mother  and  baby  died. 

In  the  fourth  case  the  result  was  fairly  satisfactory  to  both 
mother  and  child. 

Of  these  four  cases,  there  was  a  maternal  mortality  of  50  per 
cent,  and  a  fetal  mortality  of  50  per  cent,  as  well. 

With  regard  to  symphysiotomy,  there  was  always  danger  of 
infection  of  the  joint  as  well  as  of  the  uterus,  and  of  non-union, 
both  of  which  complications  condemned  the  operation. 

In  this  countr}-  Williams  has  had  remarkable  success  with 
pubiotomy.  He  thought  that  Williams  had  reported  eleven 
cases  with  no  mortality  of  the  mothers  and  but  one  child  dving. 
This  child  died  as  the  result  of  something  else  than  the  operation. 
All  his  cases,  however,  were  selective,  and  forceps  had  not  been 
applied  before  dividing  the  pelvic  girdle.  In  a  number  of  these 
cases  it  seemed  to  Dr.  Voorhees  that  labor  could  have  been 
induced,  forceps  could  have  been  applied,  or  the  classical 
Cesarean  section  could  have  been  performed. 

The  case  of  pubiotomy  which  Dr.  Humpstone  intended  to  cite 
was  one  of  Dr.  Pomeroy's.  This  case  had  been  reported  before 
the  New  York  Obstetrical  Society.  The  result  was  very  favorable 
to  both  mother  and  child.  It  was  a  case  of  flat  pelvis,  breech 
presentation,  with  legs  extended,  and  with  the  internal  con- 
jugate between  8  and  9  cm.  Mencke  has  advocated  this  oper- 
ation in  breech  cases  where  there  was  a  good-sized  baby  with  the 
internal  conjugate  in  the  neighborhood  of  8  cm. 

On  the  other  side  of  the  water  there  had  been  hundreds  of 
pubiotomies  done  with  good  results.  In  Doderlein's  clinic  the 
induction  of  labor  (which  we  believed  in  here),  a  high  forceps  and 
prophylactic  version  have  been  discarded  and  they  favor  highlv 
pubiotomy.  If  pubiotomy  was  to  be  performed,  it  should  not 
be  performed  outside  of  a  hospital.  The  results  of  this  "new 
therapy"  in  thousands  of  cases  of  narrow  pelves  treated  bv 
Doderlein,  Zweifel,  Pinard,  and  Kroenig  show  a  mortality  of 
o.i  per  cent.  This  is  a  remarkable  record  and  cannot  pass 
unheeded.  Yet  much  experience  must  be  gained  and  a  long  time 
will  pass  before  such  a  line  of  treatment  will  be  adopted,  if  ever, 
in  this  countrv. 
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Dr.  William  H.  Wellington  Knipe  said  he  wished  to  report 
a  case  because  of  its  anatomical  peculiarities  and  because  of  the 
event  which  followed ;  he  also  desired  to  get  what  information  he 
could  from  those  present  regarding  the  condition. 

The  patient  was  a  woman,  twenty-one  years  old,  and  un- 
married. She  had  a  stenosis  of  the  vagina,  or  an  atresia,  about 
three-quarters  of  an  inch  from  the  introitus.  There  was  a  sinus 
in  the  left  vaginal  fornix  which  admitted  a  probe  one  and  a  half 
inches,  but  no  further,  and  this  communicated  w4th  the  cervix. 
The  cervix  lay  to  the  right  and  behind  the  atresia  of  the  vagina. 

The  peculiar  thing  about  this  patient  was  that  she  became 
pregnant  with  this  atresia  of  the  vagina.  She  menstruated  since 
she  was  sixteen  years  old,  and  this  had  always  been  regular, 
but  she  had  not  menstruated  for  the  last  six  or  eight  weeks. 

The  question  now  came  up,  what  should  they  do  with  this 
patient?  Should  they  at  this  time  produce  abortion?  Should 
they  allow  the  patient  to  go  to  full  term  and  then  do  a  Cesarean 
section  and,  of  necessity,  do  an  hysterectomy  because  otherwise 
good  drainage  could  not  be  secured?  Or  should  they  trust  to 
luck,  and  let  her  go  through  labor  hoping  that  the  child  would 
be  born  through  the  vagina?  Personally,  he  felt  that  the  best 
thing  to  do  was  to  allow  the  patient  to  go  to  full  term  and  then 
do  a  Cesarean  section  and,  at  the  same  time,  an  hysterectomy. 
He  said  he  had  been  informed  by  other  men  that  in  their  opinion 
it  was  better  to  go  in  now  and  do  an  hysterectomy  rather  than 
subject  the  patient  to  the  Cesarean  section  and  hysterectomy 
at  term.     He  asked  for  the  opinion  of  those  present. 

Dr.  Voorhees  believed  that  such  a  patient  should  be  allowed 
to  go  on  to  term,  because  the  child's  life  should  be  considered. 
A  few  years  ago  a  case  of  atresia  of  the  vagina  through  which 
a  probe  could  hardly  be  passed  applied  for  admission  to  the 
Sloane  Maternity  Hospital  seven  months  pregnant.  She  was  con- 
sidered a  case  for  Cesarean  section,  and  was  told  to  return 
about  two  weeks  before  term,  but  she  did  not.  She  entered 
Bellevue  Hospital  and  was  delivered  there  of  her  child  through 
the  natural  passages  without  any  trouble  whatever.  It  is  re- 
markable how  these  narrow  and  stenosed  vaginae  will  dilate  after 
the  physiological  changes  in  their  walls  due  to  pregnancy  and 
labor. 

Dr.  Oastler  believed  that  the  question  as  to  what  should  be 
done  in  these  cases  should  be  left  to  the  decision  of  the  patient. 
He  thought  a  patient,  however,  would  be  safer  with  a  hysterec- 
tomy done  early  rather  than  late.  In  such  cases  the  child's 
life  should  not  be  taken  into  consideration  at  all. 

Dr.  Voorhees  said  that  last  speaker  considered  the  case 
from  the  standpoint  of  the  gynecologist.  He  believed  that  there 
was  no  iustification  in  doing  an  abortion  where  an  obstruction  to 
the  vaginal  outlet  existed.  The  mortality  for  Cesarean  section 
was  so  low  that  the  patient  should  be  allowed  to  go  to  term  and 
then  the  abdominal  operation  should  be  performed  if  necessary. 
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Dr.  Seth  Minot  Milliken  thought  that  a  patient  who  had 
menstruated  normally  and  become  pregnant  through  such  a 
sinus  might  possibly  deliver  herself. 

Dr.  iMcWiLLiAMS  asked  why  it  would  not  be  a  good  plan  to 
give  such  a  patient  ether  and  then  see  how  much  the  vaginal 
parts  might  be  stretched. 

Dr.  Lobenstine  felt  strongly  against  doing  an  hysterectomv 
in  this  case.  It  seemed  unjustifiable  to  him,  not  to  allow  the 
patient  to  proceed  to  full  term.  He  would  advise  dilating 
gradually  the  vagina  during  the  last  two  weeks  of  pregnancy, 
with  Hegan  or  Kelly  dilators.  This  could  be  done  daily  and 
would  facilitate  drainage  at  the  time  of  labor  and  in  the  puer- 
perium.  In  fact,  it  might  even  allow  labor  to  proceed  naturally. 
If  the  child  could  not  be  born  "per  vaginam",  a  Cesarean  section 
would  be  in  order.  The  uterus  should  not  be  removed,  as  a  plas- 
tic operation  could  later  be  satisfactorily  performed  on  the  vagina 

The  paper  of  the  evening  was  read  by  Dr.  Frank  R.  Oastler, 

A  preliminary  report  on  the  use  of  bacterial  vaccine  in 

THE  TREATMENT  OF  SEPTIC  INFECTIONS.* 
DISCUSSION. 

Dr.  B.  Raymond  Hoobler  said  that  when  he  undertook 
this  line  of  work  he  was  very  skeptical,  particularly  in  regard  to 
the  first  case  reported  by  Dr.  Oastler.  This  case  had  been  turned 
over  by  him,  instructions  had  been  given  how  to  use  the  vaccine, 
and  he  had  forgotten  about  11.  The  patient  left  the  hospital  and 
he  thought  she  had  been  lost  track  of  entirely  until  Dr.  Oastler 
told  of  him  of  the  success  which  followed  the  use  of  the  vaccine. 
Dr.  Oastler  had  gone  into  the  details  of  the  cases,  therefore,  he 
said  he  would  not  take  up  their  time  further  with  them  as  it  was 
•a  very   late   hour. 

The  reason  why  vaccine  and  serum  therapy  had  seemed  to 
fail  in  the  past  was  because  cases  were  given  them  to  treat  onlv 
when  they  were  in  extremis.  They  were  called  in  when  there 
was  nothing  else  to  be  done.  This  was  where  a  mistake  was 
made.  When  they  found  a  septic  process  of  any  kind  going 
on  in  a  patient,  rather  than  attempt  to  do  all  things  that  were 
customary  in  such  cases  first,  they  should  in  addition  give  the 
bacterial  vaccines  a  chance.  Use  them  early,  and  do  not 
wait  for  the  cases  to  become  moribund  as  was  practically  the 
fatal  one,  as  reported  by  Dr.  Oastler.  If  that  case  had  been  got- 
ten early,  the  vaccines  might  have  done  good.  It  was  quite  true 
that  there  were  many  cases  where  the  infection  seemed  to  be  fu- 
rious and  where  it  would  not  respond  to  the  vaccines.  He  said 
he  had  treated  several  cases  that  had  been  referred  to  him  in 
private  and  knew  of  cases  in  Bellevue  and  other  hospitals  where 
vaccines  could  not  seem  to  stay  the  infection.     When  the  dis- 

*See  original  article,  page  594. 
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ease  promised  to  become  chronic,  say  after  a  period  of  three  or 
four  weeks,  they  could  do  something  with  it.  He  thought  that 
the  vaccines  were  destined  to  be  used  in  puerperal  and  in  post- 
operative treatment  the  same  as  other  methods  of  procedure,  as 
douching,  curettage,  packing  of  the  uterus,  etc.  One  went  hand 
in  hand  with  the  other.  So  long  as  it  was  inexpensive,  it  should 
be  used  for  the  patient's  benefit.  So  long  as  there  had  been 
some  success  with  the  bacterial  vaccines,  the  patient  was  entitled 
to  whatever  advances  had  been  made  along  this  line.  He  believed 
that  the  use  of  the  vaccines  shortened  the  period  of  convalescence 
in  these  cases,  but  the  treatment  should  be  begun  early.  It  made 
no  difference  whether  the  condition  was  due  to  the  streptococcus  or 
to  the  staphylococcus,  or  to  the  colon  bacillus,  the  condition  was 
readily  combated.  It  was  thought  that  when  a  blood  culture,  was 
negative  that  this  was  proof  that  there  was  no  septic  infection,  but 
was  not  true.  He  said  he  believed  vaccines  could  be  made  from 
this  uterine  cultures,  but  there  was  difhculty  in  isolating  the  true 
cause,  especially  where  there  were  three  or  four  germs  in  the  cul- 
tures. The  vaccines  should  be  made  up  from  each  germ  isolated 
and  one  tried  after  the  other.  Vaccines  were  coming  in  vogue  more 
and  more  and  they  were  giving  excellent  results,  especially  in 
those  cases  of  long-standing  infection.  If  one  had  such  a  case  and 
wanted  to  give  the  vaccines,  it  was  simple  enough.  Take  a  cul- 
ture on  blood  serum  or  on  an  agar  tube,  and  take  it  to  the  labora- 
tory and  have  a  vaccine  made;  inside  of  twenty-four  or  thirty- 
six  hours  the  vaccines  will  be  ready  with  instructions  as  to  the 
amount  to  give.  The  dosage  varies  depending  on  the  germ. 
Now  that  vaccine  therapy  had  been  reduced  to  a  simple  process, 
they  should  use  vaccines,  and  use  them  early,  and  not  wait  or 
defer  the  time  until  the  patient  was  clear  down. 

He  wondered  if  the  day  would  not  soon  come  when  they  would 
attempt  to  raise  the  immunity  of  patients  against  germs,  subject- 
ing the  patients  to  vaccines  six  or  seven  weeks  before  delivery, - 
especially  giving  the  vaccines  to  raise  immunity  against  the  strep- 
tococcus and  the  staphylococcus.  In  this  way  immunity  would 
be  produced  which  would  reduce  the  possibility  of  infection  at 
time  of  delivery.  There  were  immense  possibilities  along  this  line, 
They  were  on  the  edge  of  a  great  development  in  the  line  of  serum 
therapy.  He  hoped  they  would  all  become  believers  in  it  and 
take  it  up,  giving  the  vaccines  a  chance.  Some  say  that  these 
patients  would  get  well  anyway.  However,  they  had  much  to 
hope  for  in  the  new  serum  therapy. 

Dr.  Clarence  A.  McWilliams  asked  if  Dr.  Oastler  had  made 
any  comparison  of  the  effect  of  the  antigonococcal  serum  and 
vaccines  of  the  bacilli  themselves.  He  thought  that  the  effect 
of  the  antigonococcal  serum  in  joint  aft'ections  was  often  aston-. 
i shingly  good.  He  had  been  very  much  impressed  with  the  results 
of  the  antigonococcal  serum  injections  in  gonorrheal  joints, 
as  well  as  in  the  cases  of  acute  epididymitis  of  gonorrheal  origin. 
He  asked  if  Dr.  Oastler  had  made  any  comparisons  between  the 
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two  methods  of  treatment.  The  injections  should  be  combined 
with  the  Bier  hyperemic  constricting  band. 

Dr.  Oastler  closed  the  discussion.  He  said  he  had  not  used 
the  antigonococcal  serum  at  all.  At  present  thev  were  just 
instituting  a  line  of  experimentation  in  gynecology  under  the 
Department  of  Bacteriology  at  the  College  of  Physicians  and 
Surgeons  in  the  treatment  of  gonorrhea  with  both  the  antigono- 
coccic  serum  and  the  gonorrheal  vaccines.  The  matter  was  as 
yet  in  abeyance.  He  hoped  shortly  to  be  able  to  give  them 
some  records  of  cases  treated  in  this  manner. 

The  one  point  he  wished  to  have  impressed  upon  the  minds 
of  those  present  was  that  the  vaccines  were  not  a  "cure  all," 
but  undoubtedly  the  injections  of  bacterins  do  aid  materially  in 
combating  sepsis.  It  seemed  so  evident  at  the  present  time 
that  he  left  a  standing  order  in  his  wards  that  a  culture  should 
be  taken  at  once  in  all  cases  of  sepsis  and  within  forty-eight 
hours  the  injections  should  be  given.  It  took  twenty-four 
hours  to  get  the  cultures  and  twenty-four  to  make  the  vaccines. 

G.  W.   KOSMAK. 
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OBSTETRICS. 


Diagnosis   and   Therapeutics   of   Pyelitis   in   Pregnancy. — W. 

Stoeckel  (Zeit.  f.  gyn.  Urologic,  Bd.  I,  H.  i,  190S)  describes  three 
cases  of  pyelitis  in  pregnancy,  and  comments  on  the  diagnosis 
and  treatment.  He  says  that  there  is  no  doubt  that  pyelitis 
occurs  in  pregnancy  as  the  result  of  the  condition.  The  obstruc- 
tion of  the  ureter  plays  a  marked  part  in  its  causation.  In 
general  pure  cultures  of  the  colon  bacillus  are  found  in  the  urine 
from  such  kidneys.  The  condition  occurs  much  more  frequently 
on  the  right  side  and  is  much  more  severe  than  on  the  left.  The 
etiology  is  not  absolutely  clear.  The  manner  of  the  advent 
of  the  colon  bacillus,  whether  by  ascending  infection  from  the 
bladder  or  by  wandering  of  the  germs  from  the  intestine  into 
the  blood,  cannot  as  yet  be  determined.  The  pyelitis  is  not  the 
result,  but  the  cause  of  the  general  infection.  There  are  three 
locations  in  which  the  ureter  may  be  compressed:  one  at  the 
pelvic  entrance,  the  second  where  the  ureter  passes  over  the 
linea  innominata,  the  third  where  the  ureter  enters  the  bladder 
wall.  There  is  a  typical  pain  on  pressure  at  McBurney's  point. 
By  catheterization  of  the  ureter  there  is  found,  at  a  distance 
of  ten  to  thirteen  centimeters  from  the  bladder,  a  location  where 
the  catheter  is  not  allowed  to  pass,  and  this  is  just  beneath 
McBurney's  point.  The  first  symptoms  may  be  pain  in  the  back 
and  side.  The  difficulties  of  diagnosis  vary;  it  is  easy  when 
there  are  bladder  symptoms,  difficult  when  these  are  absent. 
Lesions  of  the  gall-bladder  and  infection  may  be  suggested  by 
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the  symptoms.  In  light  cases  rest  in  bed  will  effect  a  cure. 
In  severe  cases  with  infection  abortion  may  be  necessary; 
catheterization  of  the  ureters  and  irrigation  are  valuable. 
Nephrotomy  and  formation  of  a  kidney  fistula  may  be  needed. 

Prevention  of  Air  Embolism  in  Obstetrics. — E.  Opitz  (Zent. 
f.  Gyn.,  November  14,  1908)  says  that  air  embolism  is  the  result 
of  the  aspiration  of  air  into  the  vessels  of  the  uterus  after  placen- 
tal removal.  There  must  be  a  force  which  drives  the  air  in,  or 
there  must  be  a  suction  of  the  vessels  themselves,  through  nega- 
tive pressure  in  the  venous  system,  or  both.  The  author  believes 
that  the  position  of  the  patient  is  of  great  importance.  In  firm 
horizontal  bed  the  pressure  is  positive  in  the  vascular  system;  but 
in  the  bed  found  in  the  average  house,  the  body  of  the  patient  is 
so  placed  that  the  pressure  is  changed  through  the  pelvis  being  in 
improper  relation  to  the  chest.  When  the  pressure  in  the  uterus 
is  increased  by  a  contraction,  by  coughing,  etc.,  the  air  may  be 
driven  into  the  veins.  When  the  placenta  has  been  removed  the 
vessels  of  this  portion  of  the  uterus  collapse,  and  pressure  only 
closes  them  the  more  firmly.  Any  force  that  holds  the  vessels 
open  will  cause  embolism.  This  happens  with  placenta  previa, 
during  uterine  contractions.  The  indications  in  such  cases  are 
for  abdominal  .Cesarean  section  with  the  pelvis  placed  high. 
The  pelvis  of  the  patient  should  be  so  placed  that  the  upper  part 
of  the  body  is  somewhat  elevated  in  all  cases  of  labor. 

Prevention  of  Retroversion  of  the  Uterus  After  Labors. — E.  P. 
Davis  (Pcnn.  Med.  Jour.,  Nov.  1908)  considers  the  immediate 
repair  of  lacerations  of  great  importance  in  preventing  uterine 
displacement.  The  binder  can  undoubtedly  induce  backward 
displacement  of  the  uterus  if  it  be  applied  from  below  upward, 
worn  too  tightly  and  continuously.  The  time  for  the  patient 
to  get  up  should  be  determined  by  the  condition  of  the  indi- 
vidual and  not  by  fixed  rule.  Patients  are  usually  more  com- 
fortable and  less  likely  to  throw  the  uterus  backward  if  they  sit 
in  a  reclining  chair  rather  than  upright  in  bed.  Where  there  is  a 
tendency  to  retroversion,  as  soon  as  the  patient  can  leave  her 
bed  she  should  assume  the  knee-chest  position  from  ten  to  fifteen 
minutes  night  and  morning.  In  aseptic  patients,  where  these 
measures  fail  to  keep  the  uterus  in  proper  position,  pessaries 
may  be  used  as  soon  as  the  lochial  discharge  ceases.  The  pes- 
sary, however,  must  be  considered  as  a  crutch  which  the  patient 
is  to  discard  as  soon  as  possible.  If  she  can  be  persuaded  to 
avoid  corsets,  using  a  suitable  waist  instead,  her  chance  for 
avoiding  retroversion  will  be  much  better.  If  she  nurses  the 
child  involution  will  usually  be  better,  but  in  anemic  women  long- 
continued  lactation  may  bring  about  relaxation  of  the  uterine 
supports  and  favor  the  development  of  retroversion. 

When,  however,  a  reasonable  time  has  elapsed  with  the  use 
of  the  pessary  and  retroversion  promptly  recurs  when  the  pessary 
is  not  worn,  the  permanent  cure  of  the  dislocation  by  operation 
should    be    considered.      Ventrofixation    and    ventrosuspension 
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should  not  be  selected  until  after  the  menopause.  Shortening 
of  the  round  ligaments  or  shortening  of  the  utero-sacral  ligaments, 
or  both,  are  the  operations  indicated. 

Rubbing  Sound  on  Palpation  as  a  Symptom  of  Advanced 
Maceration  of  the  Fetus. — Egidio  Solda  {Ann.  di  Ostet.  e  Gin., 
Xovember,  1908)  calls  attention  to  a  peculiar  sound  made  bv 
the  rubbing  of  the  bones  of  the  fetal  skull  on  palpation  of  the 
abdomen  when  the  fetus  is  in  an  advanced  condition  of  macera- 
tion. The  bones  of  the  skull  are  partly  dissociated.  When  the 
hand  is  pressed  on  such  a  macerated  skull  a  peculiar  sound  is  pro- 
duced. This  is  a  symptom  of  great  diagnostic  importance  and  is 
the  only  reliable  sign  of  maceration.  The  mother  often  supposes 
that  she  feels  the  movements  of  the  fetus  for  some  time  after  its 
death.  In  cases  of  twins  this  sign  is  of  great  value  when  one 
twin  is  dead.  The  author  made  a  study  of  seventy  cases  of  death 
of  the  fetus  observed  at  the  Obstetric  Clinic  in  Venice.  He 
found  that  in  50  per  cent,  of  the  cases  syphilis  was  the  cause  of 
death  of  the  fetus.  In  only  twenty  of  these  cases  was  the 
palpatory  sound  observed.  This  sign  alone  is  of  absolute  value 
in  diagnosis  of  maceration  of  the  fetus.  It  is  found  only  in  cases 
of  advanced  maceration,  and  shows  that  the  fetus  has  been  dead 
at  least  eight  days.  It  is  positive  in  one-third  of  all  macerated 
fetuses.  Its  occurrence  is  prevented  by  two  causes,  the  position 
of  the  head  in  the  pelvic  cavity  and  obscure  palpation. 

Chronic  Inversion  of  the  Puerperal  Uterus. — ]Montanelli  {Ren- 
diconti  dclla  Soc.  Toscana  di  Ostct.  e  Gin.,  vol.  i.,  No.  i,  190S) 
describes  a  case  of  inversion  of  the  uterus  following  labor,  caused 
by  frequent  attempts  on  the  part  of  the  midwife  at  expression  of 
the  placenta,  combined  with  traction  on  the  cord.  The  inversion 
was  followed  by  hemorrhage.  Nothing  was  done  to  reduce  it 
and  it  continued  to  exist  for  three  years  after  labor,  the  patient 
suffering  from  pain  and  hemorrhage  the  greater  part  of  the  time. 
When  the  diagnosis  was  made  an  attempt  was  made  to  replace  it 
by  means  of  an  inflated  rubber  balloon  pressing  against  it  in  the 
vagina.  This  remained  in  place  for  seven  days,  when  a  crisis  ot 
pain  came  on  and  examination  showed  that  the  uterus  had 
slipped  up  into  place.  The  author  has  found  recorded  histories 
of  seven  similar  cases  in  which  elastic  pressure  served  to  reinvert 
the  uterus.  Attempts  at  reduction  by  manual  pressure  should 
be  avoided  on  account  of  the  danger  of  injury  to  the  uterus  in 
its  congested  condition. 

Chronic  Uterine  Inversion. — F.  W.  N.  Haultain  (Edin.  Med. 
Jour.,  Dec,  1908)  has  successfully  performed  the  following  opera- 
tion which  he  terms  abdominal  hysterotomy  in  three  cases  of 
chronic  uterine  inversion,  two  of  which  followed  traction  upon  the 
cord.  Median  abdominal  incision;  the  site  of  the  inverted  fundus 
is  seen  represented  by  a  narrow  transverse  slit;  into  this  a  pair  of 
ordinary  dressing  forceps  is  passed  and  opened  as  widely  as  pos- 
sible to  break  any  peritoneal  adhesions  in  the  inversion  funnel. 
Each  round  ligament,  as  it  passes  into  the  slit,  is  now  seized  by  a 
10 
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pair  of  Kocher  forceps  and  pulled  upwards  and  forwards,  while 
at  the  same  time  an  assistant  pushes  the  fundus  uteri  upward 
from  the  vagina.  By  this  means  a  thick  ring,  formed  by  the 
uterine  walls,  is  seen  surrounding  the  slit  formed  by  the  inverted 
uterus.  This  ring  is  divided  posteriorly,  the  incision  passing 
through  the  entire  thickness  of  the  uterine  wall.  By  this  means 
partial  reduction  is  obtained  by  the  vaginal  taxis,  and  the  still  con- 
stricting portion  of  the  uterus  exposed;  through  this  the  incision 
is  continued  until  a  sufficient  opening  is  formed  to  permit  the 
introduction  of  the  forefinger  to  below  the  fundus,  after  which 
firm,  regulated  pressure  can  be  exercised  upon  it  and  reduction 
easily  secured.  An  incision  in  the  posterior  uterine  wall,  a 
little  over  one  and  one -half  inches  length,  is  now  left,  which  can 
readily  be  united  by^two  or  three  deep  sutures  of  silk  or  chromic 
gut,  covered  by  a  superficial  Lembert  of  catgut. 

Dystocia  Due  to  Distention  of  the  Urinary  Bladder  of  the 
Fetus. — After  reporting  a  case  of  this  condition,  J.  E.  Spicer, 
(Proc.  Royal  Soc.  Med.,  Nov.,  1908)  discusses  the  subject  of 
imperforate  urethra.  This  in  itself  is  not  antagonistic  to  fetal 
life.  It  is  not  necessarily  accompanied  by  distention  of  the 
bladder,  nor  does  it  render  dystocia  inevitable.  It  becomes 
dangerous  ui  utero  only  in  the  presence  of  a  large  secretion  of 
fluid  by  the  fetal  kidney,  and  such  secretion  is  pathological. 
The  fetal  kidney  normally  allows  the  filtration  of  a  small  quan- 
tity of  watery  fluid,  but  the  amount  is  insignificant.  The  kidney 
is  not  employed  as  an  excretory  organ  m?  utcro,  unless  a  break- 
down occurs  in  the  normal  mechanism  by  which  the  mother 
performs  the  whole  of  the  necessary  excretory  function  of  her 
child.  The  kidney,  like  the  other  major  organs,  though  capable  of 
carrying  on  post-natal  functions  of  a  sort  at  an  earlier  date  than 
the  tenth  lunar  month,  if  necessity  demands  remains  in  abey- 
ance during  fetal  life.  The  effects  of  accumulation  of  fluid 
in  the  fetal  bladder  depend  on  the  amount,  the  rate,  and  the 
date  of  secretion,  and  especially  also  on  the  possibility  of  evacu- 
ation. Hypertrophy  and  dilatation  of  the  bladder  can  arise 
only  where  there  is  an  actual  or  virtual  means  of  exit  for  the  con- 
tained   fluid. 

Hypoplasia  of  the  Tubes  in  Relation  to  Extrauterine  Preg- 
nancy.— O.  Hohne  {Zcit.  f.  Gehurts.  u.  Gyn.,  Bd.  LXIII,  H.  i) 
considers  whether  there  is  a  causative  relation  to  be  traced  be- 
tween existing  hypoplasia  of  the  tubes  and  the  production  of  ex- 
trauterine pregnancy.  In  most  cases  hypoplasia  of  the  genital 
apparatus  is  combined  with  general  hypoplasia.  In  normal 
women,  if  it  occurs,  there  are  found  also  anomalies  of  the  men- 
strual and  ovarian  functions,  in  the  nature  of  irregularity  or  ab- 
sence of  function.  In  healthy  women  when  we  find  obstruction 
of  the  tubes  due  to  inflammation,  it  is  generally  of  gonorrheal 
origin.  Inflamed  tubes  are  twisted  on  account  of  the  exudate  in 
the  tube  walls  and  filling  the  tube  lumen.  The  wall  becomes 
thinned  and  weakened  in  pyosalpinx.      Contractions  and  irregu- 
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larity  of  contour  of  tubes  is  a  characteristic  sign  of  hypoplasia 
only  when  there  has  been  inflammation  of  the  tube.  At  the 
same  time  these  tubes  are  generally  permeable,  and  there  seems 
to  be  no  reason  to  suppose  that  there  is  any  hindrance  to  the 
passage  of  the  ovum  along  the  tubal  canal.  These  tubes  are 
generally  thinner  and  poorer  in  musculature  than  normal  ones. 
Still  we  do  not  know  how  great  a  part  the  muscular  action  has  in 
the  propulsion  of  the  ovum.  There  is  no  doubt  that  the  ciliated 
epithelia  play  a  part  in  its  carriage  toward  the  uterus.  Destruc- 
tion or  agglutination  of  these  will  have  an  important  bearing 
on  the  transportation  of  the  ovum,  therefore  interference  with 
the  actionof  the  cilia  may  be  a  cause  of  extrauterine  pregnancv. 

Prematurity. — Ch.  Maygrier  {La  Presse  Med.,  Dec.  19,  190S) 
considers  a  labor  as  premature  from  the  end  of  the  sixth  month 
to  eight  and  a  half  months  when  it  has  been  spontaneous  or 
produced  artificially  as  a  therapeutic  measure.  He  distinguishes 
between  the  premature  infant  and  the  feeble  infant  of  a  sick 
mother.  To  enable  these  infants  to  be  preserved  he  advocates 
caring  for  poor  mothers  at  home  before  labor  and  in  hospitals  at 
the  time  of  labor.  Prevention  of  fatigue  and  excessive  work 
in  pregnant  women  is  necessary.  When  the  infant  is  born  pre- 
maturely special  care,  is  necessary  in  order  to  save  its  life.  The 
most  important  indication  is  to  keep  it  warm.  Many  premature 
infants  die  of  chilling.  To  obviate  this  the  use  of  an  incubator, 
so  arranged  that  the  temperature  is  kept  at  an  even  degree,  is 
necessary.  To  avoid  infection  this  arrangement  must  be  kept 
scrupulously  clean  and  aseptic,  since  premature  infants  are  es- 
pecially liable  to  infections.  Another  point  that  must  be  at- 
tended to  is  the  feeding.  The  great  hope  of  saving  these  children 
is  to  have  them  fed  with  mother's  milk,  and  this  must  be  drawn 
and  fed  to  the  infant,  being  introduced  into  the  pharynx,  since 
the  infant  is  often  too  weak  to  suck.  The  wet-nurse  should  at 
the  same  time  nurse  another  infant,  since  the  quantity  of  milk 
needed  by  the  premature  child  is  so  small  that  the  breast  will  not 
be  kept  in  a  normal  nursing  condition  without  this  precaution. 

Fatal  Mercurial  Intoxication  with  Apyretic  Retention  of  the 
Placenta. — Maurice  Parrin  {Gaz.  de  Gyn.,  Dec.  15,  1908)  gives 
the  history  of  a  case  of  mercurial  poisoning  in  which  there  was 
no  history  of  the  use  of  mercury,  but  which  had  the  character- 
istic stomatitis  and  gastrointestinal  symptoms.  Postmortem 
mercury  was  found  in  the  organs.  The  woman  was  pregnant 
and  it  was  found  that  an  abortion  had  taken  place  and  that 
the  placenta  was  retained,  but  absolutely  without  any  symptoms 
of  infection.  The  author  suggests  the  antiseptic  effect  of  the 
mercury  contained  in  the  body  as  a  reason  for  the  absence  of 
infection. 

Pathogeny  of  Hydramnios  and  Oligohydramnios. — L.  Dieulafe 
and  R.  Gilles  {Bull.  Med.,  Dec.  23,  1908)  says  that  the  amniotic 
fluid  is  subject  to  the  laws  of  osmosis,  and  there  are  currents  of 
fluid  passing  from  mother  to  fetus  and  vice  versa.     During  preg- 
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nancy  the  current  is  from  mother  to  fetus.  At  the  end  of  preg- 
nancy the  currents  are  no  longer  toward  the  fetus.  This  is  the 
era  of  resorption.  As  pregnancy  advances  the  amount  of  fluid 
diminishes.  Hydramnios  arises  from  abnormal  secretion  of 
fluid.  It  appears  in  conditions  of  the  mother  in  which  the  kid- 
neys are  diseased.  The  secretion  is  influenced  by  the  amount 
of  chlorides  of  the  amniotic  fluid,  by  the  coexistence  with  hydram- 
nios of  gravidic  intoxication,  and  the  treatment  by  dechloriniza- 
tion.  Oligohydramnios  is  acute  or  chronic.  In  the  acute 
condition  it  is  associated  with  severe  infection  of  the  mother,  with 
integrity  of  the  kidneys.  Chronic  oligohydramnios  arises  from 
lowered  arterial  tension,  with  expulsion  by  the  fetus  of  much 
meconium.  The  meconium  acts  as  a  reducer  of  arterial 
tension. 

Vesicular  Mole. — Muzio  Pazzi  (Folia  Gyn.,  vol.  i..  Part  III) 
has  examined  a  chorion  frondosum  which  was  detached  in  an 
abortion  at  the  second  month,  with  an  absorbed  embryo.  In 
the  abortion  there  was  detached  a  chorionic  membrane  attached 
to  which  was  a  large  villous  trunk  with  vessels.  The  mem- 
brane presented  a  syncitial  layer  with  small  nuclei  and  a  fibrillar 
stroma.  Near  the  trunk  appeared  the  layer  of  Langhans.  The 
author  gives  a  resume  of  eight  cases  found  in  literature.  Nor- 
mally the  covering  of  a  villus  is  composed  of  the  cellular 
layer  of  Langhans  and  of  a  superficial  plasmodial  stratum  or 
syncitium.  The  layer  of  Langhans  disappears  after  the  third 
month.  The  la3^er  necessary  for  the  absorption  and  change 
of  materials  from  the  mother  to  the  fetus  is  the  syncitium,  which 
is  a  mass  of  protoplasm  containing  groups  of  nuclei  smaller  than 
those  of  the  Langhans  cells.  The  syncitium  on  the  surface 
is  differentiated  into  an  ectoplasmic  layer  which  supports  a  cili- 
ated layer.  The  author  believes  that  the  plasma  cells  presage  the 
endothelium  of  the  vessels  of  the  stroma  of  the  villi.  The  chorio- 
epithelioma  represents  a  progressive  phase  of  development  with 
the  specific  function  of  transformation  into  plasmodial  masses. 
Admitting  the  independence  of  pathological  alterations  of  the 
epithelial  covering  and  the  essential  character  of  degeneration 
of  the  mole,  we  cannot  say  that  there  are  not  moles  in  which  there 
is  a  coincidence  of  primary  epithelial  proliferation  with  vesic- 
ular degeneration.  Admitting  the  genetic  and  functional  inde- 
pendence of  the  covering  of  the  chorionic  villi,  we  can  under- 
stand how  under  certain  special  conditions  a  tissue  of  malignant 
nature  can  be  developed — a  chorioepithelioma.  Cystic  degenera- 
tion of  the  epithelium  takes  place  easily.  The  vital  characteristics 
of  the  mole  arise  from  the  plasma  cells,  the  molar  degeneration 
occurring  secondarily  from  a  chorioepithelioma  transforma- 
tion. The  pathognomonic  symptom  of  the  mole  is  the  connect- 
ive tissue  dystrophy  in  connection  with  an  anomalous  develop- 
ment of  cellular  elements  not  well  differentiated,  like  the  epithe- 
lial new-formation  invading  the  choronic  villi  and  characteristic 
of  chorioepithelioma.     The  neoplasms  are  distinct  and  belong 
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to  pregnancy  alone,  which  represents  the  causal  factor  capable 
of  impressing  all  the  morphological  and  phj'siochemical  modifi- 
cations producing  favorable  surroundings  for  the  development 
of  both  morbid  forms,  degeneration  and  new-formation. 

Physiological  Anesthesia  During  Labor.  —  R.  G.  ]\lcKerron 
(Jour.  Obst.  Gyn.  Brit.  Emp.,  Dec,  1908)  records  a  unique  case 
to  which  he  applies  this  term.  The  patient  was  a  multipara  of 
thirtv  years,  free  from  any  neurotic  tendency.  Before  the  head 
had  passed  the  cervix  an  unusually  strong  pain  came  on;  at  its 
height  the  patient  gave  a  loud  scream  and  at  once  became 
unconscious.  Her  breathing  was  heavy  and  almost  stertorous; 
her  face  somewhat  flushed;  the  eyes  fixed  in  a  vacant  stare;  the 
pupils  dilated  but  equal;  the  conjunctival  reflex  completely 
abolished.  She  was  quite  insensible  to  pain,  but  in  all  the  limbs 
reflex  movements  could  be  elicited.  There  was  no  muscular 
twitching  at  an}'  time,  merely  general  and  complete  relaxation. 
There  was  no  paralysis  and  the  pulse  retained  its  normal  fre- 
quency and  character. 

The  patient  remained  in  this  unconscious  condition  till  the 
birth  of  the  child  fifteen  minutes  afterward.  Powerful  uterine 
contractions,  accompanied  by  strong  down-bearing  efforts,  con- 
tinued to  recur  every  three  minutes.  Immediately  after  the 
child  was  expelled  consciousness  was  regained  almost  as  abruptly 
as  it  had  been  lost.  There  was  no  trace  of  mental  confusion, 
but  she  remembered  nothing,  had  felt  no  pain,  and  was  surprised 
to  learn  that  the  child  was  born.  Her  recovery  after  labor 
was  normal. 

Renal  Decapsulation  for  Eclampsia.^ — To  twenty-four  cases 
in  the  literature  W.  B.  Jones  {Bujf.  Med.  Jour.,  Jan.,  1909) 
adds  two  of  his  own.  Of  the  twenty-six,  thirteen  recovered. 
The  patient,  being  comatose,  requires  no  anesthesia.  The 
decapsulation  is  performed  rapidly.  One  minute  should  suiSce 
for  each  side  in  addition  to  the  time  in  closing  the  incision. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Lumbar    Anesthesia    and    Scopolamin-Morphine    Narcosis. — 

G.  Klein  {Miinch.  mcd.  Woch.,  Nov.,  24,  190S)  says  that  lumbar 
anesthesia  is  neither  easy  nor  without  danger.  It  should  be 
employed  when  for  any  reason  inhalation  narcosis  is  contra- 
indicated.  The  author  makes  use  of  Merck's  tropacocain  in 
sterile  ampullae.  Prolonged  operations  may  need  to  be  finished 
under  inhalation  anesthesia,  but  this  is  not  always  the  case,  and 
if  it  is  so,  only  a  small  amount  of  the  anesthetic  is  necessary. 
In  146  cases  operated  on  by  lumbar  anesthesia  the  author  has 
had  neither  a  primary  nor  a  secondary  death.  The  indications 
are  degeneration  of  the  heart  muscle,  cachexia,  anemia,  and 
diseases  of  the  respiratory  organs.  It  should  not  be  used  for 
slight  and  short  operations,  such  as  curettage,  perineorraphy, 
and  cervix  operations.  For  the  larger  plastic  operations  of  the 
genitals  ether  is  best.     For  vaginal  total  extirpation  and  adnexal 
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operations  it  is  not  useful  because  the  sympathetic  is  not  anes- 
thetized. In  abdominal  celiotomy  it  is  valuable  for  myoma, 
ovarian  and  adnexal  operations,  appendectomy  and  operations  for 
carcinoma  of  the  uterus.  In  small  fat  women  it  is  very  difficult 
to  administer.  Scopolamin-morphine  sleep  is  not  so  useful. 
It  is  unreliable,  and  often  the  woman  sees  and  feels  too  much 
for  her  to  be  comfortable.  The  resulting  dryness  of  the  throat 
and  lungs  is  of  value  in  persons  who  have  respiratory  catarrhs. 
The  author  has  tried  the  combination  of  these  two  methods  in 
114  cases  in  all  sorts  of  operations.  He  has  used  them  both 
combined  with  inhalation  narcosis  in  seventy-seven  cases. 
The  danger  is  not  increased  by  the  number  of  drugs  used  at 
the  same  time.  This  combination  should  not  be  used  in  cases 
with  severe  cachexia  or  heart  degeneration.  The  chief  use  of 
scopolamin-morphine  injections  is  to  lessen  the  amount  of 
chloroform  needed  for  an  operation.  The  after-effect  of  the 
chloroform  is  much  less  than  under  ordinary  conditions  when  the 
languor  and  weakness  last  for  weeks  after  severe  operations. 

Malignant  Melanoma  of  the  Vulva. — This  term  is  employed 
by  E.  Holland  {Jour.  Obst.  Gyn.,  Brit.  Emp.,  Nov.,  1908)  rather 
than  melanotic  sarcoma  because  the  pigmented  tumors  are 
occasionally  carcinomata.  His  patient  was  a  multipara  of 
seventv-three.  For  eleven  months  she  had  had  a  tumor  like 
a  small  black  cherry  above  the  clitoris.  This  was  removed 
bv  ligation  and  its  base  cauterized.  A  month  later  the  growth 
had  recurred  with  two  enlarged  lymph  nodes  in  the  right  groin. 
The  inguinal  nodes  of  both  sides,  the  tumor  and  intervening 
tissues  were  removed  in  one  mass.  Ten  months  later  a  large 
black  mass  had  appeared  in  the  right  groin.  It  was  removed, 
but  soon  recurred  and  death  took  place  within  a  few  months. 
The  malignancy  of  this  type  of  tumor  is  shown  by  the  fact  that 
of  twentv-six  reported  cases  whose  after-history  is  obtainable  only 
one  was  free  from  recurrence  after  three  years,  two  having  been 
operated  upon  recently.  If  definitely  histological  relations  can 
be  shown  to  exist  between  the  tumor  cells  and  the  rete  Malpighii, 
or  if  the  tumor  has  definitely  originated  in  a  pigmented  mole, 
the  nature  of  the  tumor  is  carcinomatous;  all  other  cases  should, 
in  the  present  state  of  our  knowledge,  be  classed  as  sarcomata. 
Though  a  pigmented  mole  precedes  a  malignant  melanoma  in  the 
majority  of  cases,  the  evidence  is,  on  the  whole,  against  the 
frequent  origin  of  these  vulval  tumors  from  pigmented  moles. 
Sarcoma  arises  here  as  it  does  elsewhere,  and  is  frequently  of  the 
pigmented  variety,  because  the  normal  pigmentation  of  the  vulva 
is  so  rich. 

Treatment  of  Cancer  by  Fulguration. — H.  Roulland  {La  Gyn., 
Nov.,  1908)  gives  a  resume  of  the  method  of  treatment  of  cancer 
by  fulguration  that  was  introduced  by  Keating-Hart.  It  is 
applicable  to  cancers  that  have  become  generalized  throughout 
the  glands  and  neighboring  tissues  of  the  part,  and  that  are 
therefore    inoperable.      It    utilizes    high-frequency    currents    to 
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destroy  the  cancerous  tissue  and  excite  a  healthy  granulation  and 
cicatrization  of  the  part  after  removal  of  all  the  immediately 
cancerous  tissue  with  knife  or  scissors,  but  without  the  removal 
of  glands  and  other  neighboring  tissues.  Electric  sparks,  if 
given  without  modification,  would  produce  a  burn  of  the  surface; 
but  the  element  of  heat  is  removed  by  the  use  of  a  current  of 
sterilized  air  or  of  carbonic  acid  gas.  This  procedure  is  comple- 
mentary to  operation.  The  procedure  consists  of  mortification 
of  the  tumor  by  means  of  the  sparks,  extirpation  of  the  tumor 
by  the  bistoury,  and  application  of  the  sparks  to  the  surface  that 
is  left  in  order  to  destroy  any  nodules  left  behind  and  prevent 
recurrence  of  the  growth.  Its  action  is  hemostatic,  and  tends 
to  separate  normal  from  diseased  tissues.  The  exposure  after 
operation  is  continued  until  the  wound  has  a  raw-ham  color. 
The  wound  is  then  drawn  together  with  sutures,  but  a  free 
drainage  provided  for,  since  there  begins  immediately  a  profuse 
discharge  of  serum  containing  many  leukocytes,  the  lymphorrhea 
of  Keating-Hart.  Anesthesia  is  necessary  on  account  of  the 
cutting  that  is  done.  The  effect  is  different  on  the  normal  and 
the  diseased  tissues.  New-formed  elements  are  much  more 
affected  by  electricity  than  are  adult  tissues.  On  normal  skin 
an  eschar  is  produced  by  fulguration.  The  neighboring  tissues 
are  hyperemic.  In  the  zone  of  maximum  intensity  the  epithelial 
cells  are  destroyed.  The  elements  not  destroyed  are  stimulated 
to  activity.  It  produces  clotting  of  the  blood  in  the  small 
vessels.  The  intolerable  pains  of  cancer  are  relieved  at  once. 
The  neighboring  tissues  and  glands  are  affected.  The  glands 
may  become  caseous  or  purulent.  Recurrence  is  rare,  but  when 
it  occurs  it  does  not  tend  to  generalization.  The  acotrix  pro- 
duced is  soft  and  pliable.  The  treatment  has  been  taken  up  by 
Juge  and  the  results  of  Keating-Hart  have  been  confirmed. 
It  is  now  being  employed  in  most  of  the  surgical  clinics  of  Paris, 
and  has  been  in  use  long  enough  to  observe  the  remote  results 
in  some  cases. 

Procidentia  Uteri. — S.  J.  McNamara  (L.  /.  Med.  Jour.,  Dec, 
1 90S)  says  that  while  extirpation  of  the  uterus  has  given  him 
better  results  with  this  condition  than  any  other  procedure, 
interpositio  vesico-vaginalis  uteri  promises  to  do  as  well.  In 
this  operation  a  longitudinal  incision  is  made  through  the  mucosa 
of  the  anterior  vaginal  wall;  the  bladder  is  separated  from  the 
uterus  and  pushed  up  above  it,  and  the  fundus  is  drawn  down 
toward  the  pubes.  The  vaginal  mucosa  is  sutured  over  it  in  this 
position.  If  marked  relaxation  is  present  a  loop  may  be  made 
in  the  sacro-uterine  ligaments.  If  the  patient  is  of  the  child- 
bearing  age  she  must  be  sterilized  by  removing  or  resecting  and 
suturing  the  tubes.  A  large  uterus  may  require  resection  to 
reduce  its  bulk.  Posterior  colpotomy  should  follow  the  operation 
described  above. 

Morris'  Point  of  Tenderness. — Morris  has  described  a  point  of 
tenderness  as  present  in  cases  of  inflammation  of  the  vermiform 
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appendix  at  a  point  one  and  a  half  inches  from  the  umbiHcus  on 
a  line  running  from  that  structure  to  the  anterior  superior  spine 
of  the  right  ilium,  which  point  he  refers  to  the  right  lumbar 
ganglia  of  the  sympathetic.  J.  C.  Hubbard  (Bost.  Med.  Surg. 
Jour.,  Dec.  31,  1908)  says  that  from  the  statement  of  Dr.  Morris 
it  would  seem  that  the  differential  diagnosis  between  inflamma- 
tory processes  in  the  abdomen  might  be  much  simplified  by  the 
examination  of  this  magic  point.  He  believes,  however,  that  it 
was  ascribed  to  the  nervous  system  without  much  thought  and  is 
reallv  due  to  acute  inflammation  of  lymph  nodes  at  this  point. 
He  finds  it  at  times  hard  to  decide  whether  tenderness  is  present 
or  not  over  Morris'  point,  since  the  tenderness  over  McBurney's 
point  is  so  widespread  and  Morris'  point  lies  too  near  to  be  dif- 
ferentiated. For  this  reason  he  soon  ceased  examining  acute 
cases  for  this  point,  confining  his  examinations  chiefly  to  twenty- 
three  cases  of  chronic  appendicitis.  His  conclusions  are  that 
the  abdominal  lymphatic  glands,  becoming  secondarily  inflamed, 
cause  tender  areas.  The  area  found  tender  on  examination  is 
somewhat  of  a  guide  to  the  organ  primarily  infected,  and,  there- 
fore, in  certain  cases  may  be  an  aid  in  differential  diagnosis. 
In  acute  appendicitis  tenderness  at  Morris'  point  is  of  less  im- 
portance than  the  symptoms  caused  by  the  appendix  itself.  In 
chronic  appendicitis  tenderness  at  Morri'  point  may  be  of  distinct 
diagnostic  value.  Tenderness  at  this  point,  even  though  the 
only  physical  sign,  makes  the  diagnosis  of  appendicitis  by  the  rule 
of  chance  probable;  when  combined  with  tenderness  at  Mc- 
Burney's point,  the  diagnosis  becomes  more  certain.  Its  absence 
does  not  rule  out  appendicitis,  and  it  may  occur  in  other  condi- 
tions. The  point  has  by  no  means  the  importance  given  to  it  by 
Dr.  Morris. 

Causes  of  Mortality  in  Cancer  of  the  Uterus  and  its  Treatment 
by  Hysterectomy.  F.  Jayle  (Presse  Med.,  Dec.  2,  1908)  says 
that  one  of  the  principal  factors  in  the  fatality  of  cancer  of  the 
uterus  is  the  rapid  march  of  the  disease.  There  is  an  acute 
form,  so  rapid  that  we  are  unable  to  combat  it,  which  occurs 
in  women  under  thirty-five  years  of  age  and  acts  as  if  young  tis- 
sues had  not  the  power  to  resist  its  advance,  and  offered  an  ex- 
traordinary predisposition  to  its  occurrence.  In  these  cases 
recurrence  is  to  be  expected. 

All  the  cases  that  the  author  has  seen  operated  on  before  the 
age  of  forty  years  have  recurred.  Another  form  may  be  called 
latent;  here  the  cancer  is  almost  without  symptoms.  When  the 
first  symptom,  hemorrhage,  appears  the  disease  is  already  too 
far  advanced  to  give  hope  of  cure  by  removal.  This  form 
occurs  at  the  menopause  and  is  a  cervical  epithelioma.  The 
author  believes  that  every  woman  over  thirty-five  years  of  age 
should  be  examined  every  three  months  by  a  competent  physi- 
cian in  order  to  be  sure  of  avoiding  cancer.  The  chief  obstacles 
to  diagnosis  are  the  deep-rooted  opinion  among  women  that 
pain,  leucorrhea,  and  hemorrhage  are  all  natural  at  the  meno- 
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pause.  Another  obstacle  is  the  failure  of  the  physician  to  appre- 
ciate the  significance  of  hemorrhage  at  the  menopause.  This 
symptom  is  never  natural  at  that  period  and  always  demands  a 
careful  examination  by  the  physician.  Another  unfortunate  cir- 
cumstance is  the  feeling  among  physicians  that  cancer  is  incura- 
ble. Most  cases  of  cancer  of  the  uterus  are  curable  by  operation 
if  diagnosed  early  enough,  before  the  growth  has  become  general- 
ized. Cancer  of  the  body  of  the  uterus  gives  brilliant  results 
from  removal.  So  does  cancer  of  the  cervix  which  has  not  in- 
vaded the  broad  ligament. 

Temporary  Ventrosuspension  of  the  Uterus. — E.  H.  Ochsner 
{Surg.  Gyn.  Obst.,  Jan.  1909)  believes  this  operation  is  indicated 
in  every  laparotomy  for  pelvic  trouble  in  the  female  in  which 
there  is  subsequent  danger  from  retroflexion  and  adhesion  of 
the  uterus,  and  in  which  the  Gilliam  operation  or  some  one  of  its 
recent  modifications  is  not  applicable.  A  needle  armed  with  a 
double  strand  of  ten-day  catgut  is  introduced  through  the  left  rec- 
tus fascia  about  half  an  inch  below  the  lower  angle  of  the  fascial 
incision,  then  through  the  left  rectus  muscle,  and  finally  through 
the  peritoneum  about  an  inch  beloAv  the  lower  angle  of  the 
peritoneal  incision.  It  is  now  passed  through  the  uterus  about 
an  inch  behind  the  apex  of  the  uterus,  taking  a  good  bite  and 
being  careful  not  to  abrade  the  peritoneal  covering  of  the  uterus. 
The  needle  is  now  passed  out  of  the  right  side  in  reverse  order  to 
its  introduction  on  the  left,  and  the  stitch  is  tied  just  tight  enough 
to  bring  the  uterus  in  contact  with  the  inner  surface  of  the  peri- 
toneum, but  not  tightly  enough  to  cause  destruction  of  the  peri- 
toneum from  pressure.  The  sigmoid  is  carefully  placed  behind 
the  uterus,  and  the  omentum  spread  over  this,  covering  all  of 
the  raw  surfaces,  which  it  may  have  been  impossible  to  cover 
with  peritoneum.  The  most  important  point  in  the  operation  is 
to  get  the  unabraded  uterus  in  contact  with  the  unabraded 
parietal  peritoneum.  The  uterus  will  be  held  forward  until 
the  abraded  areas  have  had  an  opportunity  to  heal  over  or  to 
be  covered  by  such  structures  as  the  sigmoid  and  the  omentum. 

Continuous  Vicarious  Menstruation  from  the  Breasts. — J.  B. 
Thornton  (Jour.  Amer.  Med.  Assn.,  Jan.  16,  1909)  reports  the 
case  of  a  virgin,  aged  thirty-two,  who  first  menstruated  at  the 
age  of  twelve  or  thirteen.  The  function  was  regular  until 
stopped  by  a  severe  attack  of  measles  about  two  years  later. 
At  the  end  of  a  year  or  so  it  was  resumed  for  a  few  months, 
since  which  time  the  menses  have  never  reappeared  normally. 
In  place  of  the  usual  menstruation  there  appeared  a  discharge 
of  blood — sometimes  a  thin  fluid  mixed  with  blood — from  both 
nipples,  and  from  that  day  to  the  present  the  patient  has  had 
constantly  to  keep  in  her  corsage  two  tampons  of  absorbent  cot- 
ton, one  of  which  at  least,  the  right,  has  had  to  be  changed  once 
each  day.  Vaginal  examination  revealed  a  rudimentary,  unde 
veloped,  or  possibly  atrophied  condition  of  uterus  and  ovaries. 
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LESIONS  OF  THE  CORNEA  IN  GONORRHEAL  OPHTHAL- 
MIA AND  PHLYCTENULAR  KERATITIS. 

BY 
COLMAN  W.  CUTLER,  M.  D. 

New  York. 

The  two  diseases  most  threatening  to  vision  in  childhood  are 
gonorrheal  opthalmia  and  phlyctenular  keratitis.  These  diseases 
are  dangerous  because  they  may  invade  the  cornea,  the  trans- 
parency and  smoothness  of  which  is  indispensable  to  the  forma- 
tion of  a  clear  retinal  image.  A  nebula  or  a  slight  irregularity  or 
facet  of  the  surface  almost  imperceptible  to  the  observer,  unaided 
by  a  suitable  lens  and  source  of  light,  may  distort  the  refracted 
rays  so  that  vision  is  seriously  impaired.  It  is  important  that  all 
who  have  the  medical  care  of  children  should  have  a  lens  at  hand 
and  should  practice  the  examination  of  the  cornea  with  oblique 
illumination. 

In  a  healthy  child  which  can  remain  at  the  breast,  if  gonor- 
rheal opthalmia  is  taken  early  and  runs  an  average  course,  the 
prognosis  is  usually  good  with  very  little  treatment  beyond 
careful  cleansing  and  the  use  of  protargol  or  argyrol.  Such  cases 
offer  no  serious  problem,  but  in  every  group  of  ten  or  twenty 
cases  there  may  be  one  whose  resistance  is  poor  or  in  whom  the 
infection  is  virulent,  in  which  corneal  complications  may  arise 
which  change  the  aspect  of  the  case  entirel3^ 

The  problem  is  threefold :  To  protect  the  cornea  during  cleans- 
ing and  medication,  to  combat  the  virulence  of  the  disease,  and 
to  maintain  the  nutrition  of  the  child  as  well  as  of  the  eye. 

Some  ophthalmologists  rely  so  fully  on  the  milder  silver  salts 
that  the  eversion  of  the  lids  and  the  forced  inspection  of  the  cor- 
nea seen  to  them  in  most  cases  superfluous.  If  this  confidence 
were  well  founded  it  would  relieve  the  surgeon  of  a  grave  sense 
of  responsibility  not  only  as  to  the  nurse's  technic  in  cleansing 
the  eyes  but  as  to  his  own  in  inspecting  the  cornea;  for  the  separa- 
tion of  the  lids  in  a  struggling  baby  may  easily  entail  pressure  or 
friction  which  would  abrade  the  weakened  epithelium  and  open 
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the  door  to  the  dreaded  infection.  It  seems  probable  that  most 
ulcers  not  at  the  margin  of  the  cornea  follow  an  epithelial  defect 
due  to  traumatism.  It  has  been  urged,  therefore,  that  the  first 
examination  in  severe  cases  should  be  made  under  an  anesthetic. 

Elevators  and  specula  are  exceedingly  dangerous  in  any  hands, 
and  yet  it  is  often  difficult  to  see  the  whole  cornea  without  them. 
It  has  seemed  easier  and  safer  in  some  cases  to  grasp  a  fold  of 
the  skin  near  the  margin  of  the  upper  lid  with  a  blunt  rounded 
forceps  and  draw  the  lid  away  from  the  eye  and  upward,  or  it 
may  be  possible  to  use  the  elevator  without  inserting  it  under  the 
lid,  by  catching  it  in  a  fold  of  the  skin  near  the  margin  as  the 
child  wrinkles  the  lids  in  resistance;  but  where  there  is  much 
swelling,  this  cannot  be  done,  and  in  some  cases  one  must 
wait  until  the  swelling  subsides  to  get  a  view  of  the  whole  cornea 
unless  the  outer  canthus  is  divided.  It  should  be  one  of  the  first 
and  most  explicit  directions  given  to  students,  and  the  house 
staff  and  nurses  as  well  should  be  trained  not  to  touch  the 
cornea  with  cotton  and  to  exercise  the  utmost  care  in  inspecting 
and  in  cleansing  the  eye. 

If  an  ulcer  develops,  can  we  do  much  that  is  really  effective 
to  control  it,  bathed  as  it  is  by  the  pus,  in  spite  of  the  most 
careful  cleansing?  In  some  cases,  it  has  been  possible  by 
means  of  a  light  touch  of  a  dull  cautery  point,  or  by  the  use 
of  pure  carbolic,  to  seal  the  lymph  spaces  and  protect  the 
exposed  layers  by  an  eschar  until  the  vigorous  treatment 
of  the  conjunctiva  controlled  the  disease  and  a  small 
nebula  or  a  clear  facet  resulted.  These  measures,  however, 
are  not  very  easy  to  apply  as  they  presuppose  an  eye  held 
open  and  immobile,  lest  the  cautery  destroy  clear  tissue.  If 
the  child  is  well  nourished  and  the  infection  is  not  severe, 
the  progress  of  the  ulcer  may  be  controlled  by  the  usual  treat- 
ment of  the  conjunctiva  so  that  a  portion  of  the  cornea  re- 
mains clear  with  useful  vision,  but  too  often  in  infants  brought 
into  an  institution  with  the  cornea  involved  the  result  is  a  dense 
leucoma  or  perforation.  Often  such  children  are  marasmic  and 
die  as  the  opthalmia  improves.  The  child  loses  weight  because 
of  the  constant  interruptions  of  sleep,  the  stools  are  green 
and  foul  and  at  the  same  time  the  eye  becomes  paler  and  the 
secretion  diminishes  as  if  the  tissues  had  not  the  vitality  to 
support  the  infection,  but  the  cornea  simply  melts  away. 
A  paper  by  Lobenstine  and  Harrar  {Bull,  of  the  Lying -in- Hospital, 
Dec,  1906),  "Effects  of  Gonorrhea  in  the  Mother  on  the  Early 
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Nutrition  of  the  Child,"  explains  these  tendencies  of  a  general 
nature  which  must  inevitably  diminish  the  resistance  of  the 
cornea.  In  such  cases  the  milder  silver  preparations  are  indi- 
cated, but  in  all  sthenic  cases,  nitrate  of  silver  to  the  everted 
lids,  I  per  cent,  or  2  per  cent,  once  or  even  twice  a  day,  is  indis- 
pensable. The  fact  that  the  nitrate  forms  an  albuminate  is 
often  stated  to  its  disparagement,  but  the  silver  albuminate  is 
also  highly  inhibitory  to  the  gonococcus  and  remains  a  longer 
time  in  contact  with  the  tissues. 

Very  little  dependence  should  be  placed  on  protargol  or  argy- 
rol  in  these  severe  cases;  they  are  dropped  into  the  eye  every 
hour  or  two  during  the  day  and  probably  they  help,  but  in  my 
experience,  during  the  past  few  years,  nitrate  of  silver  has  become 
a  rule,  as  I  have  watched  the  unexpected  complications  arise 
in  apparently  mild  cases  treated  by  mild  methods.  Protargol 
and  argyrol  are  of  use,  however,  as  prophylactics,  in  measles  and 
scarlet  fever,  and  there  have  been  fewer  severe  corneal  compli- 
cations at  the  Foundling  Hospital  since  these  preparations 
have  been  used  systematically.  An  additional  argument  in 
favor  of  nitrate  of  silver  is  offered  by  Zur  Nedden'  in  a  sug- 
gestive paper  read  at  Heidelberg  in  1907,  on  the  presence  of 
bactericidal  substances  in  conjunctival  secretion.  He  states 
that  the  normal  conjunctival  secretion  and  the  tears  have  no 
influence  on  bacteria,  while  the  pathological  secretion  is  distinctly 
bactericidal.  This  is  especially  true  of  the  gonorrheal  secretion, 
both  the  cellular  and  the  fluid  portions  being  active.  Those 
who  heard  Prof.  Hiss'  lecture  before  the  Harvey  Society  will 
realize  the  importance  of  this  consideration. 

Zur  Nedden  contrasts  the  action  of  disinfectants  like  mercury 
which  destroy  the  bacteria  when  in  contact,  but  which  have  little 
or  no  effect  on  the  course  of  the  disease,  with  nitrate  of  silver, 
which  acts  not  only  as  a  disinfectant,  but  produces  a  transuda- 
tion of  serum  and  leukocytes  which  is  more  efficient,  and  with 
sulphate  of  zinc  which  is  very  efficient  in  diplo-bacillary  con- 
junctivitis, although  its  bactericidal  action  is  slight.  He 
claims  that  the  astringents  which  produce  exudation  or  transu- 
dation are  most  active  and  that  the  bactericidal  substances  in  the 
leukocytes  and  lymph  increase  in  proportion  to  the  severity  of  the 
inflammation. 

A  point  upon  which  stress  may  be  put  is  the  use  of  cold  and 
heat.     The  thermal  death-point  of  the  genococcus  is  low  and  the 
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temperature  of  irrigations  may  be  raised  to  io8°— i  io°  or  possibly 
higher  without  risk.  Observation  and  experiments  in  this  Hne  on 
the  lower  animals  would  be  of  value,  which  would  show  the  limits 
of  temperature  which  may  be  used  with  safety  to  the  cornea. 

It  is  stated  by  Finger  and  others  (Kolle  and  Wasserman,  iii. 
Band,  p.  169)  that  at  a  temperature  of  40°  to  41°  C.  the  gono- 
coccus  is  killed  in  a  few  hours.  In  the  body  during  a  fever  tem- 
perature of  40°  C.  the  gonococcus  is  inhibited  and  the  urethral 
discharge  ceases.  Finger  also  has  failed  to  inoculate  the  urethra 
during  high  fever. 

If  these  temperatures  of  104°  to  105°  are  so  detrimental  to  the 
gonococcus,  it  seems  desirable  to  try  the  effects  of  somewhat 
higher  temperature  with  mild  antiseptics  and  astringents  in  the 
eye  and  it  is  probable  that  hot  irrigation  by  thorough  cleansing 
and  the  increase  of  conjunctival  hyperemia  (Bier)  and  trans- 
udation  (Zur  Nedden)  may  be  beneficial. 

Such  irrigation  may  be  given  once,  or  in  severe  cases  twice  a 
day;  the  quantity  should  be  several  ounces  to  produce  more  than 
a  superficial  effect.  Kalt  uses  a  larger  quantity  of  permanganate 
solution,  but  does  not  lay  stress  on  the  temperature,  which  I 
desire  to  emphasize. 

In  recent  cases,  I  have  used  copious  irrigations  of  boric  acid, 
and  of  salt  solution  at  a  high  temperature,  and  have  been 
encouraged  to  continue  them  as  a  routine  measure. 

Cold  compresses  seem  illogical  in  all  stages;  they  depress  vitality 
more  than  they  inhibit  the  gonococcus.  It  is  probable  also  that 
cold  lessens  the  bactericidal  action  of  the  serum  and  the  leukocytes. 

It  is  easy  to  insert  a  thermometer  in  the  fluid  and  to  maintain 
a  fixed  temperature  by  a  small  lamp.  As  an  irrigator,  the  per- 
forated elevator  of  Callan  with  larger  apertures  for  the  fluid,  is 
better  than  the  funnel  which  Kalt  uses  for  irrigations  with  per- 
manganate solution,  because  with  the  former  the  current  is 
directed  toward  the  fornix  instead  of  against  the  cornea.  A 
small  elevator  should  be  used  for  children.  It  is  necessary  to 
use  great  care  in  introducing  it  to  avoid  injury  to  the  cornea. 

Finally,  it  would  seem  that  this  method  of  applying  heat  was 
better  than  hot  compresses  because  hot  compresses  in  practice 
act  as  a  poultice  and  retain  the  secretion,  and  if  given  care- 
fully, the  irrigation  does  not  seem  to  macerate  or  weaken  the 
epithelium  of  the  cornea.  Too  high  a  temperature  should  be 
avoided  until  its  effects  on  an  epithelium  already  depressed  have 
been  further  studied. 
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Another  measure  upon  which  it  is  premature  to  report  in 
detail  is  the  suspension  of  lactic  acid  bacillus  prepared  by  Dr. 
Charles  E.  North.  This  has  been  used  in  a  number  of  cases  at  the 
Foundling  Hospital  and  while  it  is  too  soon  to  claim  definite 
results,  it  is  at  least  harmless  and  has  seemed  to  hasten  recovery, 
notably  not  only  in  gonorrheal  opthalmia,  but  in  acute  conjunc- 
tivitis due  to  the  diplobacillus  and  to  the  pneumococcus.  This 
may  be  due  in  part  to  the  acid  reaction  of  the  solution,  since 
the  gonococcus  and  other  pathogenic  bacteria  grow  best  in  a 
slightly  alkaline  medium,  but  the  drying  of  the  secretion  and 
diminution  of  inflammatory  reaction  would  indicate  a  spedific 
antagonism  of  the  harmless  lactic  acid  bacillus  for  the  pathogenic 
cocci.  It  is  quite  painless  and  may  be  used  freely  to  irrigate  the 
conjunctiva  several  times  a  day. 

It  has  not  seemed  safe  in  severe  infections  to  confine  the 
treatment  to  this  suspension  of  lactic  acid  bacillus,  but  as  an 
adjuvant  to  the  usual  measures,  and  in  milder  cases  alone,  it  has 
won  a  place  in  our  routine. 

Phlyctenular  disease  is  no  familiar  that  one  hesitates  to  refer 
to  it,  but  its  etiology  and  nature  are  still  unknown.  It  is  prob- 
able that  the  general  group  of  so-called  phlyctenular  conjunctivitis 
and  keratitis  must  be  subdivided  into  at  least  two  distinct  forms. 

Morax,  quoted  by  Axenfeld,  does  not  consider  that  the  erup- 
tions at  the  margin  of  the  cornea  which  are  superficial  and 
vesicular  in  form,  or  which  may  occur  as  ulcers  in  the  course 
of  any  acute  conjunctivitis  are  of  the  nature  of  true  phlyctenules 
as  these  latter  are  subepithelial.  Leber  and  Baas  describe  the 
corneal  phlyctenule  as  a  solid  nodule,  beginning  beneath  the 
intact  Bowman's  membrane,  therefore  of  endogenous  origin; 
Leber  found  in  three  cases  out  of  four  numerous  giant  cells; 
so  that  the  structure  might  be  described  a  tuberculoid.  No 
bacteria  have  been  found  in  these  nodules. 

Scrofula  is  an  unscientific  word,  but  in  this  connection  it  is 
significant;  in  its  clinical  manifestation,  it  is  usually  associated 
with  phlyctenulosis  or  the  phlyctenular  disposition,  but  cases  of 
phlyctenules  occur  in  otherwise  healthy  eyes  and  in  children 
with  no  other  manifestation  of  scrofula;  it  is  probable,  then,  that 
these  conditions  have  a  common  cause,  but  may  not  be  coincident. 
Axenfeld  states  that  he  has  always  obtained  a  positive  reaction 
with  tuberculin  in  these  cases.  The  last  ten  cases  of  phlyctenular 
keratitis  that  I  have  seen  have  all  given  a  positive  reaction  to 
Von  Pirquet. 
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This  leaves  the  causation  of  the  group  of  superficial  vesicles  or 
pustules  open  and  they  may  be  due  to  the  action  of  the  diplo- 
bacillus  or  the  staphylococcus  or  to  the  Koch- Weeks  bacillus, 
but  the  clinical  evidence  points  to  a  predisposition,  even  if  the 
exciting  cause  in  these  cases  may  come  from  without.  It  is 
important  to  make  this  distinction  if  we  are  to  regard  true 
phlyctenules  as  manifestations  of  a  toxemia  probably  tubercular. 

It  has  been  suggested  that  the  cause  is  tubercular  toxin  from  a 
distant  focus,  but  they  occur  often  in  children  without  any  signs, 
such  as  the  glandular  enlargement  or  malnutrition  of  active 
tuberculosis;  moreover,  they  are  almost  entirely  limited  to  child- 
hood and  adolescence,  and  if  they  were  a  sign  of  toxemia,  they 
would  certainly  occur  in  outspoken  cases  of  the  disease  in  adults. 

Verhoeff  has  recently  offered  an  explanation  which  is  difficult 
of  proof  but  is  interesting.  He  attributes  them  to  the  phenomena 
of  Anaphylaxis.  To  quote  his  words:  "Let  us  suppose  that  in 
early  life,  perhaps  in  infancy,  an  infection  with  tubercle  bacilli 
takes  place  and  is  perhaps  followed  by  recovery.  In  accordance 
with  the  theory  of  Anaphylaxis,  all  the  tissues  might  be  sensi- 
tized by  the  toxins,  but  some  more  than  others.  If  the  child 
continues  to  live  under  satisfactory  hygienic  surroundings  and 
remains  otherwise  healthy,  no  harm  will  result.  But  if  some 
infectious  disease  like  measles  occurs  or  the  resistance  is  lowered, 
so  that  the  old  infection  becomes  active  again  or  a  new  infection 
follows,  under  these  conditions,  the  tissues  previously  electively 
sensitized  may  react  to  the  first  supply  of  tubercle  toxin,  thus 
producing  the  characteristic  lesion." 

That  is  to  say,  the  previous  infection  has  so  sensitized  the 
tissues  that  an  nsignificant  reinfection  or  exacerbation  will 
produce  results  out  of  proportion  to  its  own  magnitude. 

In  the  same  manner,  we  may  explain  the  reaction  to  tuberculin 
when  the  supposed  focus  is  undiscoverable.  Also  it  seems  fair 
to  assume  that  the  hypersensitiveness  may  diminish  with  years, 
thus  explaining  the  diminishing  frequency  of  phlyctenules  and 
scrofu'a  in  adult  life. 

It  has  been  said  by  Calmette  and  by  Wolff -Eisner  that  "those 
who  are  predisposed  or  susceptible  are  already  tuberculous  and 
are  actually  combating  tuberculosis."  This  is  not  a  new  idea, 
but  it  makes  it  doubly  important,  especially  in  children,  in  the 
warfare  against  this  disease  to  grasp  the  signs  of  a  latent  but  still 
active  focus  and  not  to  content  ourselves  with  treatment  of  the 
local  manifestiations. 
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Since  the  phlyctenules  are  not  due  to  direct  infection,  they  are 
self-limited  or  limited  by  the  resistance  of  the  soil,  therefore  the 
mild  irritation  of  calomel,  etc.,  promotes  their  absorption  and 
prevents  secondary  infection,  but  the  obvious  conclusion  is  that 
the  child's  resistance  must  be  built  up  in  every  way  to  prevent 
the  relapses  which  are  so  suggestive  of  the  underlying  condition. 

I  am  convinced  that  more  eyes  are  damaged  by  phlyctenular 
keratitis  than  by  gonorrhea.  Of  course,  the  injury  is  not  so 
severe,  but  an  opacity  or  a  facet  in  the  pupillary  zone,  among 
the  children  of  the  poorer  classes,  is  so  common  and  is  such  a 
serious  hindrance  to  higher  economic  usefulness  that  the  atten- 
tion of  the  general  practitioner  and  of  the  public  may  well  be 
drawn  to  these  fleeting  and  apparently  insignificant  eruptions. 

8  East  Fifty-fourth  Street. 


THE  IMPORTANCE  OF  DENTAL  ORTHOPEDICS  IN  THE 
NORMAL  DEVELOPMENT  OF  THE  CHILD.* 

BY 
FRANK  A.  GOUGH,  D.  D.  S., 

Brooklyn,  N.  Y. 
(With  nine  illustrations.) 

The  object  of  this  paper  is  not  only  to  bring  about  a  keener 
sense  of  our  responsibility  to  the  present  rising  generation  and  to 
emphasize  the  wonderful  possibilities  for  good  that  lie  within 
our  reach,  but  to  open  up  a  subject  the  discussion  of  which  will 
bring  about  a  better  understanding  of  the  necessity  for  more 
cooperation  in  those  fields  w^here  we  can  work  together  for  the 
benefit  of  our  patients. 

The  importance  to  every  child  of  an  opportunity  to  develop 
normally  under  favorable  conditions  can  hardly  be  overesti- 
mated. 

The  mental  efi"ect  of  any  marked  facial  deformity  cannot  help 
but  have  a  large  influence  in  shaping  the  child's  whole  life.  In 
illustration  of  this  fact  many  instances  may  be  cited  of  the 
differing  injurious  mental  effects  for  which  the  various  facial 
deformities  are  responsible  One  very  common  one,  with  which 
you  are  all  familiar,  is  that  of  the  mouth-breather  with  the  upper 
teeth  protruding  and  the  chin  receding  (Fig.  i). 

The  impossibility  of  closing  the  lips  gives  to  the  child  a  vacant 
look  and  an  appearance  of  being  half-witted.     These  children 

*  Read  before  the  Brooklyn  Medical  Association.  December  14,  1908. 
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are  always  sensitive  on  account  of  their  appearance,  and  when  in 
addition  to  the  suffering  they  endure,  in  thereby  feeling  com- 
peled  to  refrain  from  participating  in  the  enjoyment  of  social 
life,  they  are  also  humiliated  by  having  their  associates  consider 
them  mentally  inferior,  is  it  any  wonder  that  they  become  dis- 
couraged and  even  regard  themselves  as  lacking  mentality? 

The  same  mental  effect  may  be  seen  to  a  greater  or  less  degree 
m  practically  all  facial  disfigurements,  but  the  frequency  of  such 
malpositions  of  the  teeth  as  cause  facial  deformitv  is  so  marked 


Fig.  I. 

and  their  occurrence  has  so  greatly  increased  with  their  modern 
methods  of  living  that  our  consideration  of  the  subject  this 
evening  will  be  largely  from  the  standpoint  of  orthodontia. 

Orthodontia  is  the  science  of  normal  occlusion  of  the  teeth 
and  the  art  of  restoring  it.  No  other  form  of  facial  deformity 
plays  so  large  a  part  in  the  general  development  or  rather  lack 
of  development  of  the  child  as  those  associated  with  malocclusion 
of  the  teeth.  (Occlusion  as  applied  to  orthodontia,  meaning 
the  "normal  relation  of  the  inclined  planes  of  the  teeth  when 
the  jaws  are  closed  (Fig.  2). 

An  acceptance  of  the  extreme  theories  of  Fletcherism  is  not 
necessary  to  an  appreciation  of  the  important  part  the  teeth 
play  in  the  general  health  of  the  body  bv  the  proper  perform- 
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ance  of  their  function,  and  besides  if  the  oral  cavity  is  to  perform 
its  proper  and  complete  function  it  is  essential  that  there  be  a 
full  complement  of  teeth  present,  that  each  tooth  occupy  its 
correct  position  in  the  arch,  and  that  the  arches  when  closed  are 
in  their  normal  relation  to  each  other. 

Among  the  important  discoveries  developed  by  the  study  of 
oral  hygiene  is  the  fact  that  the  perfect  denture  in  normal  use 
is  practically  self-cleansing.  In  mouths  where  malocclusion 
exists,  the  crowded  and  overlapping  teeth  form  triangular  spaces, 
practically  impossible  for  the  patient  to  keep  clean  and  which 
invite  an  accumulation  of  detritus  which  furnishes  a  fertile  field 


Fig. 


for  the  development  not  only  for  such  bacteria  as  attack  the 
teeth  and  surrounding  tissues  producing  pyorrhea  and  caries, 
but  also  those  of  infectious  diseases. 

Proper  nourishment  as  well  as  plenty  of  oxygen  and  exercise 
is  essential  to  the  normal  development  of  a  child.  At  the  period 
of  life  when  a  change  is  being  made  from  the  deciduous  teeth  to 
the  permanent  ones,  the  eflficiency  of  the  dental  apparatus  may 
be  seriously  impaired  during  a  large  part  of  the  time  unless 
great  care  is  taken  to  prevent  the  premature  loss  of  temporary 
teeth,  or  impairment  of  the  function  of  these  little  teeth  by 
decay  or  other  dental  lesion.  With  any  impairment  it  is  easy 
for  the  child  to  form  the  habit  of  bolting  its  food,  a  habit  which 
may  follow  it  through  life. 

If  we  would  insure  immunity  from  dental  ills,  guard  the 
general  health  against  attack  from  infectious  diseases,  and  give 
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the   child   its   full   opportunity   for   complete   and   harmonious 
development,  we  must  institute  a  state  of  consistent  cleanliness 
and  m  order  to  make  this  condition  maintainable  the  denture 
must  be  complete,  the  arch  symmetrical,  the  occlusion  perfect, 
and  the  mastication  normal. 

Parents  desire  that  their  children  have  good  permanent  teeth 
but  how  few  thoroughly  realize  the  importance  of  saving  the 
deciduous  teeth  until  their  mission  is  accomplished. 

With  means  now  at  the  dentist's  command,  the  teeth  of 
children  should  be  cared  for  with  a  certaintv  that  will  insure  the 
saving  ot  them  until  a  time  when  they  mav  be  lost  with  no  harm- 
lul  results.      If  the  deciduous  teeth  are  extracted  prematurelv 


Fig.  s.— Skull  of  a  new  born  child  and  of  an  adult  man  drawn  to  approximately 
the  same  scale  (Henke). 

the  socket  will  fill  with  new  osseous  tissue,  hard  enough  in  many 
cases  to  turn  the  permanent  teeth  from  their  proper  positions,  or 
the  spaces  may  partially  close  up  causing  the  erupting  teeth  to 
take  a  position  either  inside  or  outside  of  the  arch.     On  the  other 
hand,  cases  present  in  which  the  child's  phvsical  condition  has 
been  such  that  nature  has  been  unable  to  absorb  the  deciduous 
roots  and  one  or  more  of  the  erupting  permanent  teeth  has  been 
deflected  from  its  proper  position  in  the  arch.     The  deciduous 
teeth  should  be  carefully  watched  and  on  those  rare  occasions 
where  extraction  is  indicated  it  should  only  be  resorted  to  at  the 
proper  time  and  after  having  made  a  thorough  examination  and 
study  of  the  case,  if  necessary  by  radiographs.     The  advance 
made  in  orthodontia  during  the  last  decade,  since  it  has  become 
a  distinct  specialty,  has  done  much  to  dispel  that  old  fallacy 
which  so  long  clung  to  the  dental  profession  of  advising  patients 
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to  delay  orthodontic  treatment  until  all  the  permanent  teeth 
have  erupted — now  dentists  are  beginning  to  realize  that  the 
erupting  teeth  migrate  wherever  the  mechanical  forces  which  are 
operative  compel  them  to;  and  the  alveolar  process  follows  and 
is  built  up  around  them  wherever  they  erupt,  the  size  and  shape 
of  the  jaw  being  influenced  by  the  arrangement  of  the  teeth. 

One  of  the  fundamental  laws  of  evolution  is  that  "function  is 
the  origin  of  structure"  and  an  altered  function  therefore  means 
an  altered  structure. 


Fig.  4. 


Nowhere  is  this  truth  more  strikingly  illustrated  than  in  the 
development  of  the  dental  arches  and  the  lower  part  of  the 
face,  and  yet  on  every  hand  (at  least  in  the  dental  profession) 
we  see  the  old  fallacy  of  "the  child  with  the  small  jaw  of  one 
parent  and  the  large  teeth  of  the  other." 

The  formation  of  bone  is  always  the  result  of  some  mechanical 
stimulus.  The  size  and  shape  of  the  maxillary  bones  are  governed 
absolutely  by  the  positions  of  the  teeth  and  the  action  of  the 
muscles.  In  other  words,  the  alveolar  process  forms  around  the 
teeth  wherever  they  tnay  erupt  and  the  alveolar  process  is  the 
important  factor  in  the  formation  of  the  bone  of  which  it  is  a 
part. 
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Mention  was  made  a  few  moments  ago  of  the  mouth-breather. 
In  this  connection  let  us  consider  the  development  of  the  skull 
(Fig.  3).  It  has  been  estimated  that  the  volumes  of  the  cranial 
to  the  facial  proportions  of  the  skull  have  a  ratio  of  8  :  i  in  the 
new-bom  child,  4  :  i  at  five  years  of  age,  and  2  :  i  in  the  adult, 
and  the  differences  are  seen  to  be  due  largelv  to  changes  in 
the  vertical  dimensions  of  the  maxillae.  The  superior  maxilla 
becomes  transformed  from  a  practically  solid  body  to  a  hollow 
shell    together   with    other    sinuses     There    is   a   forward    and 


Fig. 


downward  growth  of  the  mandible  together  with  a  lengthen- 
mg  of  the  ramus  and  an  increase  in  the  angle.  The  elevator 
muscles  all  being  attached  to  the  ramus  and  the  depressors 
all  being  attached  to  the  body  of  the  mandible  and  the  pull 
of  the  latter  being  downward  and  backward,  it  follows  that 
there  is  no  mechanical  stimulus  for  the  normal  forward  develop- 
ment of  the  mandible  excepting  such  as  is  brought  about  by  the 
occlusion  of  the  teeth.  If,  now,  through  nasal  occlusion  the  habit 
of  mouth-breathing  becomes  established,  the  mandible  is  deprived 
of  even  that  simulation  and  the  depressors  are  constantlv  acting 
in  a  direction  that  tends  to  make  the  angle  more  acute,  thus 
the-  lower  teeth  are  locked  distally  and  the  normal  forward  de- 
velopment of  the  jaw  is  arrested  (Figs.  4  and  5). 
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The  narrowing  of  the  upper  arch  and  the  pushing  forward  of  the 
upper  anterior  teeth  is  due  to  the  lack  of  the  mechanical  stimuli 


Fig.  6 


wh'ch   are   operative   in   normal    nasal    breathers.     In   normal 
breathers  the  mouth  is  in  repose  just  as  it  is  left  after  the  act 


Fig. 


of  swalloAving  and  in  that  act  the  tongue  is  pressed  upward 
filling  the  vault  and  producing  suction  of  the    ips  against  the 
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front  teeth  and  the  roof  of  the  mouth.  The  slight  suction  oc- 
curring many  times  a  day  and  the  constant  pressure  of  the  tongue 
against  the  teeth  provides  the  necessary  stimulus  for  the  normal 
development  of  the  arches. 

Now  let  us  suppose  that  early  in  life  a  child  had  some  form 
of  nasal  obstruction  (say  adeno  d  growths,  as  they  are  per- 
haps of  most  requent  occurrence)  sufficiently  pronounced  to 
cause  mouth-breathing,  but  the  cause  of  mouth-breathing  is 
recognized  and  removed  before  the  teeth  have  reached  such  an 
advanced  stage  of  malocclusion  that  a  closure  of  the  lips  has 
become  impossible;  the  result  is  that  during  the  period  in  which 


Fig.  8. 


mouth-breathing  obtained  the  lower  molars  were  forced  to  take 
a  position  distal  to  their  normal  occlusion  with  the  upper  molars, 
and  when  normal  breathing  is  again  established,  the  molars 
being  locked  in  distal  position  by  the  occlusion  of  their  cusps 
of  course  remain  so  locked,  but  the  muscles  of  the  lips  being 
well  developed  and  being  once  more  allowed  to  perform  their 
complete  functions  the  anterior  teeth  are  forced  back.  A  bunch- 
ing and  overlapping  of  the  anterior  teeth  necessarily  takes  place, 
resulting  in  the  form  of  malocclusion  shown  in  Figs.  6,  7  and  8. 

The  more  we  study  this  subject  the  more  apparent  it  be- 
comes that  a  normal  mouth  as  well  as  a  normal  nose  is  essential 
to  normal  breathing  and  to  the  full  development  of  the  internal 
bones  of  the  face. 

There  is  another  form  of  malocclusion  which  in  some  quarters 
is  believed  to  be  always  associated  with  enlarged  faucial  tonsils, 
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while  by  others  it  is  regarded  as  entirely  due  to  some  condition 
of  nasal  stenosis  which  has  caused  a  lack  of  development  in  the 
middle  third  of  the  face  (Fig.  9). 

Arrest  of  development  in  either  the  dental  or  the  nasal  region 
invariably  results  in  such  an  impairment  of  function  as  to  seri- 
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ously  affect    the   normal  and  harmonious  development  of   the 
child,  and  therefore  such  measures  as  tend  to  the  maintenance  of 
the  greatest  possible  efficiency  of  these  organs  cannot  be  too 
strongly  urged. 
162  Remsen  Street. 
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ACADEMY  OF  MEDICINE. 


SECTION  OF  PEDIATRICS. 
Meeting  of  January  14,    1909. 
Eli  Long,  M.  D.,  tn  the  Chair. 
Dr.  Rowland  G.  Freeman  read  a  paper  on 

ADENOIDS    IN    CHILDREN. 

Adenoid  hypertrophy  in  children  is  very  frequent  in  New  York. 
Indications  of  its  presence  usually  make  their  appearance  during 
the  first  year.  As  soon  as  symptoms  of  adenoids  appear  it  is 
important  to  remove  the  growth  before  mouth-breathing  becomes 
a  habit.  The  earliest  symptoms  during  the  first  year  are  snoring 
and  snuffles,  particularly  noticeable  at  night.  In  another  class 
of  cases  there  are  frequent  colds,  occurring  from  three  to  six  weeks 
apart.  There  might  be  paroxysmal  attacks  of  coughing  resem- 
bling those  of  whooping  cough. 

Dr.  Freeman  reported  the  case  of  a  child  in  an  institution  who 
had  paroxysms  of  coughing  resembling  whooping  cough.  The  at- 
tacks were  very  severe  and  prolonged  and  during  them  the  child 
would  become  cyanotic.  With  the  cough  the  child  expelled  any 
food  that  had  been  taken,  and  was  very  poorly  nourished  and 
emaciated.  Examination  showed  the  presence  of  adenoids  of 
large  size,  and  though  the  child  was  in  such  a  desperate  condition 
as  to  make  the  operation  dangerous  it  was  decided  best  to  risk 
the  operation.  No  anesthetic  was  given;  the  operation  could  be 
done  during  the  first  year  without  an  anesthetic  and  without 
frightening  the  child.  In  young  children  and  especially  in  those 
of  lymphatic  constitution  anesthetics  should  be  given  very  guard- 
edly. Nitrous  oxid  gas  was  preferable.  After  the  operation 
in  this  case  the  cough  was  almost  immediately  relieved,  vomiting 
ceased,  food  was  retained,  and  in  less  than  three  months  the  child 
had  gained  three  pounds. 

Dr.  William  P.  Northrup  said  that  Dr.  Freeman  had  been 
very  diligent  in  his  search  for  these  early  cases  of  adenoids  and 
had  taken  a  great  interest  in  them  and  much  pleasure  in  the 
results.  This  endeavor  to  take  care  of  the  snufflers  and  snorers 
was  certainly  a  step  in  advance.  The  operation  was  easy  and 
there  seemed  no  good  excuse  for  not  performing  it.  Dr.  North- 
rup said  he  wondered  why  this  early  operation  was  not  done 
oftener.     Dr.  Freeman's  results  had  been  very  satisfactory. 
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Dr.  Josephine  Hemenway  reported  two  cases  showing 

UNUSUAL    ASPECTS    OF    INFLUENZA. 

Case  I. — The  child  weighed  ten  and  one-half  pounds,  had  never 
had  any  acute  illness  prior  to  this  one  and  the  history  of  the 
feeding  was  unimportant.  Two  days  before  the  child  was 
brought  to  the  hospital  the  mother  had  noticed  that  the  child 
coughed,  was  fretful  and  feverish  and  she  was  treated  for  an 
ordinary  attack  of  bronchitis.  On  the  sixth  day  otitis  media 
developed  which  required  an  incision  of  both  drum  membranes. 
The  case  was  reported  on  account  of  the  temperature  curve 
which  was  quite  remarkable.  It  ranged  for  eleven  days  from 
95  to  105.  The  child  did  not  look  unduly  ill  during  the  entire 
time.  A  culture  from  the  throat  showed  the  influenza  bacillus. 
The  ears  were  carefully  watched  and  at  other  times  it  became 
necessary  to  make  incisions  into  the  drum  membranes.  The  sur- 
geon suspected  sinus  thrombosis.  The  child  was  treated  by  sim- 
ple methods,  chiefly  by  stimulation,  and  on  the  twenty-third  day 
of  his  illness  the  temperature  fell  to  normal.  Seven  days  later 
the  temperature  again  arose  but  soon  fell  to  normal,  and  from 
that  time  the  child  made  a  good  recovery.  The  case  was  ap- 
parently nothing  but  an  attack  of  influenza,  with  a  remarkable 
temperature  curve  and  a  complicating  otitis  media. 

Case  II. — A  child  four  years  old  had  acute  hemorrhagic 
nephritis.  She  had  been  apparently  well  except  for  many  at- 
tacks of  bronchitis.  She  had  never  had  any  contagious  or  infec- 
tious disease,  but  in  December  last,  the  mother  noticed  that  she 
had  an  acute  coryza,  enlargement  of  the  lymph  glands  and  a  slight 
cough.  The  temperature  ranged  from  loi  to  103,  the  urine  was 
coffee  colored  and  there  was  some  prostration.  Careful  examina- 
tion revealed  nothing  but  a  slight  bronchitis  and  a  systolic  mur- 
mur at  the  apex  of  the  heart.  The  urine  was  scanty  and  blood- 
colored,  albumin  and  some  granular  casts  were  present  and 
there  was  a  specific  gravity  of  1030.  Cultures  made  from  the 
throat  showed  the  presence  of  the  influenza  bacillus.  Cultures 
of  influenza  bacillus  could  not  be  recovered  from  the  urine.  After 
four  days  the  temperature  gradually  fell  to  normal  and  a  slow 
recovery  took  place.  The  urine  became  practically  clear  and 
the  child  left  the  hospital  one  month  after  admission  with  an 
apparently  normal  urinary  condition. 

Dr.  Charles  Herrman,  in  discussing  the  first  case  said  that 
he  had  not  found  cases  of  influenza  with  marked  remissions  of 
temperature  very  rare;  recently  he  had  seen  some  cases  of  this 
nature.  If  influenza  was  epidemic  and  a  child  presented  this 
peculiar  kind  of  a  temperature  curve,  he  would  be  strongly  in- 
clined to  the  diagnosis  of  influenza. 

Dr.  William  P.  Northrup  presented  a  case  of 

blue  baby. 

He  had  seen  a  young  girl  who  was  a  neighbor  of  his  riding 
a  tricycle  one  cold  day.     He  noticed  that  she  was  blue  and 
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looked  uncomfortable,  even  her  fingers  were  blue,  in  fact  she  was 
almost  indigo.  He  asked  her  to  appear  at  his  clinic  that  he 
might  deliver  a  lecture  on  her  condition  and  he  told  the  class  that 
she  no  doubt  presented  the  characteristic  lesion  in  the  heart  pro- 
ductive of  this  condition,  and  in  all  probability  had  a  loud  systolic 
murmur.  Upon  careful  examination  he  could  hear  nothing  abnor- 
mal and  so  reported  to  the  class.  The  case  was  interesting;  the 
girl  was  always  blue  and  cold  and  yet  without  any  murmur.  Her 
chief  complaint  was  loss  of  appetite  and  coldness.  She  often 
suffered  from  complete  exhaustion.  The  rc-rav  showed  that  the 
size  of  the  heart  was  normal.  Dr.  Northrup  said  that  for  ten  years 
he  had  been  curator  at  the  Foundling  Hospital  and  had  studied 
these  cases  from  the  beginning  to  the  end.  In  Dr.  O'Dwyer's 
time  he  had  four  cases  under  observation  at  the  same  time,  one 
of  which  was  of  exceptional  interest.  He  reported  the  case  for 
diagnosis  to  the  American  Pediatric  Society  which  was  meeting 
in  New  York  City  at  that  time.  Each  diagnosis  made  dififered 
from  the  others.  In  the  case  presented  the  trouble  was  a  narrow- 
ing of  the  pulmonary  artery  and  an  incomplete  septum  ventricu- 
lorum.  Twelve  such  cases  had  come  under  his  observation.  His 
experience  had  led  him  to  believe  that  when  a  child  was  born 
blue  and  stayed  blue  there  was  but  one  lesion  present  to  account 
for  the  condition.  This  was  a  narrowing  of  the  pulmonary  artery, 
or  the  orifice  leading  to  the  conus  arteriosus,  with  a  narrowing 
of  the  septum  ventriculorum.  Dr.  Northrup  related  several  cases 
where  there  was  transposition  of  parts,  cases  where  there  was  no 
septum  between  the  auricles  and  yet  no  symptoms  were  evident. 
He  related  one  case  of  destruction  of  the  septum  ventriculorum 
in  which  there  were  no  symptoms.  While  he  had  this  case  at  the 
clinic  a  case  with  burns  was  brought  in  which  had  an  ideal  loud 
systolic  murmur  at  the  second  space  and  yet  no  blueness.  In 
99  out  of  ICO  cases  of  children  born  blue  and  remaining  blue 
after  birth,  the  cause  would  be  found  to  be  a  narrowing  of  the 
pulmonary  artery  and  more  or  less  imperfection  of  the  septum 
ventriculorum 

Dr.  Rowland  G.  Freeman  thought  that  all  the  men  who 
had  served  as  pathologists  at  the  Foundling  Hospital  had  been 
convinced  of  the  wisdom  of  Dr.  Northrup's  teaching  in  regard 
to  the  common  lesion  in  congenital  heart  cases.  He  had,  at 
present,  a  blue  baby  of  three  months,  with  no  murmur.  In 
reply  to  a  question  he  said  that  Dr.  Morse,  of  Boston,  reported 
having  followed  thirty-two  cases  of  congenital  heart  defect.  In 
several  of  these  cases  where  there  were  murmurs  they  disap- 
peared in  later  life.  This  seemed  to  indicate  that  they  had 
recovered  from  the  condition. 

Dr.  Henry  Dwight  Chapin  reported  a  case  of 

CONGENITAL  PYLORIC  STENOSIS!       OPERATION:       DEATH. 

This  baby,  two  months  old,  was  brought  to  the  dispensary  and 
a  diagnosis  of  pyloric  stenosis  was  made.     The  labor  was  normal 
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and  the  baby  breast-fed  for  three  weeks  after  birth.  The  child 
had  proiectile  vomiting  which  had  increased.  This  occurred 
one  hour  after  each  feeding.  The  child  had  six  stools  a  day. 
Ph3'sical  examination  showed  an  enlarged  abdomen;  peristalsis 
was  noted  over  the  stomach.  Barley  water  and  various  milk 
formulas  were  given  and  vomited.  After  a  large  dose  of  bismuth 
an  3C-ray  was  taken.  Dr.  Putnam  was  called  in  and  agreed  in 
the  diagnosis  of  pyloric  stenosis.  Operation  was  advised  and  a 
gastroenterostomy  was  done.  The  child  lived  only  a  few  hours 
after  the  operation.  The  stomach  was  shown  together  with  a 
number  of  slides.  There  was  present  an  increase  of  connective 
tissue  and  infiltrating  cells  at  the  pyloric  end  of  this  organ. 

Dr.  Putnam  said  that  the  baby  was  extremely  weak  and  an- 
emic at  the  time  of  operation,  weighing  but  five  and  one-half 
pounds.  They  had  tried  for  three  days  to  feed  the  child  in 
order  to  improve  its  condition  but  vomiting  was  persistent. 
The  stomach  was  washed  and  a  Heinche-Mickulicz  [pyloropasty 
was  done.  The  stomach  was  found  to  be  much  distended  with 
gas  and  a  tumor  presented  at  the  pylorus.  Scudder,  of  Boston, 
believed  in  the  operation  of  gastro-enterostomy  for  these  cases. 
Nicoll,  of  Glasgow,  had  had  success  with  these  cases  by  doing  a 
submucous  pyloroplasty.  The  best  end-results  were  obtained, 
as  a  rule  when  the  pylorus  was  left  as  nearly  normal  as 
possible. 

Dr.  Dennett  had  had  three  such  cases  during  the  last  year 
and  in  all  the  peristalsis  was  noted  as  going  from  left  to  right. 
There  was  no  reverse  peristalsis.  Tumor  had  not  been  noted 
at  any  time. 

Dr.  Putnam  said  that  in  the  case  reported  the  tumor  was 
felt  only  when  the  child  was  under  ether. 

Dr.  Charles  Herman  said  that  some  authors  had  endeavored 
to  differentiate  sharply  between  cases  of  pyloric  stenosis  and 
pyloric  spasm.  The  case  described  by  Dr.  Chapin  showed  how 
difficult  this  might  be  as  at  one  time  the  bowels  were  loose  and 
no  tumor  was  palpable  until  the  patient  was  under  ether  at  the 
time  of  the  operation.  The  question  that  arose  was  when  should 
they  operate?  Characteristic  cases  might  get  well  without 
operation  but  he  thought  it  was  better  to  attack  them  early 
rather  than  to  wait  and  take  the  chances  of  the  child's  getting 
well  without  operation. 

Dr.  Godfrey  R.  Pisek  believed  that  by  distending  the 
stomach  by  a  considerable  amount  of  pabulum  and  endeavoring 
to  get  some  of  it  through  the  stenosed  orifice  some  relief  might 
be  obtained.  If  some  food  could  be  forced  through  there  would 
follow  an  increase  in  nutrition  and  the  child's  chances  of  life 
vould  be  improved.  This  method  might  possibly  be  of  aid  in 
making  a  diagnosis. 

Dr.  Eli  Long  said  that  in  view  of  the  high  mortality  attendant 
upon  these  operations  in  infants,  an  early  and  exact  diagnosis 
should  be  made  before  operation  was  considered. 
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Dr.  Edward  D.  Fisher  presented 

A  CASE  for  diagnosis. 

A  boy  thirteen  years  of  age.     The  father  was  healthy  but  the 
mother  had  tuberculosis.     An  older  brother  was  ill  with  pul- 
nionary  tuberculosis.     The  boy  was  a  premature  baby,  born  at 
the  seventh  or  eighth  month.      He  weighed  but  two  and  one-half 
pounds  at  birth  and  was  very  feeble.     After   he    reached    the 
age  of  one  month  he  gained  flesh  and  strength  very  rapidly 
He  did  not  cut  his  first  tooth  until  he  was  two  years  of  age 
It  was  at  this  time  that  he  was  first  able  to  sit  up  alone      With 
each  double  tooth  he  had  convulsions,  and  he  did  not  talk  until 
he  was  five  years  old.     With  the  exception  of  a  slight  attack 
of  measles  he  was  well  until  the  age  of  seven  although  he  was 
undersize  and  mentally  deficient.     At  this  age  he  had  an  attack 
ot  scarlet  fever  with  convulsions  and  was  confined  to  bed  for 
about  three  months.     He  was  blind  for  a  week  after  one  con- 
vulsion of  great  severity.     At  this  time  he  complained  of  pain 
in  the  back  of  his  head  where  the  mother  said  that  she  could  feel 
a  protrusion  and  throbbing.     About  this  time  he  began  to  pass 
large    amounts    of    urme    and    to    drink    correspondingly    large 
amounts  of  water.     With  this  exception  the  bov  remained  well 
until  last  summer  when  he  had  one  convulsion  in  the  night      He 
was  up  the  following  morning  but  complained  of  pain  in  his  leg 
He  walked  unsteadily,  throwing  the  leg  outward.      During  the 
past  few  months  he  had  gained  in  flesh  and  strength  and  walked 
without   assistance   which   was  an   impossibility   three   months 
previously.     He  went  to  school  for  the  first  time  and  seemed 
rnentally   brighter.     The    urine    was   examined    repeatedly    but 
showed   nothing   abnormal   except   the   large   quantity   passed 
Examination  of  the  eyes  showed  slight  cloudiness,  of  'the  optic 
disks.     Nystagmus  was  also  noted.     There  was  also   intention 
tremor,  spastic  gait,  exaggerated  reflexes  and  a  peculiar  hesitat- 
mg  speech.     He   was   very   emotional,    mentally   deficient   and 
poorly  nourished.     A  possible  diagnosis  of  multiple  sclerosis  had 
been  suggested  but  while  this  disease  did  occur  in  children  it 
was  comparatively  rare,  and  he  had  never  known  of  a  child  born 
with  that  condition.     The  diplegia  and  the  polyuria  might  be 
explained  by  the  existence  of  a  basal  growth  near  the  floor  of 
the  fourth  ventricle  of  tubercular  origin.      It  was  interesting  to 
observe  that  the  child  had  lately  developed  mentally.     This  fact 
was  opposed  to  the  diagnosis  of  multiple  sclerosis  which  was  a 
progressive  disease,  marked  by  increasing  mental  weakness 

Dr.  Alfred  F.  Hess  had  seen  a  similar  case  some  years  ago 
where  there  was  the  same  gait,  staccato  speech  and  backward 
mentality.  He  followed  the  case  for  some  time  and  then  asked 
a  prominent  neurologist  to  make  a  diagnosis.  This  was  done 
but  no  positive  opinion  regarding  the  nature  of  the  disease  was 
given.  It  was  thought  possible  that  the  case  might  be  one  of 
multiple  scleroses  or  cerebellar  ataxia  of  the  Marie  type      The 
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child  had  difficulty  in  walking,  especially  in  going  up  stairs,  and 
was  also  of  premature  birth. 

Dr.  William  Van  Pelt  Garretson  said  that  at  the  Vander- 
bilt  Clinic  it  was  concluded  that  the  case  was  multiple  sclerosis. 
The  early  history  of  the  child  was  indicative  of  delayed  develop- 
ment. There  was  a  distinct  pulsation,  not  over  the  posterior  fon- 
tanelle  as  the  mother  said  but  over  the  site  of  the  torcular  her- 
ophili  where  the  bony  covering  was  imperfect.  There  was  some 
involvement  of  the  peroneal  muscles  of  the  right  leg,  noted  after 
the  convulsion  during  the  attack  of  scarlet  fever.  Since  scarlet 
fever  this  boy  had  developed  the  classical  picture  of  multiple 
sclerosis,  which  occasionally  followed  severe  infection.  The 
polyuria  was  to  be  explained  by  the  irritation  of  the  diabetic 
center  in  the  medulla  by  a  plaque  of  sclerosis. 

Dr.  Charles  Gilmore  Kerley  presented  charts  of 

SOME    unusual    cases    OF    PYURIA. 

He  had  seen  sixteen  or  seventeen  cases  and  in  only  two  or  three 
had  the  correct  diagnosis  been  made.  Seven  of  these  cases 
had  come  under  his  ovservation  since  last  June.  The  chief 
feature  of  the  disease  from  a  clinical  standpoint  was  the  tempera- 
ture curve. 

Case  I. — A  child,  eleven  months  of  age,  ran  a  temperature  of 
irregular  course.  He  had  been  treated  for  malaria  for  two 
months,  for  typhoid  fever  and  for  other  conditions  and  had  a 
temperature  of  104  when  he  first  saw  him.  The  blood  examina- 
tion was  negative.  There  was  pus  in  the  urine  which  disap- 
peared under  the  use  of  urotropin;  the  temperature  also  dropped 
to  normal  and  the  patient  made  a  good  recovery.  The  pyelitis 
was  of  the  colon  bacillus  type  in  this  instance. 

Case  II. — :An  infant,  fourteen  months  old,  whose  case  was 
similar  to  the  first  case.  In  August  last  the  child  had  an  acute 
attack  of  colitis  and  ran  a  temperature  as  high  as  106.  The  urine 
was  found  to  contain  large  quantities  of  pus,  but  under  urotropin 
the  pus  disappeared  and  the  temperature  dropped  to  normal. 
The  child  had  been  practically  well  since  October. 

Case  III. — This  case  like  the  others  had  symptoms  of  intes- 
tinal infection.  She  was  brought  from  the  country  to  the 
city  in  September;  she  had  mucus  in  her  stools,  which  were 
green  in  color;  she  was  prostrated  and  had  some  fever.  The 
temperature  remained  normal  for  three  days  and  then  rose  to  105 
and  it  was  found  that  she  had  pyelitis.  The  temperature  soon 
became  normal  again  and  the  child  was  bright  and  playful,  and 
there  was  a  sudden  rise  without  any  apparent  cause  except  the 
condition  of  the  urine.  The  temperature  remained  normal  for 
about  fifteen  days  and  again  arose.  The  pus  disappeared  from 
the  urine  and  the  temperature  became  normal  under  the  admin- 
istration of  urotropin.  All  the  cases  had  a  temperature  higher 
than  would  be  expected  with  the  condition  of  the  urine  and  all 
cases  recovered  under  the  use  of  urotropin. 
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Dr.  Henry  W.  Frauenthal  reported  a  case  of 

INFANTILE    PARALYSIS    INVOLVING    THE    MUSCLES    OF    THE    FACE 
AND    EXTREMITIES. 

The  case  was  one  of  a  series  of  sixteen  cases  collected  in  the 
past  two  years.  The  boy  had  infantile  paralysis  at  the  age  of 
fourteen  months  which  involved  both  right  extremities  and  all 
the  muscles  of  the  right  side  of  the  face  and  the  right  eye.  The 
most  interesting  points  in  this  case  were  that  up  to  six  months  ago 
he  could  not  close  his  right  eye  and  had  no  vision  in  that  eve. 
All  the  muscles  on  the  right  side  of  the  face  were  paralyzed. 
Two  physicians  at  the  Hospital  for  Deformities  and  Joint  Diseases 
examined  him  and  claimed  that  he  gave  a  positive  reaction  of 
degeneration  and  that  there  was  no  hope  for  any  improvement 
so  that  it  would  be  a  waste  of  time  to  treat  the  boy.  Under 
skilled  massage,  combined  with  high  frequency  and  sinusoidal 
electricity,  he  had,  however,  improved.  He  could  not  close  hts 
eye  and  distinguish  objects  clearly  with  his  right  eye.  The  case 
was  interesting  because  all  the  text-books  on  Anterior  Polio- 
myelitis said  that  if  paralysis  existed  for  six  months  or  a  year 
without  improvement  none  would  take  place  under  any  form 
of  treatment,  and  because  when  there  was  a  positive  reaction  of 
degeneration  in  paralyzed  muscles  there  could  be  no  hope  for  im- 
provement or  recovery. 

Dr.  Alfred  F.  Hess  reported  a  case  of 

MILIARY   TUBERCULOSIS    DIAGNOSED    BY    FINDING    TUBERCLE 
BACILLI    IN    THE    BLOOD. 

The  child  was  three  and  one-half  years  old,  one  of  five  children. 
There  was  no  hereditary  disease  and  the  child's  past  history  was 
negative.  He  came  to  the  hospital  with  the  history  of  having 
had  pain  in  the  abdomen,  and  a  rise  of  temperature  for  three 
weeks.  There  was  no  headache  or  vomiting  or  other  symptoms. 
The  boy  seemed  to  be  in  fair  physical  condition.  The  tempera- 
ture ranged  from  loi  to  104,  respirations  were  60  and  pulse  160. 
Typhoid  fever  was  thought  of  and  the  Widal  reaction  was  tried 
which  was  negative  while  the  diazo  was  positive.  The  blood- 
count  showed  3,000,000  red  cells,  65  per  cent,  hemoglobin,  7,600 
leukocytes  and  65  per  cent,  polymorphonuclears.  There  were 
some  rales  in  the  chest  but  no  positive  diagnosis  could  be  made. 
Blood  was  taken  from  the  finger  and  smears  were  made  from  the 
sediment  of  the  blood  in  which  tubercle  bacilli  were  found  and 
then  a  positive  diagnosis  was  made.  A  lumbar  puncture  was 
made  and  30  c.c.  of  fluid  taken.  He  found  no  tubercle  bacilli 
in  the  smears  but  a  guinea  pig  was  injected  with  the  fluid. 
After  twenty  days  the  guinea  pig  was  killed  and  tubercle  bacilli 
were  found  in  the  omentum  and  in  the  glands.  He  later  found 
the  bacilli  in  the  sediment  of  the  cerebrospinal  fluid.  They 
were  not  found  in  the  sputum  or  in  the  stools.  The  patient 
was  removed  from  the  hospital  and  died  the  day  following.  No 
signs  of  meningitis  were  found. 
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DISEASES  OF  CHILDREN. 

Method     of     Administering     Antimeningitis     Serum. — C.     H. 

Dunn's  {Bost.  Med.  Surg.  Jour.  Dec.  3,  190S)  experience  with  the 
use  of  the  serum  in  fifty-seven  cases  of  epidemic  meningitis 
shows  that  the  results  are  largely  dependent  upon  the  method  of 
administering  the  treatment.  Its  efficacy  depends  upon  the 
concentration  of  the  serum  and  its  subdural  injection.  The 
technic  recommended  by  the  writer  is  to  perform  lumbar 
puncture,  prepare  to  give  the  serum  as  soon  as  meningitis  is 
suspected.  If  the  fluid  is  cloudy,  give  the  first  full  dose  of  serum 
without  waiting  for  the  bacterial  examination.  Further  doses 
are  only  to  be  given  in  case  the  diplococcus  intracellularis  is 
found  in  the  cerebrospinal  fluid.  The  serum  is  of  no  value  in 
other  forms  of  meningitis.  At  every  dose  give  as  much  as 
possible.  Always  withdraw  as  much  cerebrospinal  fluid  as 
possible.  Give  30  c.c.  in  all  cases  in  which  the  amount  of 
fluid  withdrawn  is  30  c.c.  or  less,  unless  a  distinctly  abnormal 
sense  of  resistance  is  encountered  after  as  much  has  been  in- 
jected as  has  been  withdrawn.  In  all  cases  in  which  the  amount 
of  fluid  withdrawn  is  more  than  30  c'c.m.,  give  as  much  serum 
as  the  quantity  withdrawn.  In  very  severe  or  fulminating 
cases,  in  which  the  amount  withdrawn  is  between  30  c.c. 
and  45  c.c,  give  45  c.c.  unless  abnormal  resistance  is  en- 
countered. In  very  severe  or  fulminating  cases,  repeat  within 
twenty-four  hours  as  soon  as  the  patient  begins  to  get  worse 
again,  or  at  twelve-hour  intervals.  In  average  cases,  repeat 
daily,  until  four  full  doses  have  been  given  in  all  cases.  If 
diplococci  persist  after  four  full  doses  have  been  given,  continue 
the  injections  until  they  have  disappeared.  If  subjective 
symptoms,  any  impairment  of  the  mental  condition  or  fever 
persist  after  diplococci  have  disappeared,  or  after  four  full  doses 
have  been  given  without  progressive  improvement,  wait  four  days 
if  the  condition  of  the  patient  is  stationary.  At  the  end  of  four 
days,  or  at  any  time  if  the  patient's  condition  is  getting  worse, 
repeat  the  treatment  with  four  daily  full  doses,  and  continue  as 
if  this  were  the  original  attack.  When  a  relapse  occurs,  either  by 
reappearance  of  diplococci  in  the  cerebrospinal  fluid  or  by  a 
reappearance  of  symptoms,  give  four  daily  full  doses  and  con- 
tinue treatment  as  if  this  were  the  original  attack.  Treatment 
along  these  lines  should  be  continued  until  the  patient  is  symp- 
tom-free, without  diplococci  in  the  fluid,  or  until  the  chronic 
stage  is  established.  In  the  chronic  stage,  watch  for  possible 
reappearance  of  diplococci  by  doing  occasional  luniljar  ])unctnres. 
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If  diplococci  reappear,  resume  treatment  with  the  serum  as 
above.  In  chronic  cases  with  excessive  cerebrospinal  fluid 
under  marked  pressure,  try  daily  lumbar  puncture  without  the 
injection  of  serum. 

Treatment  of  True  Pneumonia  with  Roemer-Pneumococcus 
Serum. — A.  Monti  (Arch.  /.  Kindcrkcil.,  Band  49,  Part  I  and 
II)  states  that  Romer  obtains  his  pneumonia  serum  from  asses 
and  calves.  The  author  has  made  use  of  it  in  twelve  cases,  of 
which  he  gives  the  histories.  In  all  of  them  temperature  fell 
and  resolution  took  place  from  the  second  to  the  fourth  dav 
after  treatment  was  begun.  The  general  condition  improved, 
and  dyspnea  diminished.  If  the  first  dose  was  too  small  the 
fever  was  not  affected  until  the  second  dose  had  been  given. 
The  local  process  is  influenced.  Repeated  doses  have  a  better 
effect  than  one  large  dose.  No  bad  eft'ects  were  noted  in  anv  case. 
Only  serum  treatment  was  given  in  the  author's  cases,  all  other 
remedies  being  withheld. 

Pathogeny  of  Tetany  of  Gastrointestinal  Origin  in  Infants. — 
E.  Gaujoux  {Ann.  de  Med.  et  Chir.  Inf.,  Nov.,  1908)  gives  as 
predisposing  causes  of  tetany  in  gastrointestinal  subjects 
hereditary  neuropathic  disposition  and  previous  debilitating 
influences.  Infectious  diseases,  cold,  and  emotions  are  deter- 
mining causes.  The  theories  of  the  causation  are  reflex  influences, 
which  the  author  puts  aside  as  improbable,  and  dehvdration. 
Intense  dehydration  such  as  occurs  in  cholera  always  causes 
motor  excitation  of  the  cephalic  and  medullary  centers.  When 
diarrhea  has  drained  the  liquids  from  the  body,  tetanic  con- 
vulsions occur.  This  dehydration  must  have  some  influence  on 
the  production  of  tetanus.  Rachitic  conditions  may  have 
some  effect  on  the  infant  as  well.  But  the  most  probable  cause  is 
auto-intoxication,  the  toxins  irritating  the  brain  centers. 

Necrotic  Anginas  in  the  Course  of  Scarlatina. — M.  Girou  (Arch, 
de  Med.  des  Enfants,  Nov.,  1908)  describes  necrotic  angina  as  a 
rare  complication  of  scarlatina;  yet  in  an  epidemic  observed  by 
him  in  1908  he  has  found  the  cases  rather  frequent,  having  seen 
six  in  the  last  twelve  months.  This  complication  may  occur  at 
any  stage  of  the  disease;  in  some  cases  it  begins  as  a  gangrenous 
process,  in  others  it  comes'  on  after  six  or  eight  days  of  illness, 
in  still  others  they  begin  in  convalescence.  There  seems  to  be 
no  definite  relation  between  the  gravity  of  the  disease,  the  in- 
tensity of  the  eruption,  the  symptoms  of  the  onset,  and  the 
appearance  of  the  slough.  They  are  always  accompanied  by 
hypothermia.  The  gangrene  involves  the  tonsils,  posterior 
pillars,  the  uvula  and  posterior  portion  of  the  palate,  but  never 
the  anterior  pillars.  The  mucous  membrane  becomes  grayish 
to  black,  bleeds  easily,  but  the  slough  cannot  be  easily  detached. 
These  are  not  true  false  membranes.  There  is  an  abundant 
discharge  from  the  nostrils,  and  the  breath  is  very  fetid.  The 
condition  may  be  propagated  to  the  middle  ear  or  the  mastoid 
process,  the  walls  of  the  buccal  cavity,  tongue,  and  internal  face 
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of  the  cheek.  There  is  always  a  marked  adenopathy.  The  tem- 
perature is  from  39  to  40°  C.  The  general  condition  is  bad  and 
the  pulse  small.  Edema  of  the  face  is  marked,  and  albumin- 
uria present.  Bacteriological  examination  showed  streptococci, 
staphylococci,  and  pneumobacilli.  Treatment  has  consisted  in 
injection  of  diphtheria  antitoxin,  local  washes  containing 
peroxide  of  hydrogen,  and  painting  with  chloride  of  zinc  or 
iodized  glycerine. 

Three  Cases  of  Infantile  Scurvy. — E.  Weill  and  M.  Pehu  (Lyon 
Med.,  Nov.,  1908),  after  describing  the  three  cases  of  scurvy 
mentioned  in  the  title,  consider  the  diagnosis  of  this  conditon. 
The  first  element  in  diagnosis  that  the  physician  should  think 
of  is  the  possibility  of  its  existence.  The  onset  is  gradual  with 
digestive  disturbances,  pallor,  and  pain  in  the  limbs,  excited 
by  movements,  but  not  involving  the  joint  structures.  The 
bones  become  enlarged  in  all  parts  of  the  skeleton.  An  impor- 
tant symptom  is  hemorrhage  into  the  substance  of  the  bones, 
tonsils,  orbit,  and  internal  organs.  Temperature  is  generally 
subnormal.  The  disease  is  essentially  chronic.  The  diagnosis 
must  be  made  from  articular  diseases,  from  paralysis,  and  from 
rickets. 

Loss  of  Appetite  in  Children. — I.  M.  Snow  (Jour.  Amer.  Med. 
Assn.,  Dec.  5,  190S)  says  that  a  child  from  two  to  ten  years  old 
may  be  brought  to  the  physician  with  a  complaint  that  he 
has  been  in  poor  condition  for  several  months  or  for  a  long 
time  has  been  alternately  up  and  down,  has  a  most  uncertain 
appetite,  will  often  refuse  several  successive  meals,  and  will 
habitually  reject  the  most  important  articles  of  diet.  The 
chronic  lack  of  appetite  is  associated  with  excessive  muscular 
weakness  and  certain  nervous  symptoms.  The  child  shows  a 
singular  unrest,  is  unable  to  keep  still,  but  tires  under  the  least 
exertion.  A  boy  of  this  type  will  show  no  physical  courage. 
A  girl  shows  her  feebleness  by  languid  movements  and  has  to  be 
urged  to  take  excercise.  If  under  five  years  of  age,  the  child 
may  behave  differently.  Part  of  the  time  he  is  running  about 
fussing  with  his  toys;  in  active  motion  for  a  few  minutes,  then 
lying  down  or  wanting  to  be  held.  He  is  either  in  incessant 
motion  or  limp  with  fatigue.  He  is  capricious  and  ill-tempered; 
will  not  eat,  play  or  sleep  at  the  right  time.  The  writer  advises 
that  such  cases  be  put  to  bed  and  kept  there  for  two  weeks.  In 
winter  the  patient,  well  wrapped  up,  may  be  given  an  airing 
with  the  windows  open.  In  the  summer  the  child  may  be  put 
in  a  hammock  or  may  lie  on  a  lounge  out  of  doors.  A  younger 
child  may  be  placed  in  a  perambulator,  but  not  moved.  The 
body  should  be  sponged  ofiF  and  well  rubbed,  morning  and  even- 
ing, as  a  matter  of  toilet,  and  also  to  relieve  the  restlessness.  A 
suitable,  nutritious  diet,  well  cooked,  varied  and  attractive, 
with  no  especial  restrictions  should  be  served.  The  child's 
attendant  may  amuse  him  with  games  and  toys  or  read  diverting 
stories,    but    may    never    scold    or    irritate.      Rest    should    be 
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continued  until  there  has  been  a  considerable  gain  in  weight,  a 
good  appetite  and  natural  sleep  for  ten  or  twelve  davs.  The 
child  may  then  be  dressed  and  given  an  hour's  perfect  freedom, 
out  of  doors  if  preferred.  Improvement  continuing,  the  period 
of  activity  may  be  progressively  increased  one  hour  more  daily 
every  three  or  four  days  until  the  child  has  six  hours'  perfect 
freedom  in  the  middle  of  the  day,  out  of  doors  for  a  part  of  the 
time.  If  the  child  be  still  delicate,  or  if  the  health  be  not  quite 
at  a  normal  standard,  the  short  day  should  be  continued  for 
several  months.  At  this  phase  in  the  treatment,  nutrition  is 
much  stimulated  by  a  change  of  air,  country  or  seashore. 

Stools  of  Infants. — It  is,  says  J.  Zahorsky  {Pediatrics,  Dec, 
1908),  gradually  becoming  recognized  that  the  so-called  curds 
iri  the  stools  of  infants  are  not  casein  coagula,  but  soaps.  To 
differentiate  between  these  the  writer  employs  an  iodin  stain. 
The  mass  of  feces  should  be  cut  in  half  in  order  to  expose  the 
inner  structure.  Tincture  of  iodin  is  then  poured  on  the  masses 
in  a  test-tube  or  dish.  After  ten  minutes  it  is  thoroughly  washed 
with  alcohol,  which  almost  completely  decolorizes  the  mass 
composed  of  soaps,  but  has  little  effect  on  the  brown-colored 
casein. 

Hyperpyrexia  in  Children.— Philip  Marvel  (Jour.  Avier.  Med. 
Assn.,  pec.  5,  1908)  says  that  pyrexia  is  a  complex  phenomenon 
occurring  as  a  result  of  infection,  injury,  nervous  shock  or  dis- 
turbance, the  causal  relations  of  which  are  as  yet  far  from  being 
wholly  understood.  Hyperpyrexia  is  merely  an  aggravated 
pyrexia,  and  when  present  in  certain  diseases,  such  as  broncho- 
pneumonia, meningeal  and  pulmonary  tuberculosis,  pneumonitis 
or  severe  injuries  to  the  nervous  system  is  of  grave  significance. 
The  rational  use  of  cold  water,  properly  sustained  by  artificial 
and  internally  stimulating  agents,  even  in  the  extremelv  high 
temperatures,  may  not  infrequently  be  followed  by  success. 
Hyperpyrexia  in  children,  though  always  signifying  grave 
danger,  is  not  so  likely  to  be  accompanied  by  fatal  results  as  in 
adults. 

Carcinoma  of  the  Vermiform  Appendix  in  a  Child. — H.  F.  Day 
and  L.  J.  Rhea)  Bost.  Med.  Surg.  Jour.,  Dec.  3,  1908)  report 
that  a  child  nine  years  and  one  month  old  complained  of  symp- 
toms corresponding  to  those  caused  by  acute  appendicitis. 
Local  peritonitis  and  a  gangrenous  perforated  appendix  contain- 
ing a  fecal  concretion  was  found  at  operation.  The  patient 
made  a  good  recovery.  Microscopically,  the  appendix  showed 
a  scirrhous  carcinoma,  which  involved  its  distal  8  mm.  and  had 
infiltrated  the  peri-appendicular  tissue.  There  was  also  acute 
inflammation  with  necrosis  and  chronic  inflammatory  reaction. 
The  tumor  was  probably  primary  in  the  appendix  because  it  was 
of  the  slow-growing  type,  because  primary  carcinoma  is  more 
common  than  metastatic  carcinoma  of  the  appendix,  and 
because,  seven  months  after  the  operation,  there  was  no  evidence 
of  recurrence  or  of  a  tumor  elsewhere  in  the  body. 
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Value  of  "Consultations"  for  Nursing  Infants  in  the  Struggle 
against  Infantile  Mortality. — Rousseau-Saint-Philippe  {Ann.  de 
Med.  et  Chir.  Inf.,  Dec.  15,  1908)  cites  puericulture  as  having  had 
its  commencement  in  France.  The  struggle  against  infantile 
mortality  has  been  waged  with  vigor  there.  There  the  con- 
sultations for  mothers  with  nursing  children  began,  and  there 
they  have  had  their  greatest  vogue  and  shown  their  greatest 
value.  After  considering  the  results  that  have  been  sought  and 
obtained  in  France,  the  author  gives  his  conclusions  as  to  what 
benefit  has  been  obtained.  There  is  no  doubt  of  their  value, 
and  that  they  should  be  continued  and  their  scope  widened  still 
further  in  special  conditions  and  surroundings.  Their  value 
consists  in  the  instruction  given  to  the  mothers  and  the  pure, 
aseptic,  and  healthy  milk  which  is  given  out.  Not  only  the 
children  under  one  year  should  be  brought  to  this  clinic,  but  also 
older  children;  and  not  only  the  well  ones,  but  also  those  who 
have  intestinal  troubles.  These  clinics  should  be  called  clinics 
for  the  bringing  up  of  children  at  the  breast  or  on  the  bottle,  and 
should  be  aided  by  public  funds.  In  appropriate  centers  hygiene 
of  infancy  should  be  taught,  and  not  only  mothers  and  women 
should  be  instructed,  but  also  medical  students  who  will  later 
be  obliged  to  fight  against  disease  in  children,  and  who  have 
not  now  such  opportunities  as  can  thus  be  furnished  them  for 
studying  this  work. 

Bactericidal  Property  of  Milk. — J.  S.  Evans  and  T.  A.  Cope 
{Univ.  Penn.  Med.  Bull.,  Nov.,  1908)  have  examined  milk  in  the 
same  way  that  they  had  studied  the  bactericidal  power  of  blood 
serum,  sterile  milk  being  obtained  by  inserting  a  sterile  cannula 
into  the  teat  after  thoroughly  cleansing  the  latter.  They  conclude 
that  freshly  drawn  milk  possesses  a  bactericidal  activity  toward 
certain  microorganisms,  and  an  inhibitory  activity  toward  others. 
This  activity  is  destroyed  at  68°  C.  and  materially  injured  at  55° 
C.  It  varies  in  different  cows  and  lasts  from  six  to  twelve  hours. 
Coagulation  and  acidity  of  milk  do  not  depend  solely  upon  the 
bacterial  content.  They  are  influenced  by  natural  properties 
of  milk  which  are  soon  overshadowed  by  the  metabolic  products 
of  bacteria.  Sterile  cow's  milk  freshly  drawn  is  acid  to  phenol- 
phthalein  and  increases  very  slowly  in  acidity  independent  of 
bacterial  metabolism,  due  probably  to  the  destruction  of  colos- 
trum cells.  Results  obtained  in  testing  milk  with  a  mixed 
bacterial  flora  are  influenced  by  bacterial  antagonism. 

Examinations  of  the  Blood  and  Urine  in  the  New-born. — V. 
Cathala  and  R.  Daunay  {L'Obstct.,  Dec,  1908)  have  studied  the 
condition  of  the  blood  and  urine  with  reference  to  the  production 
of  icterus  neonatorum.  Icterus  caused  by  the  destruction  of 
the  red  blood-corpuscles  has  been  called  icterus  from  globular 
fragility,  or  hemolytic  icterus.  We  can  dift'erentiate  biliary  and 
hemolvtic  icterus.  From  their  examinations  of  blood  and  urine 
the  authors  conclude  that  there  is  reason  for  the  name  fragility 
of  the  globules  in  the  presence  in  the  umbilical  cord  at  birth  of 
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blood-globules  that  are  easily  destroyed.  The  globular  resist- 
ance increases  for  several  days,  until  on  the  tenth  day  it  equals 
that  of  the  adult.  Granular  corpuscles  in  considerable  numbers 
may  be  seen  in  the  blood  of  the  new-born.  These  increase  in  the 
first  day  and  then  gradually  diminish  in  number,  becoming 
exceptional  after  the  eighth  day.  Nucleated  red  corpuscles  are 
also  seen  for  the  first  two  days,  also  polychromatophilia,  aniso- 
cytosis  and  myelocytes.  The  phenomena  of  agglutination  are 
observed  in  the  blood  of  the  new-born,  and  hemolysis  is  rarely 
seen.  In  some  infants  there  are  traces  of  hemoglobin  after  birth. 
Pigments  exist  in  serum  of  the  new-born,  especially  bilirubin. 
They  are  most  abundant  about  the  third  day,  and  diminish  from 
the  fifth  to  the  tenth  day.  Bile  pigments  are  found  in  small 
quantities  from  the  second  to  the  seventh  day.  All  these  char- 
acteristics are  more  marked  in  icteric  children.  The  char- 
acteristics of  the  blood  and  urine  of  icteric  infants  are  as  in 
icteric  adults,  of  the  hemolytic  type.  The  cause  of  the  globular 
fragility  in  the  new-born  is  undetermined;  it  may  be  a  remnant 
of  the  adaptation  of  the  fetus  to  intrauterine  life. 

Acute  Lymphocythemia  in  Children. — T.  R.  C.  Whipham 
Clin.  Jour.,  Dec.  i6,  1908)  reports  three  cases  of  this  affection 
which  occurs  chiefly  in  children  under  five  years  of  age.  En- 
largement and  slight  tenderness  of  the  glands  are  accompanied 
by  anemia  and  general  weakness,  which  rapidly  become  more 
marked.  In  very  rare  cases  the  glands  show  no  evidence  of 
being  affected,  but  as  a  rule  there  is  a  general  enlargement. 
The  superficial  groups,  such  as  the  cervical,  axillary,  and  inguinal, 
stand  out  as  definite  masses.  The  individual  glands  are  firm  and 
fairly  discrete,  and  show  no  signs  of  caseation  and  suppuration. 
At  times  they  are  tender,  and  so  hinder  the  natural  movements 
of  the  body  and  limbs.  Other  groups  are  also  affected;  the 
bronchial,  mediastinal,  mesenteric,  and  retroperitoneal.  Hemor- 
rhages are  a  prominent  feature;  these  occur  in  the  form  of  a 
purpuric  rash  over  the  trunk  and  limbs,  and  as  bleedings  from 
the  nose,  gums,  stomach,  or  intestinal  tract.  Hematuria  is  rare, 
but  retinal  hemorrhages  are  not  uncommon.  Vomiting  is  a 
frequent  symptom,  and  diarrhea  may  also  be  present.  The 
liver  and  spleen  are  usually  enlarged  to  a  varying  degree.  The 
temperature  presents  marked  fluctuations,  varying  between 
102°  and  104°  F.  toward  the  end,  with  a  corresponding  increase 
in  the  pulse-  and  respiration-rates.  The  disease  is  rapidly 
progressive,  a  fatal  termination  occurring  within  three  or  four 
months,  in  some  cases  even  within  two  or  three  weeks.  Death 
may  be  brought  about  by  a  superadded  bronchitis  or  pneumonia, 
or  may  be  the  result  of  increasing  anemia,  weakness,  and  coma. 
The  erythrocytes  may  be  reduced  to  about  1,000,000  per  cm. 
Poikilocytosis  and  polychromatophilia  are  generally  present, 
though  not  to  a  marked  degree,  while  erythroblasts,  or  nucleated 
red  cells,  are  to  be  met  with  in  small  numbers.  Very  rarely  a 
megaloblast  may  be  seen.     The  color  index  is  usually  about 
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normal.  The  leukocytes  may  be  normal  in  number  or  increased 
to  25,000.  The  lymphocytes  from  90  to  99  per  cent,  of  the  total 
leukocytes  and  are  usually  of  the  small  variety.  The  theories 
advanced  to  account  for  the  disease  are  (i)  that  it  is  due  to 
changes  in  the  bone-marrow;  (2)  that  it  is  due  to  some  affection 
of  the  lymph  nodes;  (3)  that  it  results  from  a  bacterial  infection 
of  the  blood.     Nothing  of  real  value  is  known  as  to  its  treatment. 

Hemorrhage  of  the  Adrenals  in  Infants. — From  an  analysis 
of  119  cases,  two  of  which  they  report,  J.  C.  Litzenberg  and 
S.  M.  White  (Jour.  Amer.  Med.  Assn.,  Dec,  1908)  conclude  that 
hemorrhage  of  the  suprarenal  capsules  is  more  common  than 
hemorrhage  in  the  other  viscera  in  the  new-born.  This  is  due 
primarily  to  the  close  relation  of  the  adrenals  to  the  vena  cava, 
making  congestion  easy,  and  to  the  peculiar  anatomic  construc- 
tion which  favors  hemorrhage.  A  weakness  of  the  vessel  walls, 
either  normal  delicacy  or  pathologic  alteration,  favors  the  rupture. 
The  place  of  election  of  the  hemorrhage  is  usually  in  the  internal 
cortical  zone  because  of  its  vascularity  and  the  anastomotic  ar- 
rangement of  the  vessels.  The  bleeding  always  follows  active 
or  passive  congestion.  Passive  congestion  may  be  caused  by 
difficult  labors,  obstetric  operations,  thrombosis,  or  anything  else 
that  would  favor  venous  stasis.  Active  congestion  is  induced 
by  infection  or  any  toxemia  which  incites  hyperemia  by  a  super- 
activity of  the  gland.  The  finding  of  the  pneumobacillus  of 
Friedlander  in  the  two  cases  reported  and  other  bacteria  in  five 
additional  cases  proves  beyond  question  that  infection  is  a  cause 
of  adrenal  hemorrhage.  Death  results  either  from  loss  of  blood 
or  an  interference  with  the  physiologic  function  of  the  gland. 

Infantilism. — A.  Hymanson  {Arch.  Ped.,  Dec,  1908)  reports  a 
case  of  the  Lorain  type  of  infantilism  in  a  boy  of  fifteen,  not  im- 
proving under  treatment  with  thyroid  extract.  He  quotes  Meige, 
who  divides  infantilism  into  two  varieties — the  myxedematous 
and  Lorain  types.  In  the  first,  deficient  or  abnormal  function 
of  the  thyroid  gland  is  always  present  and  it  sets  up  a  specific 
autointoxication  and  causes  a  retrogression  of  the  mental  and 
bodily  activity  of  the  patient.  There  is  an  arrest  of  development 
and  ossification.  In  the  Lorain  type,  there  is  a  defective  arterial 
development  (anangioplasia)  which  causes  insufficient  nourish- 
ment of  the  tissues.  A  skiagraph  of  the  hand  is  of  great  impor- 
tance in  differentiating  the  myxedematous  from  the  Lorain  type. 
If  we  find  that  there  is  a  deficiency  in  the  appearance  of  the  nuclei 
of  the  carpal  bones,  and  there  is  a  failure  of  the  metacarpals  or 
phalanges  to  unite,  then  the  case  belongs  to  the  myxedematous 
type  and  the  thyroid  treatment  is  indicated;  but  in  the  Lorain 
type,  where  ossification  is  premature,  the  thyroid  treatment  is  of 
no  value. 

Air  Infection  of  Minor  Importance. — C.  Y.  Chapin  {Jour.  Amer. 
Med.  Assn.,  Dec.  12,  1908)  thinks  that  though  the  theory  of  the 
aerial  transmission  of  disease  was  developed  as  the  most  reason- 
able way  of  explaining  the  phenomena  of  infection.     Contact 
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infection  with  carriers  and  missed  cases  affords  a  better  explana- 
tion of  the  phenomena.  The  best  medical  thought  has  been 
steadily  restricting  the  supposed  sphere  of  aerial  transmission. 
Only  a  few  authorities  now  assert  that  disease  is  carried  bv  the 
atmosphere  outside  of  dwellings,  and  this  assertion  is  made  only 
with  regard  to  smallpox.  Bacteriology  teaches  that  former 
ideas  in  regard  to  the  manner  in  which  diseases  may  be  air-borne 
are  entirely  erroneous;  that  most  diseases  are  not  likely  to  be 
dust-borne,  and  they  are  spray-borne  only  for  two  or  three  feet. 
Tuberculosis  is  more  likely  to  be  air-borne  than  is  any  other  com- 
mon disease.  Animal  experimentation  indicates  that  tubercu- 
losis may  be  air-borne  and  that  plague  and  some  other  diseases 
are  not.  Pathology  has  not  determined,  as  is  sometimes  alleged, 
that  even  pulmonary  consumption  is  an  air-borne  disease.  There 
is  no  good  clinical  evidence  that  the  common  diseases  are  air- 
borne. There  is  considerable  clinical  evidence  that  scarlet 
fever,  diphtheria,  smallpox,  measles,  whooping-cough,  typhoid 
fever,  and  plague  are  not  easily  transmissible  through  the  air. 
If  these  conclusions  are  correct,  we  should,  in  our  treatment 
of  contagious  diseases,  practise  strict  medical  asepsis.  This  we 
can  never  teach  people  to  do  so  long  as  they  continue  to  believe 
that  air  is  the  chief  vehicle  of  infection. 

Transmission  of  Tuberculosis  in  Children  through  Family 
Association. — C.  Floyd  and  H.  L.  Bowditch  {Bost.  Med.  Surg. 
Jour.,  Dec.  lo,  1908)  insist  that  in  endeavoring  to  control  tuber- 
culosis, proper  consideration  should  be  given  to  the  child.  Chil- 
dren are  peculiarly  susceptible  to  unhygienic  surroundings.  The 
mere  presence  of  tuberculosis  in  the  household  is  of  the  utmost 
importance  to  the  welfare  of  the  child.  For  in  each  home,  even 
where  cleanliness  of  person  and  habits  of  the  consumptive 
are  ideal,  there  is  still  a  minimum  amount  of  danger  of  infection. 
Where  carelessness  and  ignorance  abound,  contagion  is  not  only 
probable,  but  very  frequent.  In  the  writers'  study  of  1,000  chil- 
dren it  appears  that  whatever  the  mode  of  entrance  might  have 
been,  most  probably  direct  transmission  of  the  disease  from 
parent  to  child  was  the  most  important  factor.  Of  these  cases 
679  had  been  in  immediate  contact  with  tuberculosis  in  the  home. 

Transmission  of  Scarlatina  by  Milk  Bottles. — H.  B.  Wood 
{N.  Y.  Med.  Jour.,  Dec.  19,  1908)  reports  an  epidemic  of  sixteen 
cases  of  scarlet  fever  in  13  families,  all  persons  infected  using 
milk  from  the  same  dairy.  No  cases  could  be  located  at  either 
of  the  farms  supplying  the  latter  or  at  the  dairy.  All  milk  was 
bottled  at  the  dairy,  the  bottles  being  simply  washed  wdth  warm 
water.  When  their  sterilization  was  begun  the  epidemic  ceased. 
In  a  milk  epidemic  an  explosive  onset  indicates  rather  an  infected 
general  supply;  a  germ  carrier  in  the  dairy  would  be  more  apt  to 
give  an  epidemic  of  longer  duration,  considering  the  number  of 
infected  persons,  and  without  intervals  of  quiet  before  the  early 
cases.  The  daily  returning  of  infected  bottles  from  one  house- 
hold accounts  for  the  more  rapid  later  development  of  this  epi- 
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demic.  The  results  of  sterilization  add  weight  to  the  bottle  hy- 
pothesis. vSuch  results  show  the  necessity  of  at  once  controlling 
avenues  of  bacterial  escape,  the  danger  of  permitting  bottles 
to  go  from  any  household  where  illness  occurs  among  children, 
the  value  of  habitual  sterilization  by  both  householder  and 
dairyman,  and  the  necessity  of  competent  sanitary  ofificers  with 
legal  authority. 

Results  in  Cerebrospinal  Meningitis. — Leo  Cohn  {Berl.  klin. 
Woch.,  Jan.  ii,  1909)  says  that  of  all  forms  of  meningitis  the 
cerebrospinal  form  gives  the  best  prognosis.  The  mortality 
varies  from  twenty  to  eighty  per  cent,  in  various  epidemics. 
After  observing  the  epidemics  of  1905,  1906,  and  1907,  he  gives 
some  general  conclusions.  All  the  cases  were  diagnostically 
confirmed  by  the  finding  of  the  meningococcus  of  Weichselbaum. 
In  mild  cases  a  complete  cure  is  obtained.  In  severer  ones, 
and  even  in  the  most  severe  type  of  cases,  a  cure  without  any 
physical  symptoms  may  be  obtained.  Some  appear  cured  at 
first,  and  yet  the  effects  of  the  disease  appear  in  from  two  to  two 
and  a  half  years.  Four  weeks  after  convalescence  is  established 
we  may  fear  the  appearance  of  hydrocephalus.  The  compli- 
cation most  to  be  feared  is  deafness.  While  paralyses  and  optic 
nerve  affections  may  disappear,  deafness  is  generally  irreparable. 
Agglutination  of  the  blood  serum  with  the  meningococcus  was 
noted  in  two  cases  more  than  a  year  after  recovery. 

Treatment  of  Diphtheria  by  Pyocyanase. — Julius  Grosz  {Miinch. 
med.  Woch.,  Jan.  26,  1909)  describes  the  use  of  a  solution  of 
pyocyanase  as  a  local  application  to  diphtheritic  throats,  espe- 
cially in  diphtheritic  laryngitis.  It  was  used  only  in  severe  cases 
by  the  author,  in  twenty  out  of  fifty-six  cases  occurring  at  the 
hospital  at  Ofen-Pest,  in  1908.  It  was  used  as  a  spray  and 
by  inhalation.  With  the  spray  the  solution  could  be  applied  in  a 
more  concentrated  form  than  with  steam  inhalations.  The 
child  was  placed  in  the  intubation  position,  then  the  epiglottis 
was  found  with  the  finger;  the  tube  of  the  spray  was  introduced 
over  the  opening  of  the  larynx,  the  spray  blown  in  two  or  three 
times,  and  the  child  allowed  to  spit  out  the  excess.  The  diph- 
theritic process  was  markedly  influenced  by  the  application,  and 
the  membrane  was  separated  more  quickly  than  when  antitoxin 
alone  was  used.  Intubation  when  necessary  need  be  continued 
only  a  few  hours  or  days,  and  the  tube  may  then  be  removed 
permanently.  The  membrane  began  to  thin  at  the  periphery, 
and  when  it  had  disappeaied  the  mucous  membrane  was  left 
normal  and  clean.  The  temperature  fell  quickly  to  normal; 
the  general  condition  improved  rapidly  and  convalescence  began 
in  a  few  days.  The  effect  of  the  applications  was  undoubted. 
Fetor  of  breath  disappeared  at  once.  Complications  were  few. 
The  author  finds  that  the  results  under  his  observation  have  never 
been  so  good  in  severe  cases  of  diphtheria,  especially  among 
infants  from  one  to  two  years  of  age,  as  under  the  combined  serum 
and  pyocyanase. 
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New  York. 
FELLOWS  OF  THE  AMERICAN  GYNECOLOGICAL  SOCIETY: 

At  the  close  of  our  last  meeting,  one  year  ago,  I  expressed 
the  hope  that  the  Great  Reaper  would  find  no  harvest  in  our 
midst  during  the  intervening  months,  that  all  should  enjoy 
the  best  of  health  and  an  assured  return  to  this  meeting  in  New 
York. 

Alas,  it  is  to  be  said  with  deep  regret  that  three  of  our  number 
will  return  no  more.  Dr.  Edebohls  died  August  8,  1908;  Dr. 
Murray,  February  27,  1909,  and  Dr.  Reamy,  March  11  of  this 
year.  All  contributed  loyally,  each  in  his  individual  sphere,  to 
the  advancement  of  our  art  through  the  medium  of  our  Transac- 
tions. We  shall  miss  their  enthusiasm,  their  wise  counsel,  and 
their  genial  presence.  Our  estimate  of  their  individual  characters 
and  worth  will  have  fuller  expression  at  another  time  and  from 
those  more  worthy  to  do  them  justice. 

As  the  distinguishing  mark  of  this  meeting  is  the  commemora- 
tion of  McDowell's  great  achievement  in  conclusively  demon- 
strating that  oophorectomy  was  a  justifiable  and  life-saving 
operation,  it  seems  to  me  appropriate  to  refresh  our  memories 
by  a  brief  review  of  the  circumstances  attending  this  great 
achievement. 

*The  president's  address  before  the  American   Gynecological   Society    Anril 
20-22,  1909.  '  ^ 
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Just  loo  years  ago,  in  the  year  of  Our  Lord  1809,  Ephraim 
McDowell,  a  physician  and  surgeon,  in  the  little  country  town  of 
Danville,  Ky.,  incised  the  abdomen  of  a  woman  and  removed 
therefrom  an  ovarian  tumor  after  ligating  its  pedicle.  How 
simple  an  act  this  seems  to  all  of  us  to-day,  and  yet  it  was  a 
deed  that,  like  the  first  shot  at  Lexington,  has  reverberated 
around  the  world.  The  significance  of  it  resides  in  the  fact  that 
it  was  the  first  time,  in  the  history  of  man,  that  it  had  ever  been 
done.  It  was  an  act  that,  in  its  far-reaching  consequences,  has 
immortalized  McDowell,  and  makes  us  all  glad  to  be  here  to-day 
to  pay  tribute  to  the  keen  surgical  instincts  and  the  courage  of 
the  man  who  dared. 

Ovarian  cysts  had  from  the  remotest  time  been  the  scourge  of 
w^omankind.  It  w^as  indeed  a  malignant  disease,  the  victim 
of  which,  after  the  tumor  had  attained  a  size  to  be  recognizable, 
lived  from  two  to  three  years,  suffered  untold  agonies,  and  died 
of  exhaustion.  Numberless  autopsies  had  been  performed 
upon  these  unfortunates.  The  pathology  of  the  disease  was 
known,  and  the  general  adhesions  that  were  so  uniformly 
present  in  the  advanced  stages,  with  frequent  suppuration  within 
the  cyst — these  all,  combined  with  the  supreme  respect  enter- 
tained for  the  peritoneal  cavity — forbade  any  but  the  boldest 
entertaining  any  idea  of  attacking  a  case  with  the  hope  of 
removal  and  absolutely  prevented  any  surgeon  from  under- 
taking it.  The  treatrnent  as  practised  by  an  occasional,  unusually 
bold  surgeon  consisted  in  tapping  and  sometimes  even  in  making 
a  short  incision  to  evacuate  the  cyst.  This,  however,  was  rarely 
resorted  to  till  the  patient  was  almost  in  extremis  and  the  cyst 
colloid,  hemorrhagic,  or  suppurating.  Iodine  injections  were 
then  applied  and  efforts  made  to  stop  the  secretion  of  the  cyst 
and  cause  it  to  cicatrize.  These  sad  and  hopeless  cases  were  on 
every  hand,  and  the  despair  of  the  profession. 

Like  a  piercing  ray  of  sunshine  out  of  the  western  sky,  came 
the  message  that  an  unknow^n  surgeon  in  the  backwoods  of 
Kentucky,  had  proposed,  no,  not  proposed,  but  had  actually  done 
the  deed  that  solved  the  problem  and  emancipated  woman  from 
this  awful  curse.  Was  this  an  angel  of  light?  Was  his  inspi- 
ration a  gift  from  Heaven?     Whence  came  he  and  who  was  he? 

Ephraim  McDowell,  the  son  of  Scotch-Irish  parents,  was  born 
in  one  of  the  southern  tier  counties  of  the  State  of  Pennsylvania, 
November  11,  1771.  When  a  child  the  family  migrated  to 
Rockbridge  County,  Va.     There  the  family  lived  for  eleven  years. 
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when  they  became  enthused  with  the  idea  of  going  west,  and 
with  their  household  goods  made  their  w^ay  over  the  mountains. 
There  they  joined  their  fortunes  with  the  early  founders  of  the 
town  of  Danville,  Ky. 

The  subject  of  our  sketch  received  such  early  intellectual 
training  as  was  to  be  secured  at  the  home  fireside  and  in  private 
schools  of  the  neighborhood.  As  soon  as  he  decided  to  make 
medi^cine  his  profession  he  returned  to  their  former  vicinage  in 
Virginia,  and  remained  two  or  three  3^ears  as  a  medical  student 
in  the  office  of  a  Dr.  Humphrey,  of  Staunton.  This  was  doubtless 
very  desultory  work,  but  in  the  year  1793,  when  twenty-two  years 
of  age,  he  went  to  Edinburgh,  Scotland,  and  attended  lectures  at 
the  university  for  one  or  tw^o  winters.  It  is  interesting  to  know 
that  Drs.  Hosack  and  Davadge,  of  New  York,  were  also  students 
in  Edinburgh  at  this  time.  We  are  told  that  in  addition  to 
the  university  course,  McDowell  listened  to  the  private  lectures 
of  John  Bell,  the  most  able,  eloquent,  and  gifted  of  Scotch 
surgeons  of  that  day.  Bell  at  that  time  was  greatly  interested 
in  the  diseases  of  the  ovary,  and  in  his  impressive  manner 
painted  in  startling  colors  the  inevitable  death  to  w-hich  the 
victims  of  ovarian  cysts  were  doomed.  It  is  said  that  Bell  even 
suggested  the  hope  that  success  might  attend  an  operation  for 
removal. 

There  seems  to  have  been  quite  a  stirring  of  thought  in  this 
direction  at  that  time  in  the  minds  of  several  prominent  sur- 
geons. In  this  they  were  simply  emphasizing  the  suggestions 
made  years  before  by  Wm.  Hunter,  John  Hunter,  and  others. 
William  Hunter  is  quoted  as  saying:  "It  has  been  proposed, 
indeed  by  modern  surgeons  deservedly  of  first  reputation,  to 
attempt  a  radical  cure  by  incision  and  suppuration;  and  by  the 
excision  of  the  cyst.  I  am  of  opinion  that  excision  can  hardly 
be  attempted;  and  that  incision  and  suppuration  will  be  found 
by  experience  to  be  an  operation  that  cannot  be  recommended 
but  under  very  particular  circumstances.  The  trocar  is  almost 
the  only  palliative."  So  far  as  I  can  discover  this  is  the  first 
record  of  any  suggestion  of  the  possibility  of  excising  the  cyst, 
and  then  only  in  the  most  discouraging  terms.  This  was 
in  1757. 

In  1786  John  Hunter  said:  "If  taken  in  their  incipient  stage 
hydatids  of  the  ovary  might  be  taken  out,  as  they  generally 
render  life  disagreeable  for  a  year  or  two  and  kill  in  the  end. 
There  is  no  reason  why  women  should  not  bear  spaying  as  well 
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as  other  animals."  The  possibihty  of  extirpating  the  diseased 
ovary  was  also  discussed  theoretically  in  lectures  before  the 
Royal  Academy  of  Surgery  of  Paris  as  early  as  1774  by  Delaporte 
and  Morand. 

Whether  or  not  John  Bell  referred  in  his  lectures  to  these 
various  suggestions  we  know  not  nor  have  we  any  intimation 
from  McDowell  that  he  acted  upon  any  hint  or  suggestion  that 
he  received  while  abroad.  About  the  middle  of  the  last  century 
medical  literature  was  so  thoroughly  ransacked  and  scrutinized 
in  the  attempt  by  enthusiasts  of  England,  Germany,  and  France 
to  gain — each  for  his  own  country — the  honor  of  being  first  in 
this  field  that  the  slightest  passing  suggestions  have  been  brought 
into  the  limelight  and  made  to  do  duty  in  claiming  honors  in 
this  connection.  So  that  much  that  is  common  information 
now  may  have  been  entirely  unknown  at  that  time  even  to  the 
most  prominent  surgeons  and  teachers. 

It  is  natural  to  infer,  however,  that  McDowell  received  his  in- 
spiration for  the  operation  from  John  Bell,  and  when  the  proper 
circumstances  for  its  application  presented,  he  rose  to  the  occa- 
sion and  boldly  applied  the  remedy.  The  courage  required  to 
meet  this  emergency  can  only  be  appreciated  when  we  reflect  that 
anesthesia  was  unknown;  that  hypodermic  needles  for  adminis- 
tration of  stimulants  or  morphine  as  the  case  required  had  not 
been  invented.  That  saline  injections  for  relief  of  shock  were  still 
in  the  future.  That  the  operator  had  no  skilled  assistant  to  aid 
in  the  work,  and  the  trained  nurse  was  as  yet  untrained.  Fortu- 
nately for  the  operator's  steadiness  of  nerve,  sepsis  and  asepsis  were 
not  to  be  reckoned  with,  for  they,  too,  were  unknown.  So  he  had 
no  qualms  of  conscience  on  that  score.  His  report  on  the  case  is 
simple,  direct,  and  convincing.  He  says:  "In  December,  1809, 
I  was  called  to  see  a  Mrs.  Crawford,  who  had  for  several  months 
thought  herself  pregnant.  She  was  affl  cted  with  pains  similar 
to  labor  pains,  from  which  she  could  find  no  relief.  So  strong 
was  the  presumption  of  her  being  in  the  last  stage  of  pregnancy, 
that  two  physicians,  who  were  consulted  on  her  case,  requested 
my  aid  in  delivering  her.  The  abdomen  was  considerably  en- 
larged, and  had  the  appearance  of  pregnancy,  though  the  inclina- 
tion of  the  tumor  was  to  one  side,  admitting  of  an  easy  removal 
to  the  other.  Upon  examination  per  vaginam,  I  found  nothing  in 
the  uterus;  which  induced  the  conclusion  that  it  must  be  an  en- 
larged ovarium.  Having  never  seen  so  large  a  substance  ex- 
tracted,nor  heard  of  an  attempt,  or  success  attending  any  operation 
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such  as  this  required,  I  gave  to  the  unhappy  woman  information 
of  her  dangerous  situation.     She  appeared  wilhng  to  undergo  an 
experiment,  which  I  proposed  to  perform  if  she  would  come  to 
Danville  (the  town  where  I  lived),  a  distance  of  sixty  miles  from 
her  place  of  residence.    This  appeared  almost  impracticable  by  any, 
even  the  most  favorable  conveyance,  though  she  performed  the 
journey  in  a  few^  days  on  horseback.     With  the  assistance  of  my 
nephew  and  colleague,  James  McDowell,  M.  D.,  I  commenced  the 
operation,  which  was  concluded  as  follows :     Having  placed  her  on 
a  table  of  ordinary  height,  on  her  back,  and  removed  all  her  dress- 
ing w^hich  might  in  any  way  impede  the  operation,  I  made  an  in- 
cision about  three  inches  from  the  musculus  rectus  abdominis, 
on  the  left  side,  continuing  the  same  nine  inches  in  length,  paral- 
lel with  the  fibers  of  the  above-named  muscle  extending  into  the 
cavity  of  the  abdomen,  the  parietes  of  which  were  a  good  deal 
contused,  which  w^e  ascribe  to  the  resting  of  the  tumor  on  the  horn 
of  the  saddle  during  the  journey.     The  tumor  then  appeared 
full  in  view,  but  was  so  large  that  we  could  not  take  it  away 
entire.     We  put  a  strong  ligature  around  the  Fallopian  tube  near 
to  the  uterus;  we  then  cut  open  the  tumor,  which  was  the  ovarium 
and  fimbrious  part  of  the  Fallopian  tube  very  much  enlarged. 
We  took  out  fifteen  pounds  of  dirty,  gelatinous-looking  substance; 
after  which  we  cut  through  the  Fallopian  tube  and  extracted  the 
sac,  which  weighed  seven  pounds  and  a  half.     As  soon  as  the 
external  opening  was  made,  the  intestines  rushed  out  upon  the 
table,  and  so  completely  was  the  abdomen  filled  by  the  tumor, 
that  they  could  not  be  replaced  during  the  operation,  w^hich  was 
terminated  in  about  twenty-five  minutes.     We  then  turned  her 
upon  her  left  side  so  as  to  permit  the  blood  to  escape,  after  which 
we  closed  the  external  opening  wath  the  interrupted  suture,  leav- 
ing out  at  the  lower  end  of  the  incision  the  ligature  which  sur- 
rounded the  Fallopian  tube.      Between  every  two  stitches  we  put 
a  strip  of  adhesive  plaster,  which,  by  keeping  the  parts  in  contact, 
hastened   the   healing   of  the   incision.     We   then   applied   the 
usual  dressing,  put  her  to  bed,  and  prescribed  a  strict  observance 
of  the  antiphlogistic  regimen.     In  five  days  I  visited  her,  and 
much  to  my  astonishment  found  her  engaged  in  making  up  her 
bed.     I  gave  her  particular  caution  for  the  future,  and  in  twenty- 
five  days  she  returned  home  as  she  came,  in  good  health,  which 
she  continues  to  enjoy." 

From  a  later  note  we  learn  Mrs.  Crawford  lived  till  March  30, 
1 84 1,  a  period  of  thirty  years,  when  she  died  in  the  seventy- 
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ninth  year  of  her  age.  All  glory  to  the  stout-hearted  woman 
who  submitted  to  this  experiment  in  the  face  of  such  terrific 
suffering  and  jeopardy. 

The  account  of  the  operation  as  given  above  is  the  one  that 
McDowell  prepared,  and  in  connection  with  two  other  cases, 
all  of  which  were  successful,  he  sent  to  Philadelphia  for  publication 
in  the  year  1816;  seven  years  after  the  first  operation.  This 
report  was  published  in  a  Philadelphia  medical  journal  called 
The  Eclectic  Repertory  and  Analytic  Review,  October,  18 16.  The 
date  of  the  first  case  was  December,  1809;  the  second,  18 13,  and 
the  third,  May,  18 16.  The  first  case  was  reported  quite  fully,  the 
other  two  were  not  described  in  detail,  the  technic  being  omitted, 
except  in  so  far  as  certain  variations  were  made  to  meet  special  in- 
dications. It  is  natural  to  infer,  therefore,  that  with  the  excep- 
tion of  these  variations  the  technic  of  the  first  case  was  followed. 

The  statement  that  this  operation  had  actually  been  performed 
seemed  so  incredible  that  it  is  no  wonder  that  surgeons  and  medi- 
cal editors  searched  the  records  of  the  cases  for  reasons  to  justify 
their  incredulity.  In  the  Eclectic  Repertory,  18 17,  one  year 
after  McDowell's  report.  Dr.  Ezra  Michener,  of  Philadelphia, 
reported  a  ' '  case  of  diseased  ovarium. ' '  The  patient  died  without 
operation,  and  at  autopsy  the  "uterus  and  tumor  were  found  so 
intimately  united  as  to  render  it  impossible  to  distinguish  or 
separate  them."  Dr.  James,  of  Philadelphia,  a  distinguished 
teacher  of  obstetrics,  was  mentioned  as  having  been  in  consulta- 
tion. After  reporting  his  case,  the  author.  Dr.  Michener,  proceeds 
to  comment  upon  McDowell's  operation  as  follows:  "It  is  a 
wish  to  give  you  a  counterpart  of  Dr.  McDowell's  paper  that  in- 
duces me  to  offer  this  account  for  your  disposal.  While  his  hand 
holds  forth  the  successful  blade  as  an  ensign  for  the  bold  and  dex- 
terous surgeon,  may  I  point  to  the  dangers  which  lurk  under  the 
obscure  and  delusive  indications  of  this  species  of  disease.  It  is 
much  to  be  regretted  that  cases  so  interesting  to  the  community 
as  those  of  Dr.  McDowell,  and  as  novel  as  interesting,  should  come 
before  the  public  in  such  a  manner  as  to  frustrate  the  intention  of 
becoming  useful.  Far  be  it  from  me  to  arraign  the  probity  of 
Dr.  McDowell.  If  the  cases  he  relates  are — as  I  sincerely  hope 
them  to  be — correctly  stated,  no  remarks  of  mine  can  detract  from 
his  merit." 

Just  one  year  later,  18 18,  in  the  same  medical  journal.  Dr. 
Henderson,  of  Washington,  published  an  article  entitled,  "On 
Ovarian  Diseases  and  Abdominal  Steatoma."     The  case  reported 
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was  diagnosed  as  a  tumor  not  connected  with  the  uterus  or  the 
bladder.  The  tumor  was  tapped,  but  no  fluid  was  found  and  death 
followed  three  weeks  later.  At  autopsy  the  tumor  was  found 
to  be  a  steatoma  of  the  deep  layers  of  the  abdominal  wall,  pro- 
jecting into  the  abdominal  cavity,  and  weighed  about  nine  pounds. 
A  small  dermoid  cyst  of  the  right  ovary  was  also  discovered. 
At  the  close  of  this  report  the  author  comments  upon  Dr.  Mich- 
ener's  criticisms  of  Dr.  McDowell's  operation,  closing  with  the 
remark  that  "Dr.  Michener  will  probably  live  to  see  the  time 
when  he  will  with  pleasure  asknowledge  the  inapplicability  of 
the  views  held  out  in  his  paper  to  the  power  of  the  surgeon's 
discernment  and  the  effect  of  his  knife." 

This  article  of  Dr.  Henderson's  came  to  the  notice  of  Dr.  Mc- 
Dowell. He  thereupon  indicted  a  letter  to  Dr.  James,  the  consult- 
ant in  Dr.  Michener's  case,  replying  to  the  latter's  criticisms. 
The  date  of  publication  of  this  letter  is  September,  1819.  He 
says:  "Since  my  former  communication  I  have  twice  performed 
the  operation  of  excision,  w^hich  cases  are  subjoined."  The 
length  of  incision  in  McDowell's  first  case  was  stated  in  the  report 
at  nine  inches,  but  in  the  letter  he  says:  "As  I  did  not  actually 
measure  the  incision  it  would  perhaps  have  been  better  to  have 
said  an  incision  was  made  about  three  inches  to  the  left  of  the 
musculus  rectus,  extending  from  the  margin  of  the  ribs  to  the 
OS  pubis  on  a  woman  whose  abdomen  was  distended  by  a  tumor  to 
an  enormous  size." 

The  idea  of  the  patient's  abdomen  having  been  abraded  by  the 
horn  of  the  side  saddle  had  been  ridiculed,  and  to  this  McDowell 
made  answer. 

The  statement  that  McDowell  found  his  patient  making  her 
bed  on  the  fifth  day  after  the  operation  had  also  been  a  subject  of 
comment.  To  this  he  retorted:  "The  doctor's  skepticism  alone 
appears  to  have  carried  him  through  the  statement,  and  I  am 
surprised  that  he  will  even  admit  the  fact  of  her  returning  home 
on  horseback  in  five  and  twenty  days  after  the  operation,  a  dis- 
tance of  seventy  miles,  and  in  the  depth  of  winter."  The  state- 
ment that  the  patient  was  up  and  making  her  bed  on  the  fifth 
day  after  the  operation,  while  passing  the  credulity  of  surgeons 
of  his  time,  is  quite  comprehensible  in  these  later  days  of  early 
getting  up  after  operation. 

In  replying  to  the  alleged  meagemess  of  his  report  he  adds: 
"I  thought  my  statement  sufficiently  explicit  to  warrant  any 
surgeon's   performing   the   operation   when   necessary,   without 
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hazarding  the  odium  of  making  an  experiment,  and  I  think 
my  description  of  the  mode  of  operating  and  of  the  anatomy  of 
the  parts  concerned  clear  enough  to  enable  any  anatomist 
possessing  the  judgment  requisite  for  a  surgeon  to  operate  with 
safety.  I  hope  no  operator  of  any  other  description  may  ever 
attempt  it.  It  is  my  most  ardent  wish  that  this  operation  may 
remain,  to  the  mechanical  surgeon,  forever  incomprehensible." 

Upon  this  prima  facia  evidence  rests  the  claim  of  Ephraim 
McDowell  to  the  honor  of  being  the  first  ovariotomist.  Dr. 
Gross,  of  Philadelphia,  in  investigating  this  subject  many  years 
ago  secured  the  reports  of  three  more  cases  which  McDowell 
had  written  in  letters  to  various  surgeons  who  had  sent  him 
cases  for  operation.  Of  the  eight  cases  reported  by  McDowell 
(four  in  white  and  four  in  negro  women),  five  were  completed, 
three  were  unfinished  but  recovered.  Of  the  five  completed 
operations,  two  white,  three  black)  one,  a  negro,  died.  Mortality 
of  completed  operations,  20  per  cent. 

In  addition  to  this  we  have  the  testimony  of  his  nephew.  Dr. 
Wm.  A.  McDowell,  who  was  for  five  years  his  pupil  and  assistant 
and  two  years  his  partner,  who  tells  us  that  his  uncle  performed 
ovariotomy  thirteen  times,  with  eight  recoveries.  This  state- 
ment is  also  attested  by  Dr.  Allen  C.  Smith,  an  assistant  of 
McDowell  and  himself  a  successful  ovariotomist  during  his 
subsequent  career. 

The  second  ovariotomist  in  this  country,  and  indeed  in  the 
world,  was  Dr.  Nathan  Smith,  then  professor  of  surgery  in 
Yale  College,  New  Haven,  Conn.  This  operation  was  as  truly 
original  as  Dr.  McDowell's,  Dr.  Smith  being  at  the  time  entirely 
unaware  of  Dr.  McDowell's  work.  It  was  performed  at  Norwich, 
Vermont,  July  5,  182 1,  and  was  reported  in  the  America^i  Medical 
Record,  Philadelphia,  for  June,  1822,  also  in  the  Edinburgh 
Medical  and  Surgical  Journal,  for  October,  1822.  Dr.  Smith's 
technic  differed  in  several  details  from  that  of  McDowell's  first 
operation:  He  made  a  short  incision  below  the  umbilicus,  only 
three  inches  long,  tapped  the  cyst  and  drew  out  the  sac.  The 
omentum  being  adherent,  it  was  detached  and  two  arteries  in  it  tied 
with  leather  ligatures  (narrow  strips  cut  from  a  kid  glove).  Two 
arteries  in  the  pedicle  were  also  tied,  the  latter  being  dropped  into 
the  peritoneal  cavity  and  the  incision  closed.  The  cyst  contained 
eight  pints  of  fluid.  Convalescence  was  smooth  and  uneventful. 
The  patient  sat  up  and  walked  at  the  end  of  three  weeks. 

Dr.  Smith  states  that  he  was  led  to  perform  the  above  oper- 
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ation  from  the  fear  the  patient  had  of  speedy  death  from  the 
growth  of  the  tumor  and  from  the  fact  that  he  had  learned 
from  an  autopsy  and  from  several  specimens  of  dropsical 
ovaries  in  his  possession  that  adhesions  were  absent  or  so  slight 
as  to  be  of  no  practical  consequence  in  an  operation  for  removal. 
This  experience  differed  from  most  authorities  of  his  day. 
He  further  states  that,  "The  operation  persued  in  the  above 
case  is  the  same  as  I  have  described  to  my  pupils  in  several  of 
my  last  courses  of  lectures  on  surgery.  The  result  has  justified 
my  previous  opinions." 

Upon  this  point  he  was  obliged  to  change  his  opinion  for 
in  the  same  publication  and  on  the  same  authority.  Prof. 
Smith  is  credited  with  tw'o  other  cases  "in  which  he  attempted 
the  operation,  but  was  compelled  to  desist."  The  first  case 
referred  to  was  that  of  a  fibrous  growth  of  the  uterus,  and  in  the 
second  the  tur">or,  doubtless  an  ovarian  cyst,  completely  filling 
the  abdominal  cavity.  The  latter  patient  had  been  tapped 
two  or  three  times  previously.  The  adhesions  were  found  so 
extensive  and  firm  that  the  operation  had  to  be  abandoned. 
In  both  instances  recovery  followed  these  unfinished  operations. 

America  is  entitled  to  the  distinction,  therefore,  not  only  of 
having  two  originators  of  ovariotomy,  one  with  the  long  incision 
and  one  with  short,  but  she  had  also  two  educational  centers 
directing  the  attention  of  the  profession  thereto.  Philadelphia, 
at  the  time  McDowell  sent  there  the  reports  of  his  five  operations 
for  removal  of  diseased  ovaries  to  be  published  in  the  Eclectic 
Reportory,  was  the  greatest  center  of  medical  teaching  in  this 
country.  The  medical  journal  referred  to  was  as  respectable 
and  widely  known  as  any  other  then  published  in  the  United 
States.  Not  only  had  the  reports  of  these  unique  cases  in  all 
their  details  been  brought  to  the  notice  of  the  large  number  of 
readers  of  this  periodical,  both  at  home  and  abroad,  at  the  date 
in  question;  but  there  had  also  appeared  from  time  to  time,  in 
the  subsequent  issues  of  this  journal,  sharp  criticisms  of  the 
teachings  of  McDowell,  as  well  as  articles  in  defense  of  them,  not 
only  by  himself,  but  by  others.  All  this,  therefore,  tended  to 
prove  beyond  question  that  there  was  an  extended  knowledge 
among  intelligent  and  well-informed  physicians  at  that  period 
of  the  great  triumphs  of  the  Kentucky  surgeon.  Beside  this, 
Prof.  James,  then  one  of  the  ablest  teachers  of  obstetrics  and 
diseases  of  women  in  this  country  (to  whom  Dr.  McDowell 
directly  addressed  his  paper,  September,  1819,  accompanying  it 
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with  a  dignified  and  convincing  defense  of  the  principles  of  his 
operation),  availed  himself  of  every  opportunity  to  make  known 
to  his  large  classes  the  character  of  these  brilliant  operations  and 
the  influence  they  would  have  upon  the  profession. 

In  New  Haven,  Conn.,  we  find  another  center  of  medical 
teaching  as  well  as  educational  and  classical  instruction.  Dr. 
Nathan  Smith  was  directing  his  attention  and  that  of  his 
students  to  the  same  subject. 

A  most  interesting  feature  in  the  establishment  of  the  authen- 
ticity of  McDowell's  cases  now  presents  itself.  In  recognition 
of  the  obligation  McDowell  felt  to  his  former  teacher,  John  Bell, 
of  Edinburgh,  for  his  inspiration  in  undertaking  his  first  experi- 
ment, as  well  as  a  possible  feeling  of  pride  in  the  pleasure  his 
former  teacher  would  experience  in  knowing  that  one  of  his 
pupils  had  accomplished  the  deed  that  he  had  pictured  as  an 
ideal  procedure,  he  sent  a  duplicate  copy  of  the  report  of  his 
cases  to  him  at  Edinburgh.  It  so  happened  that  John  Bell  at 
this  time  had  gone  to  the  continent  for  his  health,  where  he 
remained  until  his  death.  The  manuscript  therefore  fell  into 
the  hands  of  Mr.  Lizars,  who  had  charge  of  Mr.  Bell's  patients 
and  professional  correspondence.  McDowell's  report  of  his  first 
three  cases  intended  for  Mr.  Bell,  slumbered  in  Mr.  Lizars'  pos- 
session for  more  than  seven  years,  when  Mr.  Lizars  published 
a  case  of  attempted  ovariotomy  by  himself  and,  as  a  justification 
of  his  bold  undertaking,  appended  thereto  McDowell's  report; 
this  was  in  1824.  Lizars  had  mistaken  a  phantom  tumor  with 
thick  abdominal  w^alls  for  an  ovarian  cyst;  had  incised  the  ab- 
domen from  two  inches  below  the  ensiform  cartilage  to  the  crista 
of  the  OS  pubis.     He  found  no  tumor  and  closed  the  incision. 

Peaslee's  comment  upon  this  reads:  "In  such  circumstances 
Dr.  McDowell's  report  of  three  cases  afforded  a  precedent  for 
Lizars'  operation,  if  it  did  not  indorse  his  diagnosis." 

Mr.  Lizars  does  not  refer  to  the  case  of  Nathan  Smith,  per- 
formed at  Norwich,  Vt.,  on  July  5,  182 1,  and  reported  two  years 
previously  in  the  same  journal  in  which  his  article  now  appeared, 
except  to  remark  that  Dr.  Smith,  of  Connecticut,  had  lately  per- 
formed the  operation  successfully.* 

This  appearance  of  McDowell's  report  came  as  a  startling  piece 

of  intelligence  to  the  professional  world  of  Great  Britain.     It 

was  received  there  also  with  great  incredulity,  the  editor  of  the 

Medical  Chirurgical  Review,  January,    1825,   remarking:     "We 

*  Edinburgh  Medical  and  Surgical  Journal,  October,  1822. 
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cannot  bring  ourselves  to  credit  the  statement.  Credat  judceus 
non  ego."  He  also  adds  in  a  succeeding  number  of  his  journal: 
"In  despite  of  all  that  has  been  written  respecting  this  cruel 
operation,  we  entirely  disbelieve  that  it  has  ever  been  performed 
with  success,  nor  do  we  think  it  ever  will."  This  same  spirit  of 
opposition  had  already  declared  itself  in  the  verv  journal.  The 
Eclectic  Repertory,  of  Philadelphia,  in  which  McDowell  first  pub- 
lished his  report,  as  I  have  already  narrated. 

Those  familiar  with  the  history  of  the  great  discoveries  in 
medical  science  that  have  set  the  mile-stones  of  progress  in  its 
career  are  not  surprised  to  find  the  same  spirit  of  conservatism 
(to  characterize  it  by  no  milder  term)  denouncing  the  operation 
of  ovariotomy  and  vilifying  the  operator.  How  strange  it  all 
seems!  This  was  true  of  Harvey,  Jenner,  Pare,  Oliver  Wendel 
Holmes,  and  all  the  rest. 

McDowell  in  his  first  five  cases  established  about  all  the  dis- 
tinctive and  important  principles  in  the  technic  of  oophorectomy. 
Except  in  the  one  particular  of  aseptic  precautions,  it  is  surpris- 
ing how  minutely  the  ovariotomist  even  of  to-day  in  dealing  with 
large  cysts  follows  him  in  the  successive  steps  of  the  operation, 
and  how  few  improvements  have  been  made. 

1 .  In  his  first  case  and  five  others  he  made  oflFhand,  his  sweeping 
long  incision  laying  open  the  abdomen  from  the  border  of  the  ribs 
to  the  spine  of  the  pubis,  sometimes  at  the  outer  border  of  the 
rectus,  sometimes  in  the  median  line.  In  two  cases,  the  third  and 
the  sixth,  he  used  the  short  median  incision  below  the  umbilicus. 

2.  The  principle  of  regarding  the  short  incision  as  exploratory, 
inserting  one  finger  or  hand  for  exploration  in  diagnosis,  holding 
in  reserve  the  practicability  of  enlarging  the  incision  and  com- 
pleting the  operation  or  puncturing  and  draining  the  cyst  when 
removal  was  impossible. 

3.  The  practice  of  avoiding  the  umbiHcus  in  extending  the  in- 
cision, going  around  it  to  the  right  or  left. 

4.  The  practice  of  turning  the  patient  upon  her  side  to  prevent 
the  fluid  getting  into  the  peritoneal  cavity  or  emptying  it  when 
it  had  escaped  into  it. 

5.  The  principle  of  transfixing  the  tissue  of  the  pedicle  with 
the  hgature  to  prevent  slipping.  This  he  applied  after  the 
slipping  of  the  ligature  in  one  of  his  cases. 

6.  The  closure  of  the  wound  with  interrupted  sutures  together 
with  broad  adhesive  strips  and  the  appHcation  of  compress  and 
abdominal  binder. 
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To  McDowell,  therefore,  we  are  indebted  not  only  for  demon- 
strating the  possibility  of  excising  an  ovarian  tumor,  but  also  for 
exhibiting  at  his  first  operation  an  almost  perfect  technic.  In 
reporting  his  cases  he  said  almost  nothing,  however,  about  the 
after-treatment.  Undoubtedly  it  was  this  omission  that  gave 
occasion  for  the  doubts  and  criticisms  that  were  showered  upon 
him.  Prompted  doubtless  by  a  desire  to  avoid  this  unfortunate 
experience,  his  early  successors  especially  Lizars,  in  1824,  and 
Charles  Clay,  in  1843,  elaborated  the  after-treatment  to  the  fullest 
extent.  Indeed,  the  thoroughness  with  which  the  early  operators 
thought  out  the  minute  details  of  their  operations  and  carried 
them  into  execution  is  indicative  of  their  keen  surgical  sense 
and  their  familiarity  with  the  exigencies  of  surgical  w^ork. 

It  is  interesting  to  note  how  carefully  they  considered  and 
anticipated  all  the  questions  that  even  during  the  last  quarter 
of  a  century  we  have  been  contending  about.  Where,  indeed, 
is  to  be  found  a  more  pointed  application  of  the  saying,  that 
the  vaunted  discoveries  of  the  present  were  only  the  common- 
places of  the  past?  For  instance.  Clay  discusses  the  pre- 
liminary treatment  of  the  bowels,  recommending  compound 
jalap  powder  and  inspissated  ox-gall.  Lizars  advocated  a 
temperature  of  80°  for  the  operating-room.  Clay,  68°  to  70°. 
They  both  used  and  praised  the  long  incision,  from  the  border 
of  the  ribs  to  the  pubis.  Clay  wrapped  the  intestines  in  a  cloth 
dipped  in  a  solution  of  lard  and  hot  water,  emphasizing  the 
importance  of  handling  them  as  little  as  possible.  He  thought 
the  adhesions  were  severed  best  by  cutting  rather  than  tearing 
with  the  fingers,  insisted  that  as  little  opium  and  stimulants 
should  be  given  as  possible,  and  even  used  the  rectal  tube  for 
the  escape  of  flatus.  I  remember  distinctly  when  this  last 
device — the  rectal  tube — was  introduced  into  the  Woman's 
Hospital  as  a  most  happy  and  novel  contrivance  during  my 
term  of  service  as  interne.  A  few  years  since  a  surgeon  out  West 
suggested  marking  the  abdomen  with  lines  of  nitrate  of  silver 
across  the  line  of  incision  in  cases  of  greatly  distended  abdomen, 
so  that  the  same  parts  might  be  brought  into  apposition  in 
suturing  the  w^ound  subsequently.  And  yet  this  device  was 
used  and  recommended  by  Lizars.  Clay  took  the  advanced 
position  that  ovarian  tumors  should  not  be  tapped  because  it 
produced  adhesions  and  so  complicated  subsequent  operations. 

The  remarkable  feature  of  the  after-care  of  their  patients  was 
bleeding.     It  is  interesting  to  note  what  unbounded  faith  the 
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early  operators  had  in  it.  Lizars  applied  it  in  a  most  heroic 
manner  in  his  after-treatment  of  ovariotomy.  He  says,  in 
describing  this  first  case:  "Six  hours  after  the  operation,  bled 
her  to  syncope,  which  occurred  when  1 1  ounces  of  blood  were 
extracted.  Next  morning  skin  felt  hot,  tongue  was  white  and  a 
little  crusted,  so  I  repeated  the  bleeding  to  syncope  which  occured 
when  13  ounces  of  blood  were  abstracted.  After  the  bleeding 
she  felt  easier  and  by  evening  the  symptoms  had  disappeared. 
Toast,  water,  tea,  coffee,  and  warm  gruels  were  administered, 
also  five  drops  of  opium  which  stayed  on  her  stomach.  Second 
morning  felt  much  better;  breathing  natural,  pulse  90  and  soft, 
skin  cool  and  soft,  tongue  white  and  moist,  the  bladder  still 
required  the  catheter.  Conditions  continued  favorable  until 
the  evening  of  the  third  day.  Wound  dressed  and  found  in  good 
condition.  At  8  p.  m.  pain  in  right  iliac  region  darting  upward, 
pulse  108°  full  and  strong,  skin  hot  and  some  thirst.  I  therefore 
bled  her  to  fainting  which  followed  after  sixteen  ounces  were  ab- 
stracted. In  an  hour  afterward  a  domestic  enema  was  given, 
and  lastly  the  sedative  of  opium;  enema  operated  well  and  she 
fell  asleep." 

His  third  case  died,  although  she  had  been  bled  to  syncope 
three  times  on  the  third  and  fourth  days.  Autopsy  showed 
adhesions  throughout  the  abdomen,  the  Fallopian  tube  turgid 
and  red  in  color.  "From  these  appearances  and  the  symptoms 
after  the  operation,"  the  author  says,  "I  am  of  the  opinion  that 
blood-letting  should  have  been  had  recourse  to  on  the  evening 
of  the  day  of  the  operation.  Her  emaciated  frame  and  enfeebled 
constitution  deterred  us  from  acting  with  the  same  promptitude 
and  vigor  as  in  the  other  cases."  He  draws  the  following  and 
impressive  lesson:  "In  every  case  of  this  operation  bleeding 
should  be  performed  whenever  the  pulse  rallies  after  the  oper- 
ation, and  repeated  again  and  again  as  may  appear  prudent  and 
necessary." 

In  the  next  case,  the  fourth,  he  puts  this  maxim  into  practice : 
"Although  the  pulse  was  64  and  soft,  within  a  few  hours  after 
the  operation,  20  ounces  of  blood  were  taken  from  the  arm  for 
'prudential  motives.'  " 

The  notes  continue:  At  7  p.  m.,  first  day,  pulse  86,  full  and 
hard;  bled  to  35  ounces,  after  which  she  felt  much  relieved. 
Eight  p.  M.,  pulse  108,  soft  and  full,  skin  moist,  tongue  natural, 
20  ounces  of  blood  taken  from  the  arm. 

If  patients  could  survive  such  treatment  it  is  not  to  be  wondered 
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at  that  Lizars  in  his  paper,  pubhshed  in  1824,  set  forth  the  follow- 
ing conclusions:  "From  these  cases  there  is  little  danger  to 
apprehend  in  the  laying  open  the  abdominal  cavity;  that  in 
diseased  ovarium,  extrauterine  conceptions  with  deformity  of 
the  pelvis  preventing  embryulcia,  aneurysm  of  the  common  or 
internal  iliac  arteries  or  of  the  aorta,  volvulus,  internal  hernia, 
cancer  of  the  uterus,  and  foreign  bodies  in  the  stomach  threaten- 
ing death,  we  should  have  recourse  early  to  gastrotomy.  Delay 
in  such  cases  is  more  dangerous  than  operation." 

Time  does  not  permit  me  to  dwell  upon  the  courageous  and 
noble  work  of  our  own  countrymen,  John  and  Washington  L. 
Atlee,  of  Kimball,  and  of  Peaslee,  all  of  whom,  in  the  face  of 
bitterest  opposition  and  denunciation  on  the  part  of  their  pro- 
fessional brethren,  stood  by  their  surgical  convictions,  responded 
to  the  call  of  suffering  women,  and  compelled  the  acceptance  of 
oophorectomy  as  a  justifiable  operation.  They  were  valiant 
knights  as  ever  drew  blade  in  defense  of  right  and  justice. 

The  dominant  characters  in  this  great  drama,  however,  were 
Ephraim  McDoweh,  of  Danville,  and  Charles  Clay,  of  Manchester, 
England.  From  the  brain  and  hand  of  McDowell  the  operative 
technic  sprang  forth  almost  in  its  perfection,  and  the  painstaking 
after-treatment  of  Clay  elaborated  it  into  a  complete  procedure. 

And  what  shall  we  say  of  this  procedure?  What  has  it  done 
and  what  is  it  doing  for  womankind?  Peaslee  says  that  it 
excels  all  other  strictly  surgical  operations  in  its  life-prolonging 
results  to  women.  In  1870  he  made  a  critical  analysis  of  all 
recorded  cases  of  ovariotomy  up  to  that  date  and,  basing  his 
calculation  upon  the  known  law  of  the  length  of  life  of  a  woman 
who  has  an  ovarian  tumor  uninterfered  with,  and  the  proba- 
bihty  of  the  longevity  of  healthy  women  of  corresponding  age 
according  to  the  most  approved  tables  of  life  insurance,  demon- 
strated that  in  the  United  States  and  Great  Britain  alone 
ovariotomy  had  during  the  preceding  thirty  years  directly  con- 
tributed more  than  thirty  thousand  years  of  active  life  to 
women;  all  of  which  would  have  been  lost  had  ovariotomy 
never  been  performed,  to  say  nothing  of  saving  her  more  than  a 
thousand  years  of  untold  suffering.  If  within  the  short  space  of 
thirty  years,  and  that,  too,  in  the  early  developmental  stage  of  the 
operation,  it  gave  to  the  world  thirty  thousand  years  of  sweet 
uplifting  influence  of  woman,  who  can  estimate  the  aeons  of 
years  that  have  been  added  to  longevity  and  the  influence  of 
woman  since  that  date? 
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^Ovariotomy  has  been  termed  "an  operation  without  its  paral- 
lel; "an  operation  fraught  with  happiness."  Koeberle,  of  Stras- 
burg,  said  of  it:  "it  is  one  of  the  most  convincing  titles  to  glory 
of  our  surgical  epoch."  Surely,  in  its  far-reaching  potentiality 
It  ranks  second  only  to  one  other  great  discovery  which  our 
country  has  given  to  surgery  and  the  world,  viz.:  anesthesia 
and  together  with  listerism-asepsis-forms  the  trinity  of  mod- 
ern surgical  achievement. 

And  now,  as  a  closing  word,  what  shall  we  say  of  Ephraim  Mc- 
Dowell?    We  find  that  he  was  an  amiable,  simple-hearted  man 
free  from  wordly  ambition,  in  love  with  his  profession  and  de- 
voted to  his  work.     He  had  been  well  grounded  in  the  broad 
principles  of  surgery  as  understood  in  his  day,  and,  being  thrown 
upon  his  own  resources  in  his  life  on  the  frontier,  he  unhestitat- 
ingly  applied  them  in  whatever  way  the  individual  case  demanded 
The  characteristic  of  the  man's  life  was  its  simplicitv,  and  therein 
was   revealed   his  greatness.     Jackson  says:   "His  practice  ex- 
tended in  every  direction,  persons  came  to  him  for  treatment 
from  all  neighboring  States,  and  he  frequently  took  horseback 
journeys  for  hundreds  of  miles.     We  mav  sav  that  he  stood  facile 
prtnceps  in  surgery  west  of  the  Allegahnies.     He  is  to  be  accepted 
as  being  in  the  habit  of  performing  every  surgical  operation  then 
taught  in  science."  He  had  the  reputation  of  being  extremely 
successful  in  lithotomy  as  well  as  in  strangulated  hernia      What 
more  natural,  then,  when  Mrs.  Crawford  expressed  her  willingness 
to  undergo  what  he  represented  to  her  as  an  experiment,  without 
apparent  consciousness  of  doing  anything  more  than  relieving 
the  case  in  hand,  he  applied  the  universal  principle  of  extirpating 
the  seat  of  disease  at  its  source?     It  proved  life-saving,  and  lo 
a  great  and  new  epoch  of  surgery  was  inaugurated. 

A  hundred  years-a  century-have  rolled  bv  since  that  day 
and  yet  the  luster  of  McDowell's  achievement  has  grown  steadilv 
brighter  to  the  present  day.  It  was  a  fertile  seed  which,  planted 
in  appropriate  soil,  has  risen  to  a  mighty  tree.  It  has  manifold 
branches  and  has  borne  abundant  fruit. 

McDowell  was  born  November  ii,  1771,  and  died  January  2. 
1830,  in  the  fifty-ninth  year  of  his  age. 
Peace  be  to  his  ashes  and  glory  to  his  name. 
McDowell  did  not  live  to  see  his  operation  adopted  as  a  recog- 
nized surgical  procedure,  but  he  did  have  the  satisfaction  of  know- 
mg  that  Dr.  Johnson,  the  editor  of  the  Medtco-Chirurgical  Review 
who  had  declared  in  1825  that  he  did  not  beheve  the  operation 
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had  ever  been  done  successfully  and  probabl}'  never  would,  the 
following  year  published  in  the  same  journal  a  recantation,  in 
which  he  said:  "A  back  settlement  of  America — Kentucky — 
has  beaten  the  mother  country,  nay  Europe  itself  wuth  all  the 
boasted  surgeons  thereof,  in  the  fearful  and  formidable  operation 
of  gastrotomy,  with  extraction  of  diseased  ovaries.  In  the  second 
volume  of  this  series  we  adverted  to  the  cases  of  McDowell,  of 
Kentucky,  published  by  Lizars,  of  Edinburgh,  and  expressed  our- 
selves as  skeptical  respecting  their  authenticity.  Dr.  Coates, 
however,  has  now  given  us  much  more  cause  to  wonder  at  the 
success  of  Dr.  McDowell,  for  it  appears  that  out  of  five  cases 
operated  on  in  Kentucky  by  McDowell,  four  recovered  after  the 
operation  and  only  one  died.  There  were  circumstances  in  the 
narratives  of  the  first  three  cases  that  caused  misgivings  in  our 
minds  for  which  uncharitableness  we  ask  pardon  of  God  and  Dr. 
McDowell,  of  Danville." 

A  broad  and  searching  examination  of  all  the  claims  put  for- 
ward by  aspirants,  or  their  friends,  to  the  honor  of  antedating 
McDowell  has  proved  them,  one  and  all,  entirely  groundless. 
The  wide  dissemination  of  the  facts  upon  W'hich  this  decision 
rests,  and  the  ripening  influence  of  time  have  brought  the  profes- 
sional and  scientific  world  into  accord  upon  this  subject,  so  that 
I  think  I  am  safe  in  saying  that  in  this  centennial  year  McDowell  is 
universally  recognized  throughout  the  world  as  the  originator 
of  the  operation  and  entitled  to  be  proclaimed  the  Father  of 
Ovariotomy. 

6i6  Madison  Avenue. 


A  SEQUEL  TO  McDOWELL'S  TRIUMPH,  BEING  A  BRIEF 

SKETCH  OF  THE  RISE  AND  PROGRESS  OF 

THE  SAMARITAN  FREE  HOSPITAL. 

BY 

ALBAN  H.  G.  DORAN,  F.  R.  C.  S.  (London), 

Past  President  of  the  Obstetrical  Society  of  London  and  Consulting  Surgeon  to  the 
Samaritian  Free  Hospital,  London,  Eng. 

Having  been  invited  by  the  eminent  president  of  this  society, 
Dr.  J.  Riddle  Goflfe,  to  contribute  a  brief  communication,  I  have 
prepared  the  following  notes  on  a  famous  institution  with  which 
I'have  been  connected  for  thirty-two  years,  namely,  the  Samari- 
tan Free  Hospital.  For  that  institution  is  related  and  by  no 
means  indirectly  related,  by  the  law  of  cause  and  effect,  to 
Ephraim  McDowell.     The  example  of  that  great  pioneer  strongly 
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influenced  Spencer  Wells,  as  the  latter  took  so  much  pains  to 
admit  in  his  standard  work,  and  it  was  at  the  hospital  in  question 
that  Wells  gained  his  well-earned  fame  as  one  of  the  chief  estab- 
lishers  of  ovariotomy. 

The  Samaritan  Free  Hospital  was  founded  in  1847  by  Dr. 
Henry  Savage,  assisted  by  Dr.  William  Jones,  w^ho  had  already 
set  up  a  small  dispensary  with  the  intention  of  converting  it  into 
a  general  hospital.  Savage  was  the  author  of  the  celebrated 
atlas,  entitled  The  Surgery,  Surgical  Pathology,  and  Surgical 
Anatomy  of  the  Female  Pelvic  Organs,  which  includes  those  draw- 
ings demonstrating  the  opening  and  extraction  of  the  ovarian 
cyst  so  often  copied  in  text-books  up  to  the  present  day.  Though 
lacking  the  qualities  which  make  a  great  physician  or  surgeon, 
Savage  was  a  man  of  high  views  and  great  administrative  abilitv. 
Protheroe  Smith  had  recently  established  the  first  special  hospital 
for  women  in  London,  and  Savage,  prevailing  over  Jones,  arranged 
that  his  new  venture  should  be  a  special  hospital  of  the  same  kind. 
He  was  joined  in  1855  by  Dr.  C.  H.  F.  Routh*  who  had  in  1848 
made  much  stir  by  the  reading  of  his  paper  "On  the  causes  of  the 
Endemic  Puerperal  Fever  of  Vienna"  before  the  Royal  Medical 
and  Chirurgical  Society,  where  he  declared  that  "Semmelweiss 
first  clearly  enunciated  that  the  real  source  of  puerperal  infection 
M^as  to  be  found  in  the  hands  of  the  medical  men  in  attendance, 
contaminated  with  cadaveric  poisons. "f  Routh  Hved  to  see  that 
great  but  injured  man  rated  at  his  true  worth,  as  Routh  himself 
had  rated  him  sixty-one  years  ago.  For  a  long  time  children 
were  treated,  as  well  as  women,  at  the  new  hospital,  but  the 
arrangement  did  not  work  well  and  was  discontinued. 

By  the  irony  of  fate,  the  first  consulting  physician  to  the  Samar- 
itan Hospital  was  Dr.  Robert  Lee,  a  great  obstetrician,  but  a 
fanatical  opponent  of  ovariotomy.  It  was  not  until  Spencer  Wells, 
returning  from  the  Crimean  War,  was  elected  surgeon  that  the 
question  of  following  in  the  steps  of  McDowell  was  entertained 
in  earnest.  A  decided  line  of  separation  between  the  ovarian 
and  the  general  gynecological  cases  was  found  to  be  desirable 

*  While  T  was  engaged  in  the  preparation  of  these  notes,  Dr.  Routh  died,  on 
f  ebruary  19,  over  eighty-seven  years  of  age. 

t  Hence  Spencer  Wells'  celebrated  visitors'  book  at  the  Samaritan  Hospital,  in 
which  every  sugeon  who  desired  to  see  an  ovariotomy  signed  his  name  under  a 
declaration  that  he  had  not  recently  entered  a  dissecting-room  or  been  present  at 
a  necropsy.  The  part  which  Oliver  Wendall  Holmes  played  in  the  promotion  of 
antiseptic  midwifery  was  impressed  on  the  British  medical  public  in  an  article  by 
the  late  Dr.  Cullingworth  which  appeared  in  the  Jour,  of  Ohstet.  Gynec.  of  the  Brit, 
hmp.,  for  December,  1905. 
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when  Wells  began  his  ovariotomies  in  1 85 8 .  The  ovarian  patients 
were  placed  in  newly  constructed  special  wards  in  new  premises 
in  Lower  Seymour  Street,  Portman  Square,  from  1859  to  1890. 
Between  the  years  1874  ^^^d  1890  nonabdominal  cases  were 
treated  in  a  branch  hospital  in  another  street. 

Thus  Savage  and  Routh,  both  men  of  note,  founded  the  hos- 
pital in  which  Spencer  Wells  developed  ovarian  surgery  after 
the  principles  of  McDowell.  The  history  of  his  early  efforts  and 
of  those  of  his  British  rivals,  Clay  and  Baker  Brown  need  not  be 
related,  being  well  known  in  America.  A  number  of  gynecolo- 
gists of  high  repute  joined  the  staff,  the  majority  passing  on  to 
general  hospitals  associated  with  medical  schools.  Among 
them  were  five  who  became  honored  in  the  land  of  McDowell 
in  being  elected  honorary  fellows  of  this  society,  namely,  Ban- 
tock,  the  only  survivor,  Graily  Hewitt,  Sir  W.  O.  Priestley, 
J.  Knowsley  Thornton  and  Sir  Spencer  Wells  himself.  The  re- 
maining eminent  birds  of  passage  were  Greenhalgh,  Clement 
Godson,  Champneys,  Walter  S.  A.  Griffith,  Amand  Routh, 
Targett,  Walter  Tate,  and  quite  recently,  W.  S.  Handley,  a 
great  advocate  of  the  principles  and  practice  of  W.  S.  Halsted 
and  the  author  (1906)  of  Cancer  of  the  Breast  and  its  Operative 
Treatment. 

In  the  middle  of  the  seventies  two  of  the  honorary  fellows  of 
this  society,  Bantock  and  Thornton,  were  associated  with 
Spencer  Wells  who  had  previously  almost  monopolized  the  ovari- 
otomies. These  two  surgeons  soon  found  that  they  each  needed 
a  junior  as  assistant.  In  consequence,  Mr.  Meredith  and  my- 
self were  elected  assistant  surgeons  in   1877. 

A  narrative  of  the  history  of  that  hospital,  as  I  have  known  it, 
from  that  date  down  to  the  present  year  may,  for  reasons  al- 
ready given,  be  of  some  interest  to  the  society.  When  I  joined 
the  staff,  and  indeed  until  J905,  fifteen  years  after  the  hospital 
had  been  moved  to  the  Marylebone  Road,  every  ovariotomy 
as  well  as  every  other  abdominal  operation  was  performed  in  a 
special  single-bedded  ward.  The  reasons  for  this  arrangement 
are  well  understood,  and  equally  familiar  to  us  are  the  reasons 
why  the  single- ward  system  has  been  discontinued.  In  1877 
that  system  was  still  the  best  for  the  patient;  by  the  middle  of 
the  nineties  so  great  were  the  improvements  in  the  construction 
and  management  of  operating  theatres  that  the  single-bed  ward 
became  inferior  to  the  theatre  and  general  ward.  For  various 
reasons  the  single-bed  wards  were  retained  till  quite  recently  in 
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the  Samaritan  Hospital,  but  for  several  years  before  their  aboli- 
tion the  operation  was  often  performed  in  the  small  theatre 
originally  designed  for  perineal  and  vaginal  surgery, 

Sir  Spencer  Wells  retired  in  1878  from  the  surgeoncy  to  the 
hospital.     His  right  hand  had  not  forgotten  its  cunning  and  his 
fame  was  at  its  height,  but  he  had  already  two  great  rivals  in 
the  United  Kingdom,  Keith  and  Lawson  Tait,  and  several  in 
the  States  and  Continental  Europe.     Wells'  successor,  Bantock, 
is  renowned   in   the  history  of  his  hospital   for  his   researches 
throwing  light   on    the   effect    of   the   ligature   on   the   ovarian 
pedicle,  for  the  advances  which  he  made  in  the  surgical  treat- 
ment of  the  uterine  fibroids,  and  for  his  extreme  opposition  to 
the  carbolic  spray  and  Listerian  antisepsis  in  general.     Some 
of  his  views  on  asepsis  have  been  shown  to  be  correct.     Knowsley 
Thornton,  Wells'  other  immediate  successor,  was  a  bold  surgeon 
and  a  shrewd  man  who  played  a  very  prominent  part  in  the  ex- 
tension of  abdominal  surgery  beyond  the  limits  of  the  female 
organs,  being  one  of  the  most  illustrious  pioneers  of  renal  and  hep- 
atic surgery.     Toward  the  end  of  the  eighties  surgeons  fro^ 
parts  of  the  globe  came  to  the  old  house  in  Seymo'- 
witness    Bantock  dexterously  applying   the    ' 
supravaginal   part  of  the  cervix,  or  to  see 
remove  a  renal  tumor  or  extract  calculi  fron 

The  chief  errors  in  our  practice  at  the  hosp  ^-^Z?  and  for 

many  years  later  were  a  strange  dread  of  long  incisions  and  an 
unreasonable  fear  of  opening  the  bow^els  till  many  days  after 
ovariotomy.  I  must  point  out  that  Lawson  Tait  was  quite  as 
prejudiced  against  long  incisions  as  was  his  great  rival.  Wells 
himself  once  insisted,  in  respect  to  one  of  my  own  earlier  oper- 
ations, that  in  increasing  the  length  of  the  incision  the  operator 
decidedly  increased  the  chances  of  death.  Tait  on  one  occasion, 
when  he  honored  me  by  his  presence  at  an  operation  where  I 
delivered  a  multilocular  cyst  through  a  three-inch  incision, 
boasted  that  he  could  have  easily  extracted  it  through  a  two- 
inch  wound.  What  unrecognized  prejudices  have  we  who  have 
overcome  those  entertained  by  a  Spencer  Wells  and  a  Lawson 
Tait? 

In  1890  a  fine  new  building  was  completed  in  the  Marylebone 
Road,  almost  opposite  the  more  recently  erected  Hotel  Great 
Central.  Among  the  physicians  were  Dr.  Am  and  Routh  and 
also  Dr.  Percy  Boulton  who,  with  Sir  John  Williams,  Sir  W.  J. 
Sinclair,  Drs.  Cullingworth,  Champneys  and  other  leading  ob- 
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stetricians,  were  active  in  urging  on  the  British  Parliament  the 
Midwives  bill  which  ultimately  became  law.  The  surgical 
practice  of  the  hospital  was  greatly  extended  in  the  nineties. 
Meredith  raised  ovariotomy  as  a  special  operation  to  its  highest 
perfection.  I  must  here  observe  that,  like  his  predecessors,  he 
was  accustomed  to  detach  closely  adherent  intestine  from  the 
cyst  wall  wdthout  sacrificing  any  of  the  liberated  bowel.  I  have 
heard  that  resection  is  too  readily  undertaken  under  similar 
circumstances  in  the  present  day.  J.  D.  Malcolm,  still  on  our 
active  staff,  always  lays  great  stress  on  after-treatment.  As  the 
result  of  observations  carried  on  for  over  twenty  years  on 
patients  recovering  or  dying  after  ovariotomy  and  other  abdomi- 
nal operations,  that  surgeon  has  published  certain  views  on 
sapremia,  septicemia,  and  the  effects  of  shock  on  the  peripheral 
vascular  system,  views  which  have  been  widely  discussed  on 
both  sides  of  the  Atlantic.  We  all  admit  that  the  physiologist 
and  bacteriologist  have  done  wonders,  but  clinical  experience 
must  not  be  slighted.  Therefore  we  must  feel  the  justice  of 
Drs.  Seelig  and  Lyon's  favorable  criticism  of  the  English  surgeon : 
"Malcolm  makes  an  uncommonly  strong  clinical  argument 
against  the  views  of  Crile  in  a  fashion  that  refreshingly  demon- 
strates the  invaluable  aid  of  clinical  medicine  to  laboratory 
experimentation."* 

The  new  generation  are  ably  maintaining  the  honor  of  the 
Samaritan  Hospital.  In  their  ranks  are  Dr.  Frederick  McCann, 
an  authority  on  cancer  of  the  uterus,  and  Dr.  Cuthbert  Ludiger, 
the  translator  of  Wertheim's  "  Vagino-peritoneal  Operations," 
himself  a  pupil  of  the  Viennese  professor,  skillful  and  successful 
in  the  performance  of  the  radical  operation  for  uterine  cancer 
known  by  the  name  of  his  teacher. 

,  Much  valuable  pathological  work  has  been  carried  on  from 
the  very  year  that  Spencer  Wells  first  followed  in  the  steps  of 
McDowell.  In  the  first  edition  of  Wells'  Diseases  of  the  Ovaries: 
Their  Diagnosis  and  Treatment,  published  in  1865,!  ^  most 
instructive  record  of  his  first  114  cases  in  detail,  he  publicly 
thanks  Drs.  Wilson  Fox,  Ritchie,  Aitken,  Barrett,  and  Frank  for 
their  valuable  pathological  examination  of  the  ovarian  tumors 

*"The  Condition  of  the  Peripheial  Blood-vessels  in  .Shock  "  By  M.  G.  See- 
lig, M.  I).,  and  E.  P.  Lyon,  Ph.  I)..,  St.  LouiS;  Mo.  Journ.  Amer.  Med.  Assoc, 
January  2,  1909,  p.  45. 

t  This  issue  has  been  for  long  out  of  print,  having  been  superseded  by  the 
world-famed  edition  of  1872.  Copies  are  now  very  difficult  to  procure.  All  who 
desire  to  know  the  early  history  of  Spencer  Wells'  operative  experience  and  his 
first  associates,  must  study  this  record  of  his  114  cases. 
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which  he  had  removed,  Dr.  Wadham  Webb,  who  often  assisted 
Wells  in  his  earlier  operations,  also  reported  on  his  tumors; 
he  had  previously  worked  with  Barry,  aiding  him  in  his  study 
of  the  ovum,  and  Dr.  Junker,  the  designer  of  the  well-known 
inhaler,  likewise  did  much  scientific  work,  analyzing  ovarian 
fluid,  etc. 

Two  Samaritan  pathologists  were  destined  to  die  young.  The 
first  was  Dr.  Charles  G.  Ritchie,  whose  "Contributions  to  Assist 
the  Study  of  Ovarian  Physiology  and  Pathology,"  published  in 
1865,  were  based  entirely  on  the  examination  of  Wells'  tumors, 
and  the  record  Dr.  R.  Hamilton  Bell,  who  died  at  the  age  of 
thirty-five,  only  two  years  ago.  A  posthumous  paper  of  high 
value,  "Early  Tubal  Gestation:  A  Clinical  Study  Based  on  a 
Personal  Observation  of  Eighty-eight  Cases"  appeared  in  the 
Journal  of  Obstetrics  and  Gynecology  of  the  British  Empire  for 
December,  1906. 

Bantock,  early  in  his  career,  published  a  report  on  parovarian 
cysts  which  has  been  widely  quoted.  Dr.  C.  Herbert  Roberts, 
a  very  active  member  of  the  present  staff,  issued  in  1901  his 
Outlines  of  Gynecological  Pathology  and  Morbid  Anatomy,  based 
largely  on  work  at  the  Samaritan  Hospital  and  distinguished 
for  the  excellence  of  its  illustrations  demonstrating  tumors  and 
ectopic  gestation,  samples  of  medical  art  worthily  recalling  that 
which  adorns  several  famous  American  and  German  text-books. 

Lastly,  having  had  the  inestimable  privilege  of  being  a  pupil 
of  Sir  James  Paget  whom,  in  company  with  Dr.  Goodhart,  I 
assisted  in  preparing  the  second  edition  of  the  catalogue  of  the 
pathological  collection  in  the  museum  of  the  Royal  College  of 
Surgeons  of  England,  I  have  found  that  the  Samaritan  Hospital 
offered  me  ample  opportunities  for  pathological,  study  and 
during  the  past  thirty-two  years  I  have  published  a  considerable 
number  of  observations,  some  of  which  are,  I  understand,  known 
to  you.  I  have  also  endeavored  to  follow  up  all  patients  on 
whom  I  have  operated,  having  learned  that,  expecially  in  respect 
to  uterine  myoma,  the  cure  or  removal  of  the  tumor  by  any 
known  method  or  operation  by  no  means  necessarily  means  the 
cure  of  the  patient.  I  have  further  learned  from  personal 
experience  that  it  is  not  only  for  cases  of  operations  for  malignant 
disease  that  after-histories  are  demanded  before  we  can  deter- 
mine the  real  value  of  any  surgical  procedure. 

Such  is  the  tale  of  the  British  Hospital,  founded  by  a  gynecolo- 
gist of  high  scientific  eminence,  but  made  famous  by  that  great 
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surgeon  whose  determination  to  overcome  those  obstacles  which 
barred  the  way  to  the  extabhshment  of  ovariotomy  as  a  legiti- 
mate surgical  operation,  the  key  as  was  afterward  proved  to 
general  abdominal  surgery,  was  so  largely  inspired  by  the 
example  of  Ephraim  McDowell. 


LIGATION  OR  EXCISION  OF  THROMBOSED  VEINS  IN 
THE  TREATMENT  OF  PUERPERAL  PYEMIA.* 

BY 

J.  WHITRIDGE  WILLIAMS, 

Professor  of  Obstetrics,  Johns  Hopkins  University, 
Baltimore,  Md. 

It  is  generally  recognized  that  the  extension  of  puerperal 
infective  processes  from  the  endometrium  usually  occurs  through 
the  lymphatic  or  venous  channels,  giving  rise  to  lymphangitis 
or  thrombophlebitis  as  the  case  may  be. 

The  former  usually  terminates  in  general  peritonitis,  while 
the  course  of  the  latter  will  depend  in  great  part  upon  the 
virulence  of  the  offending  bacteria,  as  well  as  upon  the  resisting 
powers  of  the  patient.  When  large  numbers  of  virulent  strep- 
tococci gain  access  to  the  gaping  veins  at  the  placental  site,  only 
slight  changes  occur  in  the  vessel  walls  and  the  patient  rapidly 
succumbs  to  general  septicemia,  the  so-called  sepsis  foudroyante 
or  acute  pyemia.  If,  on  the  other  hand,  the  bacteria  are  of  lesser 
virulence  or  the  resistance  of  the  patient  is  exceptionally  good, 
a  suitable  medium  for  bacterial  growth  is  found  in  the  thrombi 
closing  the  torn  ends  of  the  uterine  veins,  with  the  result  that 
typical  phlebitis  develops  and  is  accompanied  by  extensive 
thrombus  formation.  The  process  may  remain  limited  to  the 
veins  of  the  true  pelvis  or  more  frequently  extends  upward 
along  the  spermatic  and  hypogastric  veins,  and  may  eventually 
lead  to  thrombosis  of  the  common  iliac  or  even  of  the  vena  cava 
beyond  the  point  of  entrance  of  the  renal  veins. 

In  such  cases  the  thrombus  formation  may  undergo  lique- 
t action,  when  particles  containing  streptococci  are  carried  as 
emboli  to  various  portions  of  the  body  and  give  rise  to  metastatic 
abscesses  wherever  arrested.  The  process  is  then  designated 
by  the  old  name  of  pyemia,  and  is  characterized  by  a  typical 
hectic  temperature  and  the  occurrence  of  frequent  chills. 

It   is  difficult   to  give  exact   figures  as   to   the   comparative 

incidence  of  chronic  pyemia,  but  it  is  safe  to  say  that  its  lesions 

*  Read  in  abstract  before  the  Cleveland  Academy  of  Medicine,  February  19,  1909. 
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can  be  demonstrated  in  at  least  one-third  of  all  autopsies  upon 
women  dying  from  puerperal  infection.  Thus,  Kneise  in  eightv- 
nine  such  autopsies  at  Halle  reported  that  the  principal  lesion 
was  peritonitis  in  forty-three,  thrombophlebitis  in  twenty, 
pyemia  in  seventeen,  parametritis  in  seven  and  sepsis  foudroyant 
in  two  cases.  Lenhartz  stated  that  pyemia  occurred  in  one-half 
of  his  cases,  Trendelenburg  noted  it  in  twenty-one  out  of  forty- 
one  autopsies  performed  in  Dresden  during  the  course  of  two 
years;  while  Grossmann  and  Seegert  reported  fourteen  and  thirty- 
one  cases  in  fifty-one  and  eighty-one  autopsies,  respectivelv. 

As  has  already  been  indicated,  the  condition  is  usually  charac- 
terized by  a  hectic  temperature  and  the  occurrence  of  frequent 
chills.  The  temperature  and  pulse  may  present  marked  remis- 
sions; the  former  rising  as  high  as  io6  and  107,  and  falling  below 
normal  within  the  course  of  a  few  hours.  During  the  remissions 
the  patient  may  feel  perfectly  well  and  appear  desperately  ill 
during  the  exacerbations.  Abscesses  may  develop  in  any 
portion  of  the  body,  particularly  in  the  lungs,  liver,  kidneys, 
joints,  or  eyes,  and  many  patients  perish  from  the  prolonged 
suppuration  incident  to  the  metastatic  processes  rather  than 
from  the  primary  lesion.  The  duration  of  the  disease  varies 
from  a  few  weeks  to  many  months,  and  I  have  seen  patients 
recover  after  successively  going  through  pulmonary  abscess, 
metastatic  panophthalmia  and  the  opening  of  multiple  joint 
abscesses.  Indeed,  the  apparent  severity  of  the  clinical  symp- 
toms may  afford  no  indication  as  to  the  outcome  of  the  case,  as 
Seegert  has  reported  the  occurrence  of  spontaneous  cure  after  as 
many  as  seventy  chills,  while  one  of  my  patients  died  without  a 
chill  or  an  alarming  rise  of  temperature,  and  yet  at  autopsy  a 
solid  thrombus  was  discovered  which  extended  from  the  dorsum 
of  the  foot  to  the  vena  cava  beyond  its  junction  with  the  renal 
vein. 

Leaving  out  of  consideration  the  benign  form  of  femoral 
phlebitis — phlegmasia  alba  dolens — less  than  one-third  of  my 
patients  recovered  under  expectant  treatment.  A  study  of  the 
literature  shows  that  the  statements  concerning  such  a  possibility 
are  very  conflicting,  and  indicate  a  mortality  varying  from 
50  to  100  per  cent.,  as  shown  by  the  following  figures:  Sippel 
TOO  'per  cent.,  Bumm  83  per  cent.,  Seitz  66  2/3  per  cent.,  HerfiF 
60  to  70  per  cent.,  Seegert  61  per  cent.,  and  Opitz  50  per  cent. 
The  last,  named  observer  calculated  that  the  mortality  was 
55  2/10  per  cent,  in  339  clinical  cases  treated  by  Bumm,  Cursch- 
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mann,  Fischer,  and  himself,  although  the  majority  of  writers 
believe  that  his  estimate  is  too  favorable,  and  consider  that  the 
average  mortality  in  conservatively  treated  cases  exceeds 
66  2/3  per  cent.  This  being  the  case,  it  is  apparent  that  any 
procedure  is  worthy  of  respectful  consideration  which  offers 
the  slightest  hope  of  increasing  the  probability  of  a  larger  pro- 
portion of  cures. 

At  this  time  I  desire  to  call  your  attention  to  the  possibility 
of  coping  with  puerperal  pyemia  by  the  excision  or  ligation  of  the 
thrombosed  pelvic  veins;  and,  after  reporting  my  own  experience 
in  five  cases,  I  shall  review  the  literature  upon  the  subject  with 
the  view  of  ascertaining  what  has  already  been  done  and  of 
forecasting  what  may  be  accomplished  in  the  future. 

Historical  Notes. — Freund,  in  1898,  stated  that  in  certain  cases 
of  infection  occurring  from  the  placental  site,  von  Recklinghausen 
found  the  entire  generative  tract  normal,  with  the  exception  of 
thrombosis  of  one  or  both  spermatic  veins,  and  suggested  that 
cure  might  be  effected  by  their  excision.  He  reported  two 
such  operations  with  fatal  termination,  but  his  suggestion  passed 
unnoticed  for  several  years,  as  it  was  buried  in  a  61 -page  article 
"upon  the  methods  and  indications  for  the  total  extirpation  of 
the  uterus,"  and  did  not  become  generally  known  until  Tren- 
delenburg and  Bumm  had  reported  their  first  operations  in  1902. 

Somewhat  similar  suggestions  were  made  by  Sippel  in  1894 
and  Lusk  in  1896,  but  they  advocated  that  both  the  uterus  and 
veins  be  excised  simultaneously.  J.  Christian  Simpson,  in  an 
article  upon  "Intravascular  Coagulation"  appearing  in  the 
Edinburgh  hospital  reports  for  1898,  also  casually  remarked 
that  "during  the  earlier  stage  in  some  cases  of  sepsis  after  labor 
or  abortion  it  would  be  practical  to  explore  the  iliac  veins  and 
apply  a  ligature,  as  has  been  done  so  successfully  in  the  cases 
of  septic  thrombosis  of  the  internal  jugular  vein." 

The  actual  history  of  the  operation,  however,  began  in  1902, 
when  Trendelenburg  and  Bumm,  quite  independently  of  one 
another,  published  their  first  articles  upon  the  subject.  The 
former  stated  that  there  was  no  inherent  reason  why  the  ligation 
of  thrombosed  pelvic  veins  in  puerperal  pyemia  should  not  give 
results  more  or  less  analogous  to  those  following  ligation  of  the 
internal  jugular  vein  in  cases  of  sinus  thrombosis,  as  first  pi^c- 
tised  by  Zaufal.  After  referring  to  the  statistics  collected  by 
Viereck,  which  showed  eighty-nine  cures  following  108  operations 
as  compared  with  forty-seven  deaths  in  forty-nine  unoperated 
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cases  reported  by  Jansen,  he  stated  that  the  spermatic  and 
hypogastric  veins  could  be  exposed  extraperitoneally  by  a 
lumbar  incision  and  then  be  excised  or  ligated  as  appeared 
advisable.  He  reported  that  he  had  operated  upon  five  cases: 
four,  which  were  examples  of  acute  pyemia,  ended  fatally;  while 
a  successful  result  was  obtained  in  a  chronic  case.  In  this 
instance  he  opened  a  broad  ligament  abscess  on  the  twentieth 
day  after  an  abortion,  Hgated  the  right  hypogastric  vein  on  the 
forty-third  day,  and  the  right  spermatic  vein  on  the  seventy- 
third  day.  In  view  of  these  results  he  held  that  little  could  be 
expected  of  the  operation  in  acute  pyemia,  but  considered  that 
it  should  give  excellent  results  in  the  chronic  forms,  provided  it 
were  performed  as  soon  as  a  positive  diagnosis  was  made.  This 
he  held  was  assured  whenever  an  ill-defined  worm-like  mass  could 
be  palpated  at  the  outer  end  of  either  broad  ligament  in  a  patient 
who  had  had  a  second  chill. 

Almost  simultaneously  Bumm  reported  that  he  had  excised 
the  thrombosed  spermatic  vein  in  three  patients  after  laparotomy. 
None  of  these  were  uncomplicated  cases  and  all  ended  fatally, 
but  he  nevertheless  held  that  the  operation  was  justified  as  a  last 
resort  unless  the  pelvic  connective  tissue  was  infiltrated  or  the 
veins  of  the  leg  involved. 

Since  then  the  operation  has  been  quite  extensivelv  emploved, 
and  I  have  been  able  to  find  in  the  literature  reports  of  fifteen 
cases  in  which  the  veins  were  attacked  extraperitoneallv  and  of 
thirty-six  cases  in  which  they  were  ligated  or  excised  after 
laparotomy,  not  including  my  own  five  cases.  Most  of  the  opera- 
tions have  been  reported  by  German  writers,  although  three  were 
performed  in  England  by  Michels,  Cuflf  and  Bland-Sutton,  and 
two  in  Australia  by  Lendon  and  Moore.  As  far  as  I  have  been 
able  to  learn  none  have  been  reported  from  this  country  or  France, 
although  Morestin,  Lejars,  and  Faix  indorsed  the  procedure 
theoretically  at  the  1906  meeting  of  the  French  Surgical  Congress. 

Statistical  Results. — -I  shall  here  give  a  very  brief  abstract  of 
ray  five  cases  and  refer  those  interested  in  particulars  to  the 
detailed  histories  at  the  end  of  the  article. 

Case  I. — Bailey.  February,  1903.  Excision  of  right  appen- 
dages and  thrombosed  right  spermatic  vein  on  the  fifth  day  after 
a^<premature  labor  at  the  seventh  month.  Abdominal  drainage. 
Some  temperature  for  seventeen  days.     Perfect  cure. 

Case  II. — Chilcoat.  July.  1907.  Ligation  of  left  ovarian 
vein  fourteen  days  after  a  criminal  abortion  at  the  second  month. 
Repeated   chills,  temperature    106°   2/5   before  operation.     Im- 
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mediate  disappearance  of  chills  and  temperature  afterward. 
Ideal  convalescence. 

Case  III. — Smithman.  September,  1907.  Infected  abortion. 
Uterus  emptied  tenth  day.  Typical  hectic  course.  On  twenty- 
first  day  excision  of  thrombosed  right  spermatic^vein  and  ab- 
scess of  right  ovary;  opening  and  drainage^of  several  subperi- 
toneal abscesses.  Operation  of  no  avail.  Death  twenty-two 
days   later  from   pyemia  with  generalized  metastatic  abscesses. 

Case  IV. — Ballard.  February,  1908.  Infected  abortion. 
Uterus  emptied  seventh  day.  Typical  hectic  temperature  and 
chills.  On  fourteenth  day  ligation  of  thrombosed  right  sper- 
matic and  median  iliac  veins.  No  further  chills  after  operation, 
but  temperature  persisted.  Rapid  development  of  a  broad- 
ligament  abscess  in  the  right  side  which  w^as  opened  extraperi- 
toneally  on  the  eighth  day  after  laparotomy.     Gradual  recovery. 

Case  V. — Twilley.  September,  1908.  Admitted  eight  days 
after  an  infected  abortion,  with  hectic  temperature,  chills,  and 
signs  of  beginning  pulmonaryinvolvement.  Immediate  operation. 
Ligation  of  thrombosed  left  spermatic  vein  and  excision  of  in- 
flamed left  tube.  No  further  chills  after  operation.  Double 
pneumonia.  Critical  fall  of  temperature  on  eleventh  day. 
Rapid  recovery  afterward. 

In  every  instance,  except  in  Case  II,  the  uterine  lochia  were 
examined  bacteriologically  and  showed  the  presence  of  strepto- 
cocci in  pure  culture.  They  were  also  demonstrated  in  the 
thrombosed  vessels  whenever  excised  tissues  were  available  for 
examination.  Cultures  were  not  made  in  Case  II,  as  the  patient 
was  sent  to  the  hospital  for  immediate  operation,  after  being  seen 
in  consultation,  and,  as  the  thrombosed  vessel  was  merely  li- 
gated,  no  tissues  were  available  for  examination. 

Upon  analyzing  my  cases,  it  is  seen  that  four  recovered  and  one 
died,  a  gross  mortality  of  20  per  cent.,  which  is  in  marked  con- 
trast with  the  average  of  66  per  cent,  under  expectant  treatment. 
In  Case  II,  the  process  was  apparently  jugulated  by  the  opera- 
tion, as  the  temperature  did  not  rise  above  100°  during  con- 
valescence. In  Case  I  rapid  and  satisfactory  cure  followed  the 
operation,  while  in  Case  I\^  convalescence  was  complicated  by 
the  development  of  a  broad  ligament  abscess.  Case  V  was 
probably  an  example  of  acute  pyemia  and  pulmonary  complica- 
tions were  present  at  the  time  of  operation,  which  later  developed 
into  double  pneumonia.  In  this  instance  ligation  of  the  throm- 
bosed spermatic  vein  apparently  checked  the  pyemic  proces 
and  enabled  the  patient  to  cope  successfully  with  the  pulmonary 
complication,  which  was  clearly  metastatic  in  character.  In 
the  fatal  Case  III  operation  was  delayed  too  long,  as  the  patient 
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was  kept  under  observation  for  eleven  days  after  admission  to 
the  hospital  with  pronounced  hectic  temperature  and  daily 
chills.  When  the  operation  was  finally  performed  the  infection 
had  passed  beyond  the  thrombosed  vein;  there  was  an  ovarian 
abscess,  signs  of  localized  peritonitis  and  several  subperitoneal 
abscesses.  Naturally,  interference  was  useless  and  death  fol- 
lowed twenty-two  days  later  from  general  pvemia;  the  autopsv 
showing  generalized  metastatic  abscesses,  cava  thrombosis,  and 
pelvic  peritonitis. 

From  my  personal  experience  I  have  gained  the  impression 
that  the  operation  is  valuable  and  is  destined  to  save  many 
lives  if  promptly  performed.  In  one  of  my  cases  it  jugulated 
the  pyemic  process,  and  in  the  other  three  favorable  cases  ap- 
peared to  shorten  materially  the  course  of  the  disease,  so  that 
the  patients  were  probably  spared  weeks  or  months  of  prolonged 
illness,  even  though  they  might  have  recovered  spontaneously. 

A.  Extraperitoneal  M ethod. —Tnxmng  to  the  experience  of 
others  as  laid  down  in  the  literature,  it  is  found  that  one  or  more 
vessels  have  been  ligated  by  the  extraperitoneal  method  in 
fifteen  instances  (see  Table  A).  Lenhartz  has  reported  eight 
operations,  seven  of  which  were  performed  by  Kiimmel,  Tren- 
delenburg five,  and  Michels  and  Bland-Sutton  one  operation 
each. 

These  show  a  gross  mortality  of  80  per  cent.,  but  upon  deduct- 
ing the  five  acute  cases  operated  upon  by  Trendelenburg  and 
Lenhartz   as  well   as  the  one  case  of  Bland-Sutton  which  was 
complicated   by   peritonitis,    it   is   seen   that   there   were   three 
recoveries  in  nine  cases  of  chronic  pyemia,  a  mortality  of  66  2/3 
per  cent,  which  is  identical  with  that  following  expectant  treat- 
ment.    Such  figures,  however,  do  not  gWe  a  correct  idea  as  to 
what  may  be  accomplished  by  the  operation,  as  thev  include  sev- 
eral cases  in  which  the  thrombotic  process  had  extended  too  far  to 
be  susceptible  of  cure,  as  well  as  others  in  which  other  vessels 
than  those  thrombosed  had  been  ligated  by  mistake,  so  that  the 
operation  could  exert  no  influence  upon  the  course  of  the  disease. 
Excluding  such  cases  from  consideration,  only  five  remain  which 
appeared  to  offer  favorable  prospects  for  a  successful  outcome, 
and  of  these  two  died,  a  corrected  mortality  of  40  per  cent. 

As  trustworthy  conclusions  cannot  be  drawn  from  so  small  a 
material,  it  is  impossible  at  the  present  time  to  express  a  definite 
opinion  concerning  the  curative  value  of  the  extraperitoneal 
operation.     At  the  same  time,   I  have  not  been  favorablv  im- 
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pressed  by  the  study  of  the  reported  cases,  and  the  fact  that  so 
few  operators  have  employed  it  seems  to  indicate  that  they  share 
my  feehngs. 

One  of  its  great  disadvantages  is  the  difficulty  in  determining 
which  vessels  are  thrombosed,  and  the  consequent  necessity  of 
making  an  incision  in  both  flanks  if  one  wishes  to  be  certain  of 
ligating  all  vessels  implicated.  Moreover,  considerable  difficulty 
may  be  experienced  in  differentiating  the  various  vessels,  Len- 
hartz  having  reported  that  in  one  instance  even  so  experienced 
an  operator  as  Kiimmel  had  ligated  the  pudic  for  the  hypogastric 
vein,  and  in  another  instance  made  the  same  mistake,  as  well  as 
having  ligated  some  other  small  vein  for  the  spermatic;  while 
in  a  third  case  the  ureter  was  tied  off.  On  the  other  hand,  after 
laparotomy  the  vessels  are  readily  isolated,  so  that  it  is  possible 
to  determine  with  reasonable  certainty  which  are  involved  in 
the  thrombotic  process  and  need  ligation;  while  at  the  same  time 
an  opportunity  is  afforded  for  the  thorough  inspection  of  the 
pelvic  organs.  Moreover,  only  a  single  incision  is  necessary,  and 
the  operation  can  be  completed  much  more  rapidly  when  it  is 
necessary  to  ligate  vessels  on  both  sides  of  the  pelvis.  Indeed, 
it  appears  to  me  that  the  only  plausible  argument  in  favor  of  the 
extraperitoneal  method  is  the  possibility  which  it  offers  of 
avoiding  peritoneal  infection,  when  it  becomes  necessary  to 
excise  the  offending  vessels;  but  even  this  danger  seems  to  be 
more  apparent  than  real,  as  peritonitis  occurred  only  twice  in  a 
comparatively  large  series  of  transperitoneal  operations,  while 
it  was  noted  in  one  instance  following  the  extraperitoneal 
technic.  Even  Trendelenburg  in  his  last  article  recognizes 
the  shortcomings  of  the  latter,  and  states  that  only  the  future 
can  determine  which  will  prove  to  be  the  method  of  choice. 
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B.  Intraperitoneal  Method.  Including  the  two  fatal  cases 
reported  by  Freund  in  189S,  I  have  been  able  to  collect  from  the 
literature  forty-one  cases,  including  five  of  my  own,  in  which 
one  or  more  pelvic  veins  have  been  ligated  or  excised  after 
laparotomy  with  a  gross  mortality  of  43.9  per  cent,  (see  tables 
B  to  I). 
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Study  of  the  tabular  list  of  cases  shows  that  it  includes 
several  examples  of  acute  pyemia;  and  upon  deducting  them, 
as  well  as  a  series  of  cases  in  which  the  ligature  was  applied  below 
the  central  end  of  the  thrombus  or  in  which  the  vessel  could 
not  be  ligated  in  healthy  tissue  or  in  which  some  other  than  the 
thrombosed  vessel  was  erroneously  ligated,  twenty-eight  cases 
remain  which  offer  a  fair  test  of  the  capabilities  of  the  operation. 
vSix  of  these  ended  fatally,  a  mortality  of  21.4  per  cent,  following 
the  intraperitoneal  oj)eration,  and  a  surprising  improvement 
over  the  results  following  expectant  treatment. 

The  contrast  becomes  even  more  striking  if  one  considers  the 
several  groups  of  cases  laid  down  in  the  above  summary. 
Thus,  for  example,  there  was  only  a  single  death  in  the  twelve 
favorable  cases  in  which  one  or  both  spermatic  veins  were 
ligated  or  excised.  This  represents  a  mortality  of  only  8  1/2 
per  cent.,  as  contrasted  with  31  per  cent,  in  the  sixteen  favorable 
cases  in  which  one  or  both  hypogastric  veins  were  ligated  along 
with  the  spermatic. 
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At  first  glance,  such  results  would  seem  to  invalidate  the  con- 
tention of  Bumm  and  Bardeleben  that  the  ideal  procedure  con- 
sists in  the  simultaneous  ligation  of  both  spermatic  and  both 
hypogastric  veins,  in  the  hope  of  rendering  innocuous  small 
thrombi  which  are  not  accessible  to  palpation,  but  which  might 
continue  to  throw  off  infected  emboli  after  the  palpably  throm- 
bosed vessels  had  been  ligated.  To  my  mind,  how^ever,  such  a 
conclusion  is  not  justified  for  several  reasons.  In  the  first  place  it 
would  seem  in  the  more  benign  cases  that  the  thrombotic  process 
is  frequently  limited  to  a  single  spermatic  vein,  whose  prompt 
ligation  would  effectually  check  the  production  of  pyemic 
symptoms,  and  thus  offer  a  most  favorable  prognosis.  On  the 
other  hand,  when  one  or  both  hypogastrics  are  likewise  involved, 
the  process  is  certainly  more  extensive  and  probably  due  to 
bacteria  of  greater  virulence,  so  that  the  likelihood  of  being 
able  to  apply  the  ligature  above  the  central  ends  of  all  the 
thrombi  is  materially  diminished.  T^Ioreover,  the  observations 
of  Konatski  show  that  in  a  considerable  proportion  of  cases  the 
venous  trunk  from  the  low^er  portion  of  the  pelvic  organs  empties 
into  the  external  iliac  as  a  separate  vessel,  the  median  iliac  vein, 
instead  of  fusing  with  the  other  vessels  from  the  rectal  and 
gluteal  regions  to  form  the  hypogastric  vein.  Should  such  a 
condition  be  overlooked,  it  might  readily  happen  that  a  ligature 
applied  to  the  supposed  hypogastric  would  cut  off  only  the 
return  blood  from  the  rectal  and  gluteal  regions,  w^hile  the 
thrombosed  median  iliac  vein  would  remain  free  to  cast  off  in- 
fected emboli  into  the  general  circulation. 

It  is  difficult  to  arrive  at  accurate  conclusions  as  to  the  relative 
frequency  with  which  the  various  veins  are  involved,  as  the 
statements  of  the  various  writers  are  quite  contradictory. 
They  are,  moreover,  based  upon  autopsy  records  which  give 
information  only  as  the  terminal  findings,  and  by  no  means 
represent  the  conditions  which  would  have  been  encountered 
had  an  early  operation  been  performed.  Thus,  Freund  and 
Seegert  state  that  the  process  is  usually  confined  to  one  r  booth 
spermatics,  while  Trendelenburg  holds  that  it  is  limited  to  the 
vessels  of  one  side  of  the  pelvis  in  only  about  one-third  of  the 
cases.  On  the  other  hand  Opitz,  Grossmann,  and  Lenhartz 
found  a  single  spermatic  vein  involved  in  only  9.11  and  13  per 
cent,  of  their  autopsies,  respectively. 

As  far  as  I  can  gather  from  my  own  experience  and  the  reports 
in  the  literature,  the  operation  is  quite  easy  in  suitable  cases,  and 
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is  well  borne  by  the  patient.  The  danger  of  peritonitis  has 
been  greatly  exaggerated  as  it  was  noted  only  in  three  cases 
reported  by  Berkofsky,  Bumm,  and  myself.  In  the  first  instance 
it  was  due  to  an  abscess  between  coils  of  intestines,  and  in  my 
case  was  merely  an  extension  from  the  subperitoneal  abscesses, 
and  clearly  not  an  immediate  consequence  of  the  operation,  as 
death  did  not  occur  until  twenty-tw^o  days  afterward. 

Indications  for  Operation. — The  more  or  less  favorable  results 
which  I  have  shown  follow  the  transperitoneal  method  of  oper- 
ating clearly  indicate  the  justifiability  of  the  procedure,  as  well 
as  the  necessity  for  its  performance  at  the  earliest  possible 
moment;  as  only  by  so  doing  can  one  expect  to  find  the  process 
limited  to  the  distal  portion  of  a  single  vessel,  and  each  day's 
delay  increases  the  probability  of  its  extension  and  diminishes 
the  chance  of  being  able  to  contro^  it. 

Unfortunately,  the  diagnosis  is  not  always  easily  made  and  it 
sometimes  happens  by  the  time  it  has  been  established  that  the 
process  has  extended  beyond  all  hope  of  surgical  aid.  Generally 
speaking,  it  may  be  said  that  the  occurrence  of  frequent  chills 
and  a  hectic  temperature  renders  the  diagnosis  fairly  probable, 
which  becomes  assured  whenever  one  can  palpate  the  thrombosed 
vessels  as  a  small,  irregular,  worm-like  mass  high  up  in  the 
outer  portion  of  either  broad  ligament,  as  was  done  by  Lenhartz 
in  thirty-one  out  of  thirty-nine  pyemic  cases.  In  other  instances, 
however,  a  positive  diagnosis  cannot  be  made,  and  I  have  al- 
ready referred  to  one  of  my  own  patients  in  whom  thrombosis 
of  the  vena  cava  w^as  found  at  autopsy,  and  yet  during 
the  course  of  the  illness  she  did  not  present  chills  or  high 
temperature. 

In  view  of  the  difficulty  of  diagnosis  and  the  necessity  for  prompt 
interference,  Trendelenburg  proposed  operating  after  the  occur- 
rence of  a  second  chill.  His  suggestion,  however,  has  not  been 
favorably  received,  and  is  generally  regarded  as  too  radical. 
More  particularly,  as  Herff  has  pointed  out  that  each  chill  may 
be  the  last  one,  w^hile  Seegert  has  shown  that  spontaneous  re- 
covery may  occur  after  as  many  as  seventy. 

I  believe  that  the  operation  should  be  undertaken  whenever  a 
positive  diagnosis  can  be  made,  while  in  those  cases  in  w^hich 
thrombosed  vessels  cannot  be  palpated  through  the  vagina,  I 
consider  that  the  determination  to  interfere  should  be  governed 
entirely  by  the  general  condition  of  the  patient,  and  that  the 
abdomen  should  be  opened  if  she  is  seriously  ill  and  the  clinical 
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symptoms  show  no  signs  of  improvement,  provided,  of  course, 
that  peritonitis  or  a  broad-ligament  abscess  has  not  developed. 

All  observers  agree  that  the  prospects  of  cure  are  far  greater 
in  the  chronic  than  in  the  acute  form  of  pyemia.  Consequently 
when  the  chills  and  hectic  fever  do  not  appear  until  ten  days  or 
two  weeks  after  the  abortion  or  labor,  the  prognosis  will  be  much 
more  favorable  than  if  the  symptoms  appear  earlier.  Bardele- 
ben's  experimental  work  upon  the  production  of  streptococcic 
thrombosis  affords  a  satisfactory  explanation  for  this  difference, 
as  he  has  clearly  shown  when  virulent  bacteria  are  used  that  there 
is  comparatively  little  local  involvement  of  the  vessels  and  that 
even  the  prompt  amputation  of  the  affected  part  will  not  pre- 
vent the  death  of  the  animal  from  a  general  infection;  whereas 
when  the  streptococci  are  of  lesser  virulence,  the  thrombotic 
process  is  much  more  pronounced  and  the  bacteria  show  little  if 
any  tendency  to  invade  the  vessel  walls.  In  this  event  symp- 
toms are  due  to  the  breaking  down  of  the  thrombi  and  the  en- 
trance of  infected  emboli  into  the  circulation,  so  that  the  appli- 
cation of  a  ligature  beyond  the  thrombus  tends  to  check  the 
further  spread  of  the  process,  while  the  bacteria  gradually  die 
out  in  the  localized  area. 

If  the  patient  is  not  seen  until  after  the  development  of 
multiple  metastatic  abscesses,  operation  will  probably  prove  un- 
availing. On  the  other  hand,  the  presence  of  localized  pleurisy 
due  to  isolated  pulmonary  infarction  or  even  of  signs  of  begin- 
ning septic  pneumonia,  do  not  necessarily  contraindicate  it; 
and  in  my  Case  Y  the  beginning  pulmonary  involvement  afforded 
the  indication  immediately  after  the  admission  of  the  patient 
to  the  hospital.  The  appearance  of  acute  endocarditis  or  of 
definite  pulmonary  abscess  or  pneumonia  usually  indicates  that 
the  patient  is  suffering  from  general  pyemia  and  that  the  thromr 
botic  process  has  become  so  extensive  as  to  offer  but  little  hope 
of  alleviation  by  operative  measures,  although  even  in  such  cases 
there  is  always  a  remote  possibility  of  spontaneous  cure. 

Technic. — As  the  general  concensus  of  opinion  seems  to  indi- 
cate the  great  superiority  of  the  transperitoneal  over  the  extra- 
peritoneal method  of  operating,  I  shall  consider  only  the  tech- 
nic of  the  latter. 

After  opening  the  abdomen  by  a  moderately  large  incision, 
with  the  patient  in  the  Trendelenburg  position,  the  intestines 
should  be  pushed  out  of  sight  and  protected  by  suitable  com- 
presses,   thereby    affording   a   satisfactory    view   of   the    pelvic 
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contents.  The  tube  and  ovaries  should  be  carefully  examined 
and  the  outer  ends  of  the  broad  ligament  carefully  palpated,  after 
which  the  infundibulopelvic  ligaments  should  be  followed  to  their 
pelvic  insertion  and  the  course  of  the  spermatic  veins  mapped 
out  above  the  point.  The  lateral  and  posterior  portion  of  the 
pelvic  wall  should  then  be  carefully  palpated  in  order  to  deter- 
mine whether  the  hypogastrics  are  likewise  involved.  If  the 
slightest  trace  of  hardening  be  detected  along  the  course  of 
any  of  the  vessels,  the  existence  of  thrombosis  should  be  assumed 
and  preparations  made  for  ligating  or  excising  the  affected 
vessel  or  vessels.  If  only  one  spermatic  is  involved,  the  perito- 
neum covering  it  should  be  incised  and  the  vessel  carefully 
palpated  in  order  to  determine  the  location  of  the  central  end 
of  the  thrombus,  and  a  single  chromicized  catgut  ligature  ap- 
plied well  above  it.  Its  point  of  application  will  depend  upon 
the  extent  of  the  process,  so  that  in  some  instances  the  ligature 
may  be  applied  just  above  the  pelvic  brim,  while  in  others  it  may 
have  to  be  placed  at  its  central  end,  just  before  it  opens  into  the 
vena  cava  or  renal  vein,  according  as  the  right  or  left  side  is 
implicated. 

If  the  process  is  clearly  limited  to  one  spermatic,  its  ligation 
will  complete  the  essential  part  of  the  operation,  which  is  con- 
cluded by  uniting  the  peritoneal  incision  over  the  vein  by  a  con- 
tinuous suture  and  then  closing  the  abdominal  wound  in  the  usual 
manner.  If,  however,  there  is  any  suspicion  that  both  sper- 
matics  are  implicated,  sutures  should  be  applied  on  either  side. 

From  my  own  experience,  as  well  as  that  of  others  as  recorded 
in  the  literature,  ligation  is  usually  all  that  is  necessary,  and 
excision  is  demanded  only  in  exceptional  cases  in  which  marked 
periphlebitis  is  present  or  in  which  the  thrombosed  vein  presents 
areas  of  softening  which  appear  likely  to  lead  to  perforation 
within  the  course  of  a  few  days.  In  such  cases  two  ligatures 
should  be  applied,  one  well  above  the  central  end  of  the  thrombus 
and  the  other  over  the  infundibulopelvic  ligament,  and  the  vessel 
severed  between  them  by  means  of  a  thermocautery.  Ordinarily, 
the  removal  of  the  tube  and  ovary  on  the  affected  side  is  not  nec- 
essary, and  should  be  resorted  to  only  in  the  presence  of  a  definite 
lesion. 

If  ligation  of  one  or  both  spermatics  is  all  that  is  indicated 
and  the  process  is  not  complicated  by  local  inflammatory  lesions, 
the  prognosis  is  very  favorable,  and  the  patient  has  a  good  pros- 
pect of  rapid  and  permanent  cure.     Indeed,  Berkofsky  believes 
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that  in  any  event  this  should  be  the  extent  of  the  operation, 
as  he  holds  if  the  process  be  so  extensive  as  to  necessitate  liga- 
tion of  the  hypogastric  veins  as  well,  that  the  prospects  of  cure 
are  minimal  and  will  actually  be  reduced  by  the  manipulation 
incident  to  the  more  extensive  operation. 

If,  however,  one  or  both  hypogastrics  appear  to  be  involved 
or  if  one  accepts  the  dictum  of  Bumm  and  Bardeleben  that  all 
four  vessels  should  be  ligated  as  a  matter  of  principle  in  every  case, 
steps  should  be  taken  to  expose  and  ligate  these  vessels  before 
closing  the  peritoneal  incision  over  the  spermatic  vein.  For  this 
purpose,  after  extending  the  lower  end  of  the  incision  somewhat 
backward  and  downward  if  necessary,  the  index-fingers  of  either 
hand  should  be  inserted  into  its  lower  end  and  passed  down  into 
the  connective  tissue  along  the  pelvic  brim,  and  upon  drawing 
them  apart,  so  that  one  finger  approaches  the  infundibulopelvic 
ligament  and  the  other  the  sacroiliac  joint,  the  iliac  vessels 
come  into  view.  These  manipulations  should  be  continued  until 
the  bifurcation  of  the  common  iliac  become  apparent,  so  that 
the  external  and  internal  iliac  arteries  can  be  clearly  differen- 
tiated. The  hypogastric  vein  on  either  side  will  then  be  found 
lying  below  and  somewhat  to  the  right  of  the  internal  iliac  artery, 
so  that  the  latter  must  be  displaced  before  the  former  becomes 
accessible.  This  is  accomplished  by  drawing  the  artery  to  the 
left  by  means  of  the  fingers  or  by  a  suitable  retractor,  so  that  if  it 
is  desired  to  expose  the  right  hypogastric,  the  right  internal  iliac 
artery  should  be  retracted  toward  the  midline,  while  on  the  left 
side  the  artery  should  be  retracted  laterally.  When  the  hypo- 
gastric vein  has  been  properly  exposed,  the  ligature  should  be 
applied  by  means  of  a  blunt  aneurysm  needle  as  close  as  possible 
to  its  point  of  junction  with  the  external  iliac  vein,  and  the 
peritoneal  incision  closed  by  a  continuous  suture. 

These  manipulations  are  less  difficult  in  the  living  woman 
than  upon  the  cadaver,  as  the  pulsation  of  the  artery  and  the 
induration  of  the  affected  vein  render  the  differentiation  of  the 
vessels  quite  easy.  The  ligature  should  be  applied  by  means  of  an 
aneurysm  needle,  or  a  specially  prepared  blunt  needle,  as  a 
sharp-pointed  one  increases  the  danger  of  puncturing  a  vessel, 
and  thus  leading  to  the  unpleasant  complication  of  hemorrhage 
or  the  escape  of  infected  material. 

Great  stress  should  be  laid  upon  securing  the  best  possible 
exposure  before  applying  the  ligatures,  more  particularly  in  view 
of  the  observations  of  Konatski  upon  the  occurrence  of  fretiuent 
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aberrations  in  the  course  of  the  venous  trunks  of  the  pelvis. 
Normally,  the  blood  from  the  base  of  the  bladder  and  lower  part 
of  the  uterus  is  collected  by  a  large  vein,  which  fusing  with  another 
vessel  containing  blood  from  the  gluteal  and  rectal  regions  forms 
the  hypogastric  or  internal  iliac  vein.  Konatski,  however, 
has  shown  that  this  occurs  in  only  about  70  per  cent,  of  the  cases, 
while  in  the  other  30  per  cent,  the  two  vessels  open  separately 
into  the  external  iliac  vein.  Under  such  circumstances  he 
designates  the  large  vein,  containing  blood  from  the  bladder  and 
uterus,  as  the  median  iliac,  and  the  smaller  one,  returning  blood 
from  the  gluteal  and  rectal  regions,  as  the  internal  iliac  vein. 

It  therefore  becomes  apparent  that  the  possibility  of  such  an 
abnormality  should  always  be  borne  in  mind,  as  with  imperfect 
exposure  it  may  readily  happen  that  the  internal  iliac  might  be 
ligated  for  the  hypogastric  vein  and  the  median  iliac  be  over- 
looked, when  it  would  be  free  to  pour  its  infectious  contents  into 
the  external  iliac  and  thus  render  illusory  the  effect  of  the  oper- 
ation. 

One  or  both  spermatic  veins  may  be  ligated  with  impunity,  and 
the  question  naturally  arises  as  to  what  might  happen  if  both 
hypogastrics  were  ligated  as  well.  A  priori,  it  would  seem 
unlikely  that  sufficient  collateral  circulation  could  be  established 
to  maintain  the  nutrition  of  the  pelvic  organs,  but  the  obser- 
vations of  Bumm,  Bardeleben,  Haeckel,  Fromme,  and  Berkofsky 
show  that  such  fears  are  groundless  and  that  a  fairly  satisfactory 
collateral  circulation  is  promptly  established.  In  none  of  the 
reported  cases  did  gangrene  occur,  although  the  external  geni- 
talia became  markedly  swollen  and  edematous  for  a  few  days. 
This  usually  subsided  spontaneously,  although  in  one  of  Bumm's 
patients  it  was  followed  by  a  pronounced  varix  formation;  while 
in  another  the  interference  with  circulation  gave  rise  to  marked 
passive  congestion  of  the  uterus  which  manifested  itself  by  a 
constant  serous  discharge  from  that  organ,  which  had  persisted 
eighteen  months  after  the  operation. 

Indeed,  even  more  radical  interference  may  be  had  without 
serious  consequences,  as  was  demonstrated  in  one  of  Haeckel's 
cases  in  which  the  common  iliac  vein  was  ligated.  This  did  not 
cause  gangrene  of  the  leg  as  might  have  been  expected,  although 
such  an  issue  might  occur  in  other  cases.  In  order  to  guard 
against  it,  he  recommends  that  the  opposite  hypogastric  should 
not  be  ligated,  in  case  so  radical  an  interference  should  appear 
indicated  on  one  side.     Trendelenburg  even  went  a  step  further. 
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and  has  reported  that  he  ligated  the  lower  end  of  the  vena  cava 
in  two  instances  and  that  the  patients  lived  for  six  and  thirteen 
days,  respectively,  after  the  operation  without  untoward  effects. 
Such  a  result  can  only  be  explained  by  supposing  that  the  ante- 
cedent thrombosis  had  occurred  sufficiently  gradually  to  permit 
the  establishment  of  a  satisfactory  collateral  circulation,  as  it  is 
inconceivable  that  so  radical  an  interference  with  the  return 
of  blood  from  the  extremities  and  pelvic  organs  could  be  with- 
stood under  ordinary  conditions.  The  correctness  of  such  an 
explanation  is  borne  out  by  the  fact  that  in  several  instances  I 
have  seen  women  come  to  autopsy  with  thrombosis  of  the  lower 
portion  of  the  vena  cava,  and  yet  during  life  present  little  if  any 
signs  of  impaired  circulation. 

J.  W.  Taylor,  F.  E.  Taylor,  Latzo,  Sinclair,  and  others  have 
proposed  that  the  thrombotic  process  be  attacked  through  the 
vagina,  and  have  reported  good  results  from  the  operation. 
While  it  is  conceivable  that  such  a  procedure  may  be  applicable 
when  the  thrombosis  is  limited  to  the  vessels  of  the  pampiniform 
plexus,  and  associated  with  periphlebitic  inflammation  or  even 
with  broad-ligament  phlegmons,  it  is  apparent  that  it  could  not 
be  utilized  in  the  class  of  cases  under  discussion  in  which  the 
spermatic  or  hypogastric  veins  are  involved.  For  this  reason, 
it  seems  to  me  that  it  is  inadvisable  to  consider  such  proposals 
at  this  time,  as  I  hold  that  they  demonstrate  that  their  authors 
fail  to  appreciate  the  significance  of  the  pyemic  process,  and  I 
consider  that  their  discussion  would  only  serve  to  obscure  the 
question  at  issue. 

HISTORY   OF   CASES. 

Case  I. — Mrs.  J-  B.  B.  Consultation  with  Dr.  C.  W.  Larned, 
February  9,  1903.  The  nineteen-year-old  primipara  was  deliv- 
ered spontaneously  of  a  seven  to  eight  months'  fetus  on 
February  5,  1903.  For  three  days  previously  she  had  com- 
plained of  pain  in  the  right  side  and  slight  fever.  This  continued 
after  delivery  and  on  the  following  day  Dr.  Larned  palpated  a 
small  mass  in  the  appendix  region,  which  at  first  suggested 
appendicitis.  It  grew  gradually  larger  and  the  patient  suffered 
from  paroxysmal  pains  and  occasional  chills;  the  temperature 
varied  between  100°  and  102°  and  the  j5ulse  between  100  and  120. 
The  lochia  were  normal  and  the  bowels  readil\-  moved  by  Rochelle 
salts. 

When  I  saw  her  at  5  p.  m.,  February  9,  the  temperature  was 
101°  and  pulse  1 12.  The  fundus  of  the  uterus  was  felt  two  fingers 
above  the  symphysis  and  extending  from  its  upper  right  margin 
was    a    distinct    tmnefaction    reaching    2    cm.    above    Poupart's 
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ligament.  This  was  very  sensitive  on  palpation,  but  there  was 
no  muscle  spasm.  On  vaginal  examination  the  perineum  and 
cervix  were  found  intact,  uterus  forward  and  about  the  size  of  a 
fist;  on  the  left  side  the  appendages  were  normal;  on  the  right 
side  there  was  a  firm  hard  mass  which  filled  out  the  broad  liga- 
ment and  was  continuous  with  that  felt  through  the  abdomen. 
A  positive  diagnosis  was  not  made,  although  I  thought  that  I 
had  to  deal  with  a  hematoma  or  a  beginning  phlegmon  of  the 
broad  ligament,  appendicitis  having  been  practically  excluded. 

The  patient  "was  immediately  sent  to  the  hospital  so  as  to  be 
under  closer  observation.  Leukocyte  count  19,000.  During 
the  night  she  suft'ered  considerable  pain,  the  temperature  rising 
to  102.5°  and  the  pulse  to  120.  On  examination  the  following 
morning  the  mass  in  the  right  iliac  fossa  appeared  to  be  larger, 
so  that  it  was  determined  to  operate  at  once. 

Upon  opening  the  abdomen  at  the  outer  margin  of  the  right 
rectus  muscle  the  appendix  was  seen  to  be  normal,  but  a  tume- 
faction w^as  found  extending  from  the  right  margin  of  the  uterus 
to  the  pelvic  wall,  while  the  tubes  and  ovaries  were  normal 
except  for  some  edema  and  a  few  fibrinous  patches  upon  their 
surface.  On  closer  examination  it  was  found  that  the  mass 
offered  a  brawny  feel  to  the  fingers  and  lay  within  the  folds  of 
the  broad  ligament  and  increased  rapidly  in  size  as  the  pelvic 
wall  was  approached.  It  did  not  extend  quite  to  the  right  side 
of  the  uterus,  but  at  the  pelvic  wall  it  formed  a  tumor  3  cm. 
in  diameter,  which  then  passed  upward  and  backward  out  of 
the  pelvis  as  a  firm,  hard  cord-like  structure  the  size  of  the  thumb, 
and  ended  in  the  spermatic  vein  about  3  cm.  above  the  pelvic 
brim. 

There  was  considerable  doubt  as  to  the  best  mode  of  treatment, 
but  it  was  finally  decided  to  pack  off  the  infected  side  carefully 
and  to  remove  the  tube  and  ovary  and  as  much  of  the  indurated 
structure  as  possible,  and  finally  to  bring  the  stump  into  the 
lower  angle  of  the  wound  in  order  to  afford  free  drainage. 

After  applying  a  ligature  to  the  spermatic  vein  just  above  the 
induration,  its  thrombosed  portion  was  removed  together  with 
the  tube  and  ovarv  and  as  much  of  the  broad  ligament  as  pos- 
sible. The  area  was  then  packed  off  thoroughly  and  a  gauze 
drain  brought  out  through  the  lower  end  of  the  wound,  whose 
upper  end  was  closed  with  sutures.  The  cut  surface  of  the  broad 
ligament  was  tense  and  edematous  and  presented  many  throm- 
bosed vessels. 

Immediatelv  following  the  operation  the  temperature  fell  to 
99.5°  and  pulse  to  104.  For  the  following  seventeen  days  there 
was  a  low  irregular  temperature  but  a  good  pulse,  which  varied 
between  eighty  and  ninety-six.  On  the  fourth  day  there  was 
quite  a  severe  chill,  but  no  other  signs  of  pyemia. 

Patient  was  discharged  on  the  thirty-seventh  day  in  good 
condition,  the  abdominal  wound  having  healed  by  granulation. 

Microscopic  examination  of  the  excised  tissue  showed  that  the 
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ovary  and  tube  were  approximately  normal.  The  tissues  of  the 
broad  ligament  were  so  markedly  edematous  that  its  com- 
ponent parts  were  often  widely  separated.  The  larger  veins 
were  more  or  less  completely  thrombosed  and  presented  signs 
of  inflammation  in  the  adventitia.  Appropriately  stained 
specimens  showed  the  presence  of  large  numbers  of  streptococci 
in  the  interior  of  the  thrombi. 

Case  II. — Mrs.  C.  C.  Seen  in  consultation  with  Dr.  W.  J. 
Pillsbury,  July  i8,  1906.  The  forty-year-old  V-para  had 
previously  had  a  number  of  self-induced  abortions,  and  on 
July  5  expelled  a  two  months'  fetus  and  membranes  following 
criminal  interference. 

When  Dr.  Pillsbury  saw  her  thirteen  days  later,  he  obtained  a 
history  of  repeated  chills,  fever,  abdominal  pain,  and  a  foul- 
smelling  vaginal  discharge.  The  temperature  was  102.4°  and 
pulse  120.  The  lower  abdomen  was  tender  on  palpation,  but 
vaginal  examination  was  negative  except  for  an  extremely  painful 
area  in  the  left  side  posterior  to  the  uterus.  Notwithstanding 
the  administration  of  an  intrauterine  douche  and  the  usual 
medicinal  measures,  she  was  much  worse  the  following  day, 
when  she  had  a  severe  chill,  and  the  temperature  and  pulse  rose 
to  105°  and  140,  respectively. 

When  I  saw  her  the  same  evening,  the  temperature  was  106.3° 
and  pulse  146.  She  complained  of  slight  abdominal  pain,  but 
appeared  to  be  desperately  ill.  Examination  was  negative 
except  for  a  small,  painful  area  of  resistance  in  the  outer  portion 
of  the  left  broad  ligament.  In  view  of  the  history  and  clinical 
findings,  I  diagnosticated  puerperal  pyemia,  following  throm- 
bosis of  the  veins  of  the  left  broad  ligament  and  recommended 
her  removal  to  the  hospital  for  immediate  operation. 

She  entered  the  hospital  the  same  night  and  was  operated 
upon  early  the  following  morning,  the  fifteenth  day  after  the 
abortion.  Upon  opening  the  abdomen  both  tubes  and  ovaries 
were  found  to  be  normal,  the  uterus  was  fairly  well  involuted, 
and  there  were  no  signs  of  pelvic  peritonitis.  The  left  broad 
ligament  was  somewhat  swollen  and  indurated,  and  thickened 
veins  could  be  palpated  in  its  interior.  The  induration  did  not 
extend  quite  to  the  pelvic  wall,  and  the  spermatic  vessels  above 
the  pelvic  brim  appeared  perfectly  normal.  Accordingly,  a 
double  ligature  was  applied  to  the  extreme  outer  end  of  the  left 
infundibulopelvic  ligament,  and  the  abdomen  closed  without 
further  manipulations. 

The  convalescence  was  remarkable.  The  temperature  fell  to 
100°  within  a  few  hours  after  the  operation  and  never  rose  above 
that  point  afterward.  The  chills  disappeared  completely,  and 
the  entire  recovery  was  as  uneventful  as  that  usually  following  a 
simple  abdominal  operation. 

Case  III. — Obst.  No.  3152.  Smithman.  A  twenty-five  year 
old  I  V-para,  was  admitted  September  9,  1907,  with  a  high  tem- 
perature following  a  spontaneous  abortion.      Her  previous  labors 
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had  been  normal,  and  on  August  30  she  had  a  spontaneous 
three  months'  abortion  which  she  attributed  to  overexertion. 
The  placenta  was  not  expelled  and  she  suffered  considerably 
from  pain  and  hemorrhage  until  a  physician  was  called  in  three 
days  later.  He  attempted  to  remove  the  placenta  upon  several 
occasions,  but  not  with  complete  success.  She  had  a  chill  on 
the  sixth  day,  after  which  one  or  more  occurred  daily.  As  her 
condition  was  growing  steadily  worse  she  was  admitted  to  the 
hospital  and  the  uterus  cleaned  out  immediately  afterward. 

Examination  before  operation  showed  that  the  cervix  was 
closed;  the  uterus  the  size  of  an  orange  and  rather  boggy  in 
consistency;  the  appendages  on  the  left  side  were  normal,  while 
an  ill-defined  mass  was  felt  low  down  in  the  right  broad  ligament. 
After  dilating  the  cervix  with  Goodell's  instrument,  the  fingers 
separated  a  small  amount  of  placental  tissue  from  the  posterior 
uterine  wall,  which  was  readily  removed  by  means  of  ovum 
forceps,  after  which  a  large  intrauterine  douche  of  hot  saline 
solution  was  given  and  the  patient  sent  to  the  isolating  w^ard. 
A  sample  of  uterine  lochia  obtained  immediately  before  the 
operation  showed  the  presence  of  streptococci  in  pure  culture. 

Following  the  operation  the  patient  continued  to  have  one 
or  more  chills  a  day,  the  temperature  and  pulse  following  a 
typically  hectic  course,  reaching  106°  and  160,  respectively,  upon 
several  occasions,  to  become  subnormal  during  the  remissions. 
In  view  of  the  pronounced  intermissions,  the  possibility  of 
malaria  was  suspected,  but  prolonged  and  repeated  search  failed 
to  show  the  presence  of  plasmodia.  Blood  cultures  were  made 
upon  several  occasions,  but  always  with  negative  results. 

When  I  saw  the  patient  ten  days  after  the  uterus  had  been 
emptied  she  complained  only  of  slight  tenderness  in  the  right 
ovarian  region  and  had  practically  no  vaginal  discharge.  The 
cervix  was  slightly  lacerated  bilaterally;  the  uterus  well  involuted 
with  its  fundus  backward  and  directed  toward  the  left  side  of 
the  pelvis.  Appendages  on  the  left  side  were  apparently  normal. 
On  the  right  side  there  w^as  a  distinct  mass  quite  high  up  at  the 
lateral  end  of  the  broad  ligament.  It  did  not  depress  the  vaginal 
fornix  and  could  not  be  mapped  out  satisfactorily.  In  view 
of  the  history  and  the  clinical  findings,  pyemia  was  diagnosticated, 
and  it  was  determined  to  open  the  abdomen  in  the  hope  of 
restricting  its  spread  by  ligating  the  thrombosed  vessels. 

Operation  on  the  twenty-first  day  after  abortion.  Exami- 
nation under  anesthesia  revealed  to  the  right  of  the  uterus  and 
high  up  in  the  pelvis  a  rounded  mass,  5  or  6  cm.  in  diameter, 
apparently  not  adherent.  Upon  opening  the  abdomen  in  the 
midline  a  small  amount  of  turbid  fluid  was  found  in  the  pelvic 
cavity,  and  a  few  flocculi  of  lymph  were  adherent  to  the  colon. 
The  right  tube  was  markedly  enlarged  and  congested,  but  its 
fimbriated  end  w^as  patent;  the  ovary  was  twice  the  usual  size 
and  apparently  fluctuant.  From  the  infundibulopelvic  liga- 
ment a  brawny  induration  2  to  3  cm.  in  diameter,  corresponding 
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to  the  right  spermatic  vein  could  be  traced  upward  beyond  the 
promontory  of  the  sacrum. 

The  right  ovary  and  tube  were  then  excised  by  means  of  a 
wedge-shaped  incision  in  the  uterine  cornu.  On  cutting  through 
the  mesosalpinx  a  few  drops  of  pus  escaped  from  the  ovarian 
vessels,  as  well  as  from  a  small  opening  in  the  peritoneum 
anterior  to  the  severed  end  of  the  infundibulopelvic  ligament. 
After  incising  the  peritoneum  over  the  indurated  mass  above 
the  pelvic  brim,  the  spermatic  vein  was  gradually  isolated. 
It  was  found  to  be  firmly  thrombosed,  being  i  1/2  cm.  in  diam- 
eter at  the  pelvic  brim  and  only  a  few  millimeters  in  diameter  6 
cm.  higher  up  where  the  thrombus  ended.  After  applying  a 
ligature  beyond  the  thrombus,  the  distal  end  of  the  vein  was 
excised. 

Following  this  a  considerable  quantity  of  pus  welled  up  from 
the  depths  of  the  wound,  and  upon  investigation  was  found  to 
come  from  two  cavities  the  size  of  an  orange  which  lay  beneath 
the  cecum,  while  a  smaller  abscess  was  found  at  the  upper  and 
outer  end  of  the  broad  ligament.  After  emptying  them,  they 
were  packed  with  iodoform  gauze  and  an  attempt  made  to  isolate 
the  infected  area  from  the  rest  of  the  abdominal  cavity,  the  ends 
of  the  pack  being  brought  out  through  counter  openings  in  the 
right  flank  and  the  posterior  culdesac.  The  abdominal  wall 
was  closed  in  layers.  The  right  hypogastric  vein  and  the 
vessels  on  the  left  side  were  apparently  not  involved. 

The  patient  was  very  much  better  for  twenty-four  hours 
following  the  operation  and  the  temperature  fell  to  normal. 
On  the  second  day,  however,  she  had  a  chill  and  a  temperature 
of  103°,  after  which  it  pursued  a  hectic  course,  varying  from 
normal  to  105  1/2°,  although  chills  occurred  much  less  frequently 
than  previously.  On  the  sixth  day  she  complained  of  cough 
and  some  pain  in  the  right  side  of  the  chest;  definite  pneumonia 
gradually  developed  in  the  lower  and  middle  lobes  of  the  right 
lung,  the  left  remaining  clear.  Death  occurred  suddenly  on  the 
twenty-second  day  apparently  from  pulmonary  embolism. 

The  anatomical  diagnosis  at  autopsy  was  as  follows:  Pelvic 
suppuration  following  abortion  and  operation.  Thrombosis 
of  pelvic  veins  and  vena  cava.  General  pyemia;  suppurating 
peritonitis.  Acute  bronchopneumonia  with  abscess  formation; 
empyema,  acute  mitral  endocarditis;'  acute  pericarditis  with 
effusion.  Acute  suppurative  lymphadenitis  (bronchial  and 
mediastinal  glands).  Focal  necroses  with  suppuration  in  liver, 
spleen,  kidneys,  and  adrenals.  Acute  splenic  tumor,  cloudy 
swelling  of  viscera,  chronic  dilTuse  nephritis. 

Examination  of  tissue  removed  at  operation.  Fallopian  tube: 
some  perisalpingitis,  mucosa  normal,  no  signs  of  inflammation. 
Ovary:  Double  usual  size.  Somewhat  more  than  one-half 
of  its  interior  occupied  by  an  abscess  cavity,  filled  with  grayish- 
green  pus.  Typical  histological  picture.  No  involvement  of 
ovarian    vessels.      Bacteriological    examination    of    pus    showed 
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pure  culture  of  streptococci.  Sections  through  the  excised 
vein  showed  marked  periphlebitis,  well  marked  endophlebitis, 
lumen  almost  completely  occluded  by  a  firm  thrombus. 

Case  IV. — Obst.  Xo.  3351.  Ballard.  Colored,  age  eigh- 
teen years,  Il-para,  entered  the  hospital  Februarv  21,  190S, 
with  the  following  history:  Spontaneous  labor  fifteen  months 
previously;  last  menstrual  period  in  November,  1907.  Was 
perfectly  well  until  February  14,  1908,  when  she  aborted  spon- 
taneously of  a  fetus  14  cm.  in  length  and  passed  some  placental 
tissue  and  blood-clots.  Four  days  later  she  began  to  be  feverish, 
and  when  seen  by  an  out-patient  assistant  had  a  temperature  of 
101°  and  a  pulse  of  120.     She  had  two  chills  on  the  sixth  dav. 

Upon  admission  on  the  seventh  day  the  temperature  was 
102.4°,  pulse  140.  As  there  was  considerable  foul-smelling 
vaginal  discharge,  it  was  determined  to  empty  the  uterus,  and  a 
uterine  culture  taken  before  any  manipulations  were  made.  On 
examination  the  cervical  canal  admitted  one  finger;  the  uterus 
was  enlarged,  retroflexed,  and  softened  in  consistencv.  The 
fingers  found  numerous  shreds  of  tissue  in  the  uterine  cavity, 
which  were  readily  separated  and  removed  with  ovum  forceps, 
after  which  a  hot  saline  intrauterine  douche  was  given.  The 
following  evening  she  had  a  severe  chill  and  the  temperature  rose 
to  103.8°,  after  which  it  pursued  a  hectic  course  rising  as  high 
as  105°.  The  bacteriological  examination  showed  streptococci 
in  pure  culture. 

When  I  saw  her  five  da\"s  after  the  uterus  had  been  emptied, 
the  abdomen  was  flat,  no  distention  or  tenderness,  slight  rigiditv 
on  the  right  side.  \'aginal  examination  gave  the  same  result 
as  before  the  operation,  except  that  a  worm-like  mass  could  be 
palpated  in  the  outer  portion  of  the  right  broad  ligament. 

From  the  history  of  the  case,  the  continued  hectic  fever  and 
the  findings  in  the  right  broad  ligament,  thrombosis  of  the  pelvic 
veins  on  the  right  side  was  diagnosticated,  and  it  was  determined 
to  open  the  abdomen  and  remove  or  ligate  the  alTected  vessels. 

This  was  done  on  February  28,  one  week  after  the  uterus  had 
been  emptied  and  two  weeks  after  the  abortion.  On  opening 
the  abdomen  the  uterus  was  found  to  be  enlarged,  retroflexed  but 
not  adherent,  the  appendages  on  the  left  side  w^ere  perfectly 
normal;  the  right  tube  and  ovary  were  likewise  normal,  but  at 
the  base  of  the  right  broad  ligament  was  an  indurated  mass  the 
size  of  a  small  orange,  from  the  outer  side  of  which  a  strand  of 
firm,  thick  vessels  extended  to  the  pelvic  wall.  The  right 
spermatic  vein  was  then  exposed  and  ligated  above  the  indura- 
tion, and  the  right  iliac  vessels  exposed  by  an  incision  through 
the  peritoneum,  anterior  and  lateral  to  the  promontory  of  the 
sacrum.  A  thrombosed  vessel,  apparently  corresponding  to 
Konatski's  median  iliac  vein  was  found  and  ligated  with  catgut 
just  before  it  opened  into  the  external  iliac.  The  peritoneal 
incision  was  then  united  by  a  continuous  catgut  suture,  and  the 
abdominal  wall  closed  in  lavers  in  the  usual  manner.      On  remov- 
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ing   the   subcutaneous   abdominal   suture   one   week   later   the 
wound  was  found  to  have  healed  by  first  intention. 

Following  the  operation  there  were  no  further  chills,  and  the 
hectic  fever  gave  place  to  a  continuous  temperature.  Four  days 
later  the  patient  began  to  complain  of  pain  and  tenderness  in  the 
right  ovarian  region,  and  on  the  sixth  day  a  definite  mass  could 
be  palpated  in  the  right  lower  quadrant  of  the  abdomen.  On 
the  seventh  day  I  found  that  it  extended  four  fingers'  breadth 
above  Poupart's  ligament,  and  on  vaginal  examination  occupied 
the  right  broad  ligament  and  completely  filled  out  the  anterior 
segment  of  the  pelvic  cavity.  The  left  tube  and  ovary  were 
normal  and  readily  palpable. 

Having  diagnosticated  a  broad-ligament  abscess,  the  patient 
was  prepared  for  operation  on  the  following  day,  eight  days  after 
the  abdominal  section.  An  incision  7  1/2  cm.  long  was  made 
2  1/2  cm.  above  and  parallel  to  Poupart's  ligament,  at  w^hose 
lateral  end  the  tissues  were  so  indurated  and  matted  together 
that  it  was  impossible  to  distinguish  their  relations.  Through 
this  area  the  abscess  was  opened  and  a  large  quantity  of  thin, 
foul-smelling  pus  escaped.  After  enlarging  the  incision,  the 
finger  entered  a  cavity  the  size  of  two  fists,  which  occupied  the 
right  broad  ligament,  its  median  side  being  bounded  by  the 
uterus  and  its  lateral  by  the  right  pelvic  w^all.  After  washing 
out  with  sterile  salt  solution,  the  cavity  was  lightly  packed  with 
iodoform  gauze  and  the  median  end  of  the  incision  closed  by 
three  layers  of  sutures. 

The  temperature  immediately  fell  to  normal,  but  rose  to  102  1/2° 
the  next  day  and  gradually  subsided,  becoming  entirely  normal 
two  weeks  after  the  operation.  During  this  time  the  patient 
w^as  very  comfortable  and  her  general  condition  very  satisfactory. 
The  wound  granulated  slowly,  but  was  entirely  healed  within  a 
month. 

On  discharge,  April  21,  the  patient  was  in  excellent  condition. 

Case  V. — Obst.  No.  3613.  Twilley.  Admitted  to  hospital 
August  31,  1908.  Twenty-seven  years  old,  six  children,  two 
miscarriages,  several  instrumental  labors.  She  has  never  been 
well,  either  during  or  outside  of  pregnancy.  Last  menstrua- 
tion June,  1908.  On  admission  the  following  history  was 
obtained : 

Seven  days  previously  the  patient,  who  thought  herself 
about  three  months'  pregnant,  began  to  have  abdominal  pains 
which  were  followed  two  days  later  by  a  bloody  discharge.  At 
this  time  she  had  a  chill,  which  has  recurred  daily.  Three  days 
ago  her  physician  attempted  to  clean  out  the  uterus  without 
anesthesia  and  repeated  the  procedure  the  following  day. 

On  admission  the  patient  was  very  sick  and  toxic  and  had 
considerable  abdominal  ])ain.  There  was  a  profuse  purulent 
foul-smelling  blood-stained  vaginal  discharge;  the  abdomen 
was  soft,  but  painful  on  palpation.  On  this  account  the  possi- 
bility of  peritonitis  was  considered  and  seemed  to  contraindicate 
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exploring  the  uterine  cavity  as  would  ordinarily  have  been  done. 
An  ice-bag  Avas  placed  on  the  abdomen. 

The  following  day  she  had  a  severe  chill  with  a  temperature  of 
io,s.S°  and  also  complained  of  sticking  pains  in  the  left  side  of  the 
chest  which  interfered  with  deep  respiration.  No  friction 
sounds  could  be  heard  and  the  examination  was  generally 
negative.  There  was  slight  rigidity  on  the  left  side  of  the  abdo- 
men, and  marked  tenderness  over  the  left  iliac  fossa.  On  vaginal 
examination  the  uterus  was  in  midposition  and  fairly  well 
involuted.  Appendages  on  the  right  side  negative;  on  the  left 
side  there  was  a  definite  thickening  in  the  broad  ligament,  which 
was  most  marked  in  the  uterine  margin;  the  tube  could  not  be 
felt,  but  the  ovary  was  normal  in  size  and  movable. 

In  view  of  the  history  of  abortion  followed  by  chills  and  the 
findings  in  the  left  broad  ligament,  thrombosis  of  the  vessels  on 
the  left  side  was  suspected  and  immediate  operation  seemed 
indicated  on  account  of  the  presence  of  signs  indicating  early 
pulmonary  involvement.  Accordingly,  the  patient  was  operated 
upon  the  same  day  by  Dr.  H.  J.  Storrs,  the  resident  obstetrician. 

The  abdomen  was  opened  in  the  midline  and  after  packing 
back  the  intestines  a  thickened  mass  was  found  at  the  inner 
margin  of  the  left  broad  ligament.  The  left  tube  was  freely 
movable,  but  swollen  and  congested;  the  left  ovary  as  well  as  the 
right  tube  and  ovary  were  normal ;  the  uterus  was  slightly  larger 
than  usual  with  some  old  adhesions  on  its  posterior  surface. 
The  peritoneum  was  then  opened  at  the  brim  of  the  pelvis  and 
the  lower  part  of  the  left  ovarian  vein  was  found  to  be  throm- 
bosed, enlarged,  and  definitely  involved  in  an  inflammatory 
process.  A  catgut  ligature  was  then  applied  beyond  the  area 
of  thickening  just  above  the  pelvic  brim,  and  the  peritoneum 
covering  it  closed  by  a  continuous  catgut  suture.  The  inflamed 
left  tube  was  removed,  but  the  ovary  was  left  in  situ,  after 
which  the  abdomen  was  closed  in  layers  in  the  usual  manner. 

The  day  following  the  operation  the  patient's  condition  was 
practically  unchanged  and  no  further  chills  occurred  during  con- 
valescence. On  the  third  day,  however,  the  temperature  rose 
to  105.2°,  the  respiration  became  much  more  rapid  and  difficult, 
reaching  forty-four  per  minute  and  the  abdomen  was  also  some- 
what distended.  That  afternoon  tubular  breathing  was  de- 
tected in  the  left  lung,  but  no  friction  rub  or  signs  of  consolida- 
tion. On  the  fourth  day,  signs  of  lobar  pneumonia  were  detected 
at  the  base  of  the  left  lung,  which  rapidly  increased  in  extent  so 
that  the  greater  part  of  the  lung  had  become  consolidated  by 
the  following  day.  At  the  same  time  rales  appeared  in  the 
right  side. 

As  the  patient's  condition  did  not  improve,  the  dressings  were 
removed  on  the  sixth  day  when  it  was  found  that  the  upper  two- 
thirds  of  the  abdominal  wound  had  broken  down  and  a  loop  of 
intestines  was  presenting  through  it.  No  attempt  was  made  to 
reduce  the  latter  and  the  wound  was  dressed  with  iodoform  gauze. 
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Examination  by  the  medical  resident  on  the  eighth  day 
showed  consoHdation  of  the  entire  left  lung  and  of  the  lower  and 
posterior  portion  of  the  right  lung.  The  following  day  the 
involvement  of  the  right  lung  had  materially  increased,  but  the 
condition  of  the  patient  was  somewhat  improved.  The  tem- 
perature, however,  varied  between  103°  and  105°  and  the  pulse 
between  120  and  140  up  to  the  fourteenth  day.  At  that  time 
there  was  critical  fall  in  temperature  to  98  1/2°  and  thereafter 
it  remained  practically  normal,  reaching  101°  only  on  two  occa- 
sions. 

When  the  wound  was  dressed  at  this  time  it  was  found  to  be 
granulating  sluggishly  and  the  coil  of  intestines  was  adherent  to 
both  sides  of  the  incision.  The  wound  healed  slowly,  but  the 
patient  improved  rapidly  and  was  discharged  on  October  26, 
in  good  condition.  At  that  time  the  pleura  over  the  left  lung 
was  evidently  thickened;  the  uterus  was  well  involuted,  but 
drawn  somewhat  to  the  left  of  the  mid  line;  the  appendages  on 
the  right  side  w^ere  normal  and  there  w^as  no  mass  or  tenderness 
on  the  left  side;  the  abdominal  wound  was  not  completely 
healed,  but  was  granulating  satisfactorily. 

On  considering  the  history  of  the  case  it  is  not  apparent  that 
the  operation  played  a  marked  part  in  the  recovery  of  the  patient, 
but  both  Dr.  Storrs  and  Dr.  Goldsborough  who  saw  her  in 
consultation  felt  that  without  it  she  would  undoubtedly  have 
perished.  Cultures  from  the  uterine  cavity  showed  the  presence 
of  streptococcus,  though  blood  cultures  taken  during  the  course 
of  the  disease  were  negative.  Examination  of  the  excised  tube 
showed  signs  of  perisalpingitis,  considerable  edema  and  con- 
gestion, but  no  evidence  of  acute  salpingitis. 

CONCLUSIONS. 

1.  As  the  average  mortality  of  puerperal  pyemia  is  in  the 
neighborhood  of  66  2/3  per  cent.,  any  operation  which  ofifers  a 
chance  of  reducing  it  should  be  welcomed. 

2.  This  paper  is  based  upon  the  study  of  fifty-six  cases  of 
thrombophlebitis  treated  by  the  excision  or  ligation  of  one  or 
more  pelvic  veins.  Fifteen  operations  by  the  extraperitoneal 
and  forty-one  by  the  transperitoneal  method  gave  a  gross 
mortality  of  80  per  cent,  and  43.9  per  cent.,  respectively.  Not 
an  appreciable  difference  from  that  following  expectant  treat- 
ment. 

3.  Many  of  the  reported  cases  were  not  susceptible  of  cure,  and 
the  technic  was  often  faulty.  Upon  deducting  such  cases  we 
obtain  a  corrected  mortality  of  40  per  cent,  and  21.4  per  cent, 
for  the  two  types  of  operation.  In  five  personal  cases  the  gross 
mortality  was  20  per  cent. 

4.  When  the  thrombosis  is  limited  to  the  spermatic  veins  the 
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mortality  should  not  exceed  lo  per  cent.,  provided  the  operation 
IS  performed  early,  as  compared  with  25  per  cent,  when  other 
vessels  are  involved.  « 

5-  Operation  should  be  undertaken  as  soon  as  a  positive 
diagnosis  can  be  made,  which  is  assured  whenever  a  worm-like 
mass  can  be  palpated  at  the  outer  portion  of  the  broad  ligament 
m  patients  suffering  from  chills  and  a  hectic  temperature 

6.  Excision  of  the  thrombosed  vessels  is  rarely  necessarv  and 
should  be  substituted  for  ligation  only  when  the  vessel  appears 
likely  to  rupture  or  is  surrounded  by  periphlebitic  inflammation 

7.  The  transperitoneal  is  preferable  to    the    extraperitoneal 
route.     It  is  technically  easier,  affords  a  much  more  extensive 
view  of  the  vessels,  and  with  proper  precautions  scarcelv  increase 
the  likelihood  of  peritoneal  infection. 

8.  The  vaginal  route  suggested  by  Tavlor,  Latzo,  and  others 
is  applicable  only  to  a  small  class  of  cases  in  which  the  throm- 
botic process  is  limited  to  the  vessels  of  the  broad  ligament 
As  such  a  diagnosis  cannot  be  made,  I  consider  that  laparotomv 
should  be  done  in  all  cases  in  which  interference  appears 
indicated. 
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■  Chicago. 

(With  Chart.) 

I  WISH  to  report  the  following  case  in  which  the  association 
of  Basedow's  disease  and  pregnancy  led  to  a  fatal  termination. 

Mrs.  W.  Aged  twenty-four  years.  Menstruation  began  when 
sixteen  years  of  age.  The  flow  lasted  six  days  and  was  normal 
in  character.  The  personal  history  is  negative  to  the  age  of 
twenty-one,  when  an  operation  was  performed  for  acute  appendi- 

*  Read  before  the  Chica,go  Gynecological  Society,  February  19,  1909. 
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citis.  At  the  time  of  operation,  the  peritoneum  was  found  to 
be  the  seat  of  mihary  tuberculosis.  In  1905  the  patient  became 
pregnant  for  the  first  time,  but  aborted  in  two  and  a  half  months. 
This  abortion  was  probably  due  to  the  goitre,  as  the  symptoms 
had  made  their  appearance  a  few^months  previously.  No  attempt 
to  terminate  gestation  had  been  made  as  the  family  were  anxious 
for  children. 

The  patient  was  seen  by  Dr.  R.  A.  Cunliffe,  to  whose  courtesy 
I  am  indebted  for  the  privilege  of  reporting  the  case.  The  family 
history  was  negative  regarding  any  neurotic  or  hereditary  influ- 
ences. The  patient  had  noticed  a  slight  bulging  of  the  eyes,  a 
rapid  action  of  the  heart,  and  an  increased  irritability  of  the  nerv- 
ous system  for  a  period  of  eighteen  months  before  December,  1906. 
Physical  examination  revealed  a  marked  exophthalmus.  Both 
Stellwag's  and  Graefe's  signs  were  present.  Tremor  of  the  tongue 
and  fingers  was  observed,  numbering  eight  or  ten  movements  to 
the  second.  The  heart  action  was  tumultuous  and  recorded  115 
beats  per  minute.  The  enlargement  of  the  thyroid  gland  was 
slight  and  confined  principally  to  the  right  side.  The  reflexes 
were  increased  and  the  patient  was  easily  excited. 

A  diagnosis  of  exophthalmic  goitre  was  made  and  the  woman 
kept  in  bed  for  varying  intervals  of  time.  The  treatment  con- 
sisted of  rest,  ice  packs,  and  sedatives.  The  symptoms  improved 
during  the  next  few  months.  The  appetite  became  normal. 
The  stomach  and  bowels  were  acting  well.  The  pulse  averaged 
90  to  100  beats  per  minute.  The  ocular  signs  and  the  enlarged 
gland  remained  stationary. 

This  improvement  was  maintained  until  October  8,  1907. 
This  was  the  date  of  the  last  menstruation.  With  the  advent  of 
pregnancy,  there  was  a  slight  return  of  the  goitre  symptoms,  but 
for  the  first  month  the  general  condition  was  excellent.  On 
December  17,  1907,  the  patient  began  to  vomit  incessantly  and 
continued  for  eleven  days.  At  this  time,  the  average  pulse  was 
130.  The  temperature  was  100.6°  F.  The  mother's  condition 
grew  worse  every  day,  and  I  first  saw  her  on  December  28,  1907. 
The  cardinal  signs  of  goitre  were  plainly  evident.  The  pulse 
varied  from  160  to  170  beats  per  minute  and  was  high  in  tension. 
The  apex  beat  was  located  nearly  an  inch  to  the  left  of  the  nipple 
line  and  behind  the  sixth  rib.  A  blowing,  systolic  murmur  trans- 
mitted to  the  left  and  below  was  audible.  The  patient  had  been 
unable  to  sleep  for  several  nights  and  appeared  to  be  utterly  ex- 
hausted.    The    muscular    weakness    was    marked.     The    teeth 
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were  covered  with  sordes  and  the  breath  was  foul.  The  ocular 
signs  were  well  developed.  The  right  lobe  of  the  thyroid  gland 
was  slightly  hypertrophied.  The  vomitus  consisted  of  a  large 
quantity  of  thin,  glairy  mucus  mixed  with  bile.  There  had  been 
a  diarrhea  for  the  past  two  weeks.  Lately,  the  passages  con- 
tained some  blood.     The  woman  was  pregnant  about  ten  weeks. 

Examination  of  the  urine  showed  the  following  condition : 
Sp.  gr.  i.oio;  acid  reaction;  albumin  2  per  cent.;  sugar  absent; 
chlorides,  14  per  cent.;  phosphates  5  per  cent.;  sulphate  i  per 
cent.,  total  solids  for  twenty-four  hours  15.4  grams;  urea  0.6 
percent.;  ammonia  excreted  as  nitrogen  19  per  cent.  Traces 
of  bile  pigment  and  small  amounts  of  leucin  were  found.  Hya- 
line and  broad  granular  casts  were  present  in  moderate  numbers. 
No  bacteria. 

Owing  to  the  serious  condition  of  the  patient  and  the  rapid 
downward  course  of  the  disease,  it  was  decided  to  empty  the 
uterus  at  once.  Ether  was  used  for  anesthesia.  When  the 
patient  was  placed  in  bed,  the  pulse  was  180  and  the  respirations 
50  and  shahow. 

During  the  next  three  days  the  vomiting  ceased  and  the  woman 
appeared  to  lie  in  a  semistupor.  The  diarrhea  improved,  but 
the  irritable  condition  of  the  rectum  precluded  the  use  of  salines. 
On  the  following  day  the  patient  was  distressed  by  hiccough. 
The  pupils  were  dilated.  The  patient  was  stupid  and  drowsy, 
at  times  delirious.  Incontinence  of  urine  and  feces.  The  ab- 
domen was  soft  and  relaxed,  no  evidence  of  peritonitis  being 
present.  One  could  notice  a  slight  icterus.  The  liver  dullness 
extended  from  the  upper  border  of  the  fourth  rib  to  four  centi- 
meters above  the  costal  arch  in  the  anterior  axillary  line.  Small 
petechia  appeared  on  the  legs  and  thighs.  Later,  the  patient 
appeared  more  restless  and  there  was  considerable  twitching 
of  the  arms  and  legs.  No  convulsions  occurred.  On  Friday- 
six  days  after  the  operation,  the  hiccoughing  returned  and  the 
patient  sank  and  died  at  two  o'clock  Saturday  morning.  No 
autopsy  was  permitted. 

Basedow's  disease  is  a  rare  complication  of  pregnancy  and  its 
relation  thereto  is  shrouded  in  mystery.  The  fact  that  exoph- 
thalmic goitre  may  exert  a  pernicious  inllucnce  upon  the  preg- 
nant woman  admits  of  no  doubt,  as  many  cases  of  this  character 
are  reported  in  the  literature.  On  the  other  hand,  many  medical 
men  believe  that  the  association  causes  little  disturbance  in  the 
chronic  course  of  the  disease. 
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While  many  hypotheses  have  been  formulated  regarding  the 
etiology  of  goitre,  the  preponderance  of  modern  opinion  is  in 
favor  of  he  theory  that  the  thyroid  gland  secretes  a  material  thl" 

systemT     Th"  '"'r^:  T"  '"'  "^"'""^  ^"'   cardiovascu  a 
systems.     This  material  has  been  termed  iodothvrin.     Accord- 
mg  to  Gauthier,  there  are  two  kinds  of  secretion:  one,  normal 

Ipable^of  o'  d  '"»'"   "'  r'""°"--    '"'    °"'-'    abn;rm  rt 
capable  of  producing  exophthalmic  goitre.     Both  varieties  are 

are  due  to  the  excess  of  material  secreted  from  the  diseased  or  ab 
normal  thyroid  gland  floating  in  the  blood.  This  condition  is 
known  as  hyperthyroidism  and  is  somewhat  similar  in  action  to 
he  oxemia  of  pregnancy.  This  opinion  is  based  upon  the  con 
ast  between  exophthalmic  goitre  and  the  diseases  caused  by 
atrophy  of  the  glands,  namely,  myxedema  and  cretinism  and  the 
profound  influence  upon  the  course  of  the  disease  produced  bv 
operative  interference.  uuccu  uy 

Reid  Hunt  has  recently  proved  that  mice  fed  upon  blood  taken 
from  exophthalmic  patients  were  more  immune  to  the  action  of 

:^T:^toTnr  ^°"'™'^'  ^-^  ^^^^"^^  thefac'ttrirnc 

Whether  this  material  is  excreted  by  the  emunctories  or  is  ab- 

thIt'Vt"h  °'""''  '•^"'^"  "  "°'  «"-"•  ""t  't  is  probable, 

that  all  the  organs  take  part  in  the  elimination  and  the  retained 

.odothynn  exerts  its  baneful  influence  upon  the  vital  centers 

The  great  majority  of  these  eases  show  urinarv  changes  indicat- 

mg  kidney  lesions  of  a  more  or  less  severe  character      .lum  . 

nuria,  glycosuria  and  renal  casts  are  common  findings      The 

out  tile  total  solids  are  low. 

The  onset  of  vomiting  and  diarrhea  which  mav  occur  durin.^ 
the  course  of  the  disease  is  similiar  in  character  to  cases  ol' 
obstetric  toxemia.  V.  Graefe's  patient  vomited  from  ten  to 
twenty  times  a  day  for  a  period  of  four  weeks,  but  finally  rl 

her  .  JZ'  ""''""'  '"'"''"'  '°'  ^-  ^-«ks  continually 
before  she  died.  Bloody  stools  occur  in  the  more  serious  cases 
and  are  due  to  ulceration  of  the  intestines  or  to  the  degeneradve 
changes  in  the  blood-vessels.  Ballet  and  Enriquez  fed  quanSi^ 
of  thyroid  extract  to  dogs  and  found  that  thev  commonlv  sufle  d 
from  hemorrhagic  enteritis.  '  »u"erea 

geJemllv'Vt'iH  '  '""""'-' '"''  P"''  '°  '"^^  ^''"^""■^  °f  t°-°s 
generally,  but  there  seems  to  be  but  little  effort  to  excrete  the 
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irritative  material  through  this  channel.  Profuse  perspiration, 
erythema,  urticaria,  edema,  and  falling  out  of  the  hair  are 
occasionally  present  and  it  is  interesting  to  note  that,  accord- 
ing to  several  authors,  these  skin  lesions  have  been  increased 
when,  because  of  the  rapid  pulse  and  other  signs,  the  excess  of 
iodothyrin  may  be  presumed  to  exist.  Hirschlaff  experimented 
with  the  respiratory  action  in  a  girl  of  twenty-one  who  ultimately 
died  of  the  disease.  The  gaseous  interchange  was  about  'j'j  per 
cent,  greater  than  that  of  a  normal  girl  of  the  same  age  and 
weight.  During  the  last  three  weeks  of  life,  the  amount  of 
oxygen  consumed  was  28  per  cent,  greater  and  52  per  cent, 
more  carbon  dioxide  was  given  oflF  than  occurs  normally. 

Attention  is  directed  to  the  cardiac  changes  secondary  to 
Basedow's  disease  as  bearing  upon  its  association  with  pregnancy. 
Clinicalh^  one  finds  a  rapid  heart  action,  a  forcible  beating  of 
the  carotids  and  abdominal  aorta  and  at  times  visual  pulsation 
of  the  capillaries.  The  tension  is  increased.  The  area  of  per- 
cussion dullness  is  increased  as  cardiac  hypertrophy  and  later 
dilatation  supervene.  Murmurs  and  bruits  may  be  heard  over 
various  portions  of  the  heart.  The  arteries  are  sclerotic  and 
hardened  and  petechias  frequently  occur  toward  the  close  of  the 
disease.  This  latter  condition  is  responsible  for  the  cases  of 
spontaneous  abortion,  premature  separation  of  the  placenta,  and 
postpartum  hemorrhage — three  accidents  that  are  predisposed  to 
occur  in  the  association  of  Basedow's  disease  and  pregnancy. 
At  autopsy  there  is  found  more  or  less  hypertrophy  of  the  left 
chambers  of  the  heart.  At  times  dilatation  is  also  present. 
Fatty  degeneration  of  the  heart  muscle,  relative  insufficiency 
of  the  valves  combined  with  muscular  weakness  makes  a  trio 
of  conditions  that  should  cause  us  to  regard  the  extra  burden 
of  pregnancy  as  a  serious  complication  in  the  later  stages  of  the 
disease. 

The  genital  changes  following  in  the  course  of  certain  cases  of 
exophthalmic  goitre  have  been  pointed  out  by  Cholmogoroff  and 
Kleinwachter.  In  their  cases  the  following  findings  were  noted: 
Falling  out  of  the  hair;  atrophy  of  the  breasts;  the  mons  veneris 
is  deficient  in  fatty  tissue;  the  labia  are  atrophic;  the  vulva 
gapes;  the  vagina  relaxes  and  its  anterior  wall  prolapses;  the 
uterus  is  small,  short,  thin- walled  and  somewhat  prolapsed, 
while  the  tubes  and  ovaries  are  small  and  pale  in  color.  Similar 
changes  have  been  pointed  out  by  Mobius,  Cheadle,  Hoedemacher, 
and  Bamours.     These  changes  are  very  similiar  to  those  occurring 
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at  the  menopause.  In  Foote's  case,  that  of  an  otherwise  healthy 
girl  of  eighteen  years,  menstruation  ceased  when  the  attack  came 
on  and  the  fully  developed  breasts  became  markedly  atrophic. 
On  the  other  hand,  Sanger  reported  three  cases  and  Hennig 
another  one  where  these  changes  were  absent.  Jouin  has  seen 
forty-three  personal  cases  of  exophthalmic  goitre  in  which  uterine 
disease  preceded  the  exophthalmus.  When  the  local  condition 
improved,  the  other  grew  worse.  This  author  believes  that  both 
diseases  start  simultaneously,  but  that  the  small  and  insignificant 
signs  of  the  goitre  are  masked  by  the  uterine  findings,  and  atten- 
tion is  directed  to  the  goitre  in  course  of  time. 

The  influence  of  goitre  upon  pregnancy  is  extremely  variable, 
although  in  the  majority  of  cases  the  disturbance  is  slight.  The 
patient  m.ay  grow  rapidly  worse  and  die  in  the  early  months  of 
pregnancy  and  present  a  clinical  picture  very  similiar  to  that  of 
the  pernicious  vomiting  of  pregnancy.  In  other  cases,  the 
symptoms  may  be  held  in  abeyance  during  pregnancy  and  con- 
tmue  with  their  former  severity  after  delivery.  The  puerperium 
may  exert  a  favorable  influence  upon  the  course  of  the  disease. 
In  a  few  cases  the  goitre  may  make  its  first  appearance  at  this 
time.  d'Outrepont,  in  1828,  reported  a  long-standing  case  of 
goitre  in  which  the  patient  died  when  six  months  pregnant 
Her  symptoms  were  greatly  aggravated  by  the  gestation,  and  she 
collapsed  after  an  attack  of  vomiting  and  bloody  diarrhea. 
Guillot,  in  i860,  reported  the  cases  of  two  women  who  developed 
exophthalmic  goitre  during  their  first  pregnancy.  Both  were 
delivered  normally  of  living  children.  Both  patients,  however, 
died  during  the  close  of  the  second  gestation. 

The  recurrence  of  pregnancy  may  have  a  deleterious  effect  on 
the  course  of  goitre.     The  condition  frequentlv  grows  worse  as 
the  number  of  pregnancies  increases  and  the  secondary  changes 
become   more   pronounced.     This   point   is   well   illustrated   in 
Pastrian's  case.     This  woman,  twenty-five  years  old,  presented  a 
slight  enlargement  of  the  thyroid  gland  during  the  first  gestation 
This  enlargement  remained  stationary  until  the  second  pregnancy 
when  it  increased  until  it  had  attained  the  size  of  an  egg  on  both 
sides  of  the  neck.     Between  the  second  and  third  pregnancies 
the  condition  was  again  stationary.     During  the  third  gestation 
the  growth  continued.     In  the  fourth  and  last  pregnancy  there 
was  an  enormous  enlargement  of  the  gland  with  rapid  pulse  and 
exophthalmus.     Joffrey's  case  is  simiHar.     Simple  goitre  was 
present  in  the  first  pregnancy.     Rapid  growth  in  the  secondhand 
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third,  and  rapid  heart  action,  tremor,  and  exophthalmus  in  the 
fourth  gestation.  Several  cases  are  recorded  where  pregnancy 
adds  to  a  simple  goitre  the  extra  burden  of  Basedow's  disease, 
while  between  the  pregnancies  only  the  simple  form  is  present. 

In  both  Basedow's  disease  and  pregnancy  the  patient  suffers 
more  or  less  from  a  toxemia  due  to  the  retention  of  toxic  products 
floating  in  the  blood.  These  products  are  irritating,  and  when 
present  in  large  amount  or  when  possessed  of  great  virulence, 
certain  symptoms  are  liable  to  follow.  In  one  case  we  find 
disturbances  of  the  heart,  eyes,  thyroid  gland,  and  the  nervous 
and  arterial  systems.  In  the  other,  gastrointestinal  disturbance 
is  often  present.  The  channels  of  elimination  in  both  conditions 
are  apt  to  be  injured  by  the  toxins,  as  is  shown  by  the  changes 
in  the  liver,  kidneys,  bowels,  and  skin.  The  patient  is  therefore 
called  upon  to  suffer  from  a  double  toxemia — a  poisoning  from 
the  abnormal  secretion  of  the  thyroid  plus  the  products  of  in- 
complete metabolism.  While  every  woman  suffers  from  toxemia 
during  pregnancy,  in  the  great  majority  of  cases,  the  activity 
of  the  excretory  organs  suffices  to  maintain  the  amount  and 
virulence  of  the  toxic  products  at  such  a  low  ebb  that  few  or  no 
symptoms  arise.  The  same  is  true  with  regard  to  exophthalmic 
goitre.  Here  the  thyroid  gland  takes  the  place  of  the  fetus  and 
placenta  and  pours  its  toxins  into  the  blood.  If  the  excretory 
organs  are  able  to  carry  away  this  material  and  prevent  retention, 
the  patient  is  not  harmed  to  any  extent.  In  both  conditions, 
the  well-being  of  the  patient  depends  upon  the  activity  of  the 
excretory  organs. 

If  the  double  toxemia  is  too  great  a  strain  upon  the  excretory 
organs,  we  observe  the  symptoms  of  acute  or  subacute  poison- 
ing. Not  only  do  we  see  the  symptoms  of  the  exophthalmic  goitre 
become  severe,  especially  those  of  the  heart  and  blood-vessels,  but 
the  patient  is  prostrated  by  the  muscular  weakness  and  the  con- 
tinuous vomiting  and  diarrhea  that  frequently  accompany  the 
late  stages.  In  the  case  reported,  the  kidneys  were  unable  to 
carry  off  the  waste  products  of  both  thyroid  and  fetal  origin,  and 
retention  resulted  until  nature  attempted  to  get  rid  of  them  by 
vomiting  and  diarrhea.  The  injury  inflicted  upon  the  liver 
and  kidneys  during  the  period  of  retention  turned  the  scale  against 
the  patient  and  she  died  from  the  effects  of  both  hyperthyroidism 
and  toxemia  of  pregnancy. 

The  prognosis  of  exophthalmic  goitre  complicating  pregnancy 
should  be  guarded.     The  former  mortality  of  goitre  in  the  non- 
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pregnant  state  varied  from  16.6  (Buschan)  to  25  percent.  (Char- 
cot). Under  modern  treatment,  both  medical  and  surgical,  the 
mortality  averages  from  6  to  10  per  cent.  When  associated 
with  pregnancy,  we  should  consider  the  dangers  of  abortion, 
premature  separation  of  the  placenta,  hemorrhage,  and  the  strain 
on  the  weakened  heart  muscle.  The  rapid  development  of  the 
disease  in  the  nonpregnant  state  or  the  sudden  changes  for  the 
worse  during  pregnancy  is  of  grave  import.  The  longer  the 
disease  has  lasted  in  a  mild  form,  the  better  is  the  outlook  for  life. 
A  rapid  loss  of  weight  and  strength,  the  presence  of  fever,  the 
early  appearance  of  a  systole,  and  the  onset  of  incessant  vomiting 
and  diarrhea  are  unfavorable  signs.  The  prognosis  depends 
largely  upon  the  condition  of  the  heart,  the  state  of  nutrition, 
and  the  action  of  the  kidneys  and  intestines.  If  the  pulse  can 
be  maintained  in  the  neighborhood  of  100  beats  per  minute  and 
the  arterial  tension  reduced,  the  patient  will  frequentlv  gain  in 
weight,  and  the  outlook  is  favorable.  If,  in  spite  of  the  improve- 
ment in  the  heart,  vomiting  and  diarrhea  develop  and  are  asso- 
ciated with  fever,  mental  disturbance,  and  paralvsis,  the  progno- 
sis is  grave. 

The  fetal  mortality  is  higher  than  the  maternal  because  of  the 
danger  of  abortion  and  the  complications  that  are  apt  to  occur 
at  the  time  of  labor. 

The  occurrence  of  pregnancy  during  the  course  of  exophthal- 
mic goitre  requires  careful  observation  on  the  part  of  the  attend- 
ing obstetrician.  Special  attention  is  to  be  paid  during  the  en- 
tire period  of  gestation  to  the  heart,  the  nutrition,  and  excretion. 
The  liability  of  intestinal  autointoxication  should  be  kept  in 
mind  and  the  alimentary  canal  kept  in  proper  condition  bv  dailv 
evacuation  of  the  bowels.  The  pulse  rate  should  be  kept  in  the 
neighborhood  of  100  beats  per  minute  by  the  avoidance  of  mental 
excitement  and  rest  in  bed.  Anders  strongly  advises  the  use  of 
ice  packs.  Osier  advises  the  electric  current  for  a  period  of  from 
three  to  four  months.  Arterial  tension  should  be  reduced  bv  free 
elimination  and  the  administration  of  nitroglvcerin  or  the  nitrites. 
Frequent  urinalysis  should  be  made  and  attention  given  to  the 
detection  of  albumin,  casts,  leucin  and  tyrosin,  total  solids 
and  the  nitrogen  excreted  as  ammonia  as  determined  by  Folin's 
test.  Thyroid  extract  should  not  be  given  unless  there  are 
signs  of  myxedema  present. 

If  the  condition  of  the  patient  can  be  kept  within  reasonable 
limits,  the  pregnancy  may  be  allowed  to  continue  to  full  term 
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If  albuminuria  is  present  without  hypertrophy  of  the  thyroid, 
iodothyrin  may  be  given  as  advised  by  Lange. 

If  the  condition  of  the  patient  grows  worse,  as  shown  by  the 
high  pulse  rate,  loss  in  weight,  fever,  pernicious  vomiting,  and 
bloody  diarrhea,  the  pregnancy  should  be  terminated.  Artifi- 
cial abortion  should  be  done  if  the  heart  is  organically  diseased. 
It  is  unwise  to  treat  any  of  the  graver  signs  and  symptoms  by 
medical  or  expectant  measures  as  precious  time  may  be  lost.  In 
such  cases,  the  patient  may  succumb  in  spite  of  the  abortion 
The  essence  of  the  treatment  consists,  therefore,  in  watching  the 
patient  closely  and  terminating  gestation  upon  the  appearance 
of  any  of  the  more  serious  symptoms.  No  attempt  should  be 
made  to  extirpate  the  gland  during  pregnancy,  as  the  risks  at 
this  time  are  markedly  increased. 
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THE  TREATMEXT  OF   IXOPERABLE  CAXCER  OF  THE 

UTERUS.* 

BY 

GEORGE  GELLHORN,  M.  D., 

Gynecologist  to  the  St.  Louis  Skin  and  Cancer  Hospital  and  to  St.  Luke's  Hospital; 

Lecturer  on  Gxiiecology.  Washington  University. 

St.  Louis,  Mo. 

(With  plate.) 
From  the  St.  Louis  Skin  and  Cancer  Hospital. 

Your  secretary  suggested  that  I  should  speak  to  you  on  the 
treatment  of  inoperable  cancer  of  the  uterus,  and  I  gladly  re- 
spond to  his  suggestion.  Xot  only  is  this  subject  full  of  practical 
importance,  but  it  is  still  in  a  stage  in  which  it  requires  the  co- 
operation of  all  of  us. 

The  treatment  of  so-called  operable  cases  of  uterine  cancer 
seems,  for  the  present,  to  have  reached  a  certain  degree  of  techni- 
cal perfection.  Radicalism  can  hardly  be  pushed  beyond  the 
lines  first  laid  down  by  your  distinguished  fellow,  Dr.  Emil  Ries. 
While  some  technical  details  may  still  be  left  to  be  settled,  yet 
there  is  a  consensus  of  opinion  that  it  all  depends  now  on  a  better 
education  of  the  masses — physicians  as  well  as  laity — to  accom- 
plish more  satisfactory  end-results  by  the  earliest  possible  diag- 
nosis. 

Patients  with  inoperable  cancer,  on  the  other  hand,  have 
derived  but  little  benefit  from  the  labors  and  advances  of  our 
speciality.  There  have  been  plenty  of  methods  devised,  but  their 
very  multiplicity  implies  their  shortcomings.  Most  of  them  are 
only  of  historic  interest.     The  injections  of  alcohol,  turpentine, 

*  Read  by  invitation  before  the  Chicago  Gynecological  Society,  February  19, 
1909. 
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acetic  and  arsenious  acid,  methylene  blue,  venom  of  cobra,  the 
application  of  calcium  carbide,  the  administration  of  certain 
drugs,  such  as  chelidonium  majus  or  of  thyroid  extract — they  all 
have  come  and  gone,  but  the  exhausting  hemorrhages,  the  weak- 
ening discharges,  the  sickening,  fetid  odor  have  remained.  I 
need  not  dwell  in  this  circle  on  the  futility  of  these  former  efforts, 
but  will  briefly  refer  only  to  a  few  of  the  more  recent  methods 
recommended. 

These  modern  methods  may  be  classified  in  three  large  groups 
comprising,  first,  physical  agents  in  the  form  of  electricity;  sec- 
ond, palliative  operative  means;  third,  biologic  or  biochemical 
methods. 

Electricity  was  suggested  in  various  forms.  Cataphoresis, 
as  advocated  by  Massey  (Conservative  Gynecology  and  Electro- 
Therapeutics,  Philadelphia,  1905)  has  never  been  able  to  gain 
a  foothold  in  the  profession.  The  Roentgen  rays  seemed  to  hold 
out  for  a  number  of  years  a  rather  promising  prospect,  until  the 
reaction  set  in.  As  far  as  uterine  cancer  is  concerned,  I  am 
satisfied  that  the  Roentgen  rays  are  positively  of  no  avail.  The 
latest  method  of  the  application  of  a  high-tension  spark  was 
devised  by  de  Keating- Hart  in  Marseilles  and  termed  "Fulgura- 
tion"  by  Czerny.  The  first  reports  which  seemed  highly  encour- 
aging, notwithstanding  the  modest  reserve  of  the  inventor,  were 
followed  all  too  soon  by  the  publicaton  of  distressing  failures 
(Schultze,   Deutsche    medizinische   Wochenschrift,    1908,   No.   41, 

P-  1759- 

Let  us  remember  here  that  of  the  classical  symptoms  of  in- 
operable uterine  cancer,  the  foul  odor  of  the  discharge  is  the  most 
serious  from  a  practical  standpoint,  and  let  us  stop  for  one  mo- 
ment to  consider  the  true  cause  of  this  offensive  discharge.  This 
is  not  an  inherent  manifestation  of  cancer,  but  the  effect  of 
saprophytic  bacteria  within  the  vagina  upon  the  cancer  cells 
which  have  broken  through  the  cover  of  normal  epithelium  and 
have  thus  deprived  themselves  of  their  chief  protection.  Cancer 
cells  grow'more  quickly  than  normal  cells,  but  do  not  live  as  long. 
Apparently  they  possess  no  defensive  apparatus  whatever,  and 
in  the  contest  with  bacteria  they  are  bound  to  succumb.  The 
result  is  necrosis  and  its  product  is  fetid  discharge.  Thus,  can- 
cer in  lymph  glands  remains  practically  unchanged  as  long  as 
bacteria  are  absent.  It  may  undergo  caseous  degeneration  be- 
cause of  insufficient  nutrition  and  even  become  liquefied,  but 
does  not  produce  any  offensive  discharge.     On  the  other  hand, 
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nonmalignant  conditions  are  associated  with  a  pestilential  odor 
quite  equal  to  that  of  an  ulcerating  cervical  cancer  as  soon  as  sap- 
rophytes have  gained  an  access.  If  you  recall  instances  of  necro- 
tic fibroids  of  the  cervix  or  of  pyemic  infection  of  retained 
placental  tissue,  you  will  recognize  analogous  conditions. 

To  remove  these  necrotic  masses  in  cancer  and  thereby  check 
the  unbearable  odor,  we  still  resort  to  a  procedure  which  has 
been  practised  for  many  hundreds  of  years,  viz.,  excochleation. 
This  is  always  followed  by  cauterization  with  different  agents; 
heat  in  the  form  of  the  Paquelin  cautery,  carbolic  acid,  chloride 
of  zinc,  or  formalin. 

None  of  these  modes  is  quite  satisfactory.  Thermocauteriza- 
tion  is  the  most  popular  and  has  undoubtedly  yielded  remarkable 
results  in  some  few  instances,  so  few,  indeed,  that  almost  every 
one  of  them  has  been  published.  The  painstaking  investiga- 
tions of  Lomer  {Zeitschrijt  fiir  Gehurtshiilfe  und  Gyndkologie 
1,  Heft  2)  showed  213  cases  with  good  result,  a  very  small  per- 
centage compared  with  the  vast  number  of  thermocauterizations 
performed  yearly  all  over  the  globe.  In  the  majority  of  cases, 
however,  the  result  is  of  very  short  duration.  The  charred 
tissue  furnishes  a  barrier  against  the  bacteria  of  the  vagina  only 
for  a  few  days,  two  or  three  at  most.  Then  the  eschar  softens; 
cracks  appear  in  the  blackened  tissue  through  which  the  microbes 
gain  readv  access  to  the  underlying  granulations  which,  as  a 
matter  of  necessary  reaction,  have  been  formed  to  cast  off  the 
eschar,  and  the  old  cycle  reappears — necrosis  wdth  fetid  dis- 
charge and  hemorrhages. 

Cauterizations  w^ith  chemical  agents  share  the  same  fate.  The 
dead  tissue  produced  by  chemicals,  whether  carbolic  acid,  chlo- 
ride of  zinc,  or  formahn,  forms  an  excellent  culture  medium  for 
the  ubiquitous  saprophytes,  and  the  result  must  again  be  an 
offensive  discharge.  In  addition,  the  action  of  these  chemicals 
is  quite  beyond  the  control  of  the  administering  operator.  In- 
juries to  deep  structures  and  distant  organs  may  result,  and  this 
is  the  reason  why  at  least  chloride  of  zinc  lost  its  former  popula- 
rity (B.  Bntt&rsdiC\i,  Monatsschriftf.Geh.u.Gyn.,yiyi\yi,  Jan.,  1909)- 
Besides,  these  agents,  in  order  to  be  effective  at  all,  must  be  ap- 
plied in  full  strength,  and  this  is  so  painful  a  procedure  that  it 
would  require  narcosis  at  each  application,  which  in  the  course 
of  events  becomes  necessary  every  few  days. 

But  even  if  there  were  no  individual  objections  to  these  differ- 
ent kinds  of  cauterization,  still  the  whole  idea  of  cauterizing  the 
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diseased  area  is  faulty.  For  by  cauterization  we  produce  necro- 
sis of  the  living  cancer  cells;  in  other  words,  the  very  thing  which 
we  have  set  out  to  combat;  and  how  can  we  hope  to  relieve  a 
spontaneous  necrosis  by  an  artificial  one? 

How  true  this  reasoning  is  and  how  uncertain  the  results 
of  excochleation  with  subsequent  cauterization  are  is  eloquently 
proven  by  the  attempts  to  supplant  this  simple  procedure  by 
more  or  less  elaborate  operative  means.  The  artificial  occlusion 
of  the  vagina  as  invented  by  Kuestner  and  Gottschalk  was 
little  more  than  an  admission  of  our  utter  helplessness.  Liga- 
tion of  the  hypogastric  arteries  which  was  first  devised  by  Pryor 
and  later  taken  up  by  Kroenig  seemed  captivating  at  first  and 
was  a  disappointment  afterward.  H.  W.  Freund  (Deutsche 
medizinische  Wochenschrift,  Dec.  3,  1908,  No.  49)  quite  recently 
went  one  step  further  and  removed  even  in  inoperable  cases  the 
cancerous  uterus  by  the  abdominal  route,  although  he  was  ob- 
liged to  cut  through  the  diseased  tissue  and  leave  cancerous 
masses  behind.  He  thus  performed  intentionally  an  unradi- 
cal  operation  and  claimed  for  it  relatively  satisfactory  results, 
despite  the  fact  that  he  noted  two  ureteral  necroses  in  seven  op- 
erations. He  maintained  that  in  a  hopeless  disease  such  as  can- 
cer even  the  most  heroic  treatment  was  iustifiable.  I  doubt 
personally  whether  this  maxim  which,  to  a  certain  extent,  is 
true  should  be  carried  out  to  such  a  degree.  If  we  conjure  up 
those  pale,  emaciated,  suffering  women,  does  it  not  seem  cruel 
to  subject  them  to  more  pain  and  to  the  anguish  of  an  operation 
without  being  able  conscientiously  to  hold  out  to  them  the 
prospect  of  relief? 

I  believe  that  the  future  treatment  of  inoperable  cancer  will 
be  found  along  the  lines  of  biological  or  biochemical  research. 
In  spite  of  the  fact  that  trypsin  and  other  ferments  have  been 
proved  valueless,  we  seem  to  be  on  the  right  path  at  last.  Sooner 
or  later  an  effectual  anticancer  serum  will  be  discovered,  and 
I  am  convinced  that  the  operation  of  the  future  will  always 
be  associated  with,  and  supplemented  by  the  injection  of  such 
a  serum.  For  the  present,  however,  this  research  work  is  still 
in  its  infancy,  and  practical  results  have  not  yet  been  accom- 
plished. 

We  have  thus  returned  from  our  survey  to  our  starting-point. 
Whatever  mode  of  treatment  we  may  have  attempted  for  the 
relief  of  our  unfortunate  patients,  we  have  met  with  failures  or, 
at  best,  with  but  temporary  and  highly  uncertain  results.     The 
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need  for  improvement  is  more  urgent  than  ever  before,  since 
cancer  is  on  the  increase  and  with  it  the  number  of  inoperable 
cases.  This  undeniable  necessity  may  justify  me  in  present- 
ing to  you  a  new  mode  of  treatment  which  promises  to  meet 
the  chief  requirements  of  a  palliative  method,  but  is  subject  to 
certain  well-defined  limitations  of  which  I  shall  speak  later  in 
detail. 

My  first  publication  on  this  subject  appeared  about  two  years 
ago  {Journal  American  Med.  Ass'n,  April  27,  1907),  and  as  the 
method  has  remained  practically  unchanged  I  may  be  permitted 
to  quote  extensively  my  own  words.  This  treatment  consists 
of  the  methodical  application  of  acetone.  Acetone  may  be  found 
in  traces  in  normal  uiine,  and  it  increases  in  fever,  with  starva- 
tion, or  with  a  purely  meat  diet.  It  is  developed  in  the  body 
by  fermentation  of  organic  matters.  It  is  familiar  to  the  clinician 
from  its  occurrence  in  the  urine  in  cases  of  diabetes  mellitus,  in 
certain  forms  of  digestive  disturbances,  and  in  some  cases  of 
carcinoma.  It  has  also  been  found  in  the  urine  of  patients  with 
ectopic  gestation,  when  it  is  supposed  to  indicate  the  death  of 
the  fetus. 

Physically,  acetone  is  a  transparent,  colorless,  mobile,  and 
volatile  liquid  of  a  characteristic  ethereal  odor  and  a  pungent, 
sweetish  taste.  On  the  skin  it  causes  the  sensation  of  cold.  It 
has  found  extensive  use  in  laboratory  technic  for  hardening 
tissues  prepared  for  microscopic  examination.  Tissues  shrink 
rapidly  in  acetone  owing  to  its  intense  hygroscopic  qualities, 
and,  if  left  in  the  fluid  more  than  half  an  hour  they  are,  as  a  rule, 
too  hard  for  the  microtome  knife.  Because  of  this  quick 
penetration  into  the  tissues,  it  has  quite  recently  been  recom- 
mended in  connection  with  alcohol  as  a  means  of  rapid  hand 
disinfection  (v.  Herff-Oeri,  Zeitschr.  f.  Geh.  u.  Gyn.,  Ixiii,  p.  484, 
1908). 

The  treatment  should  always  be  preceded  by  a  thorough  ex- 
cochleation  of  the  ulcerating  area,  because  the  penetrating  power 
of  the  acetone  would  be  uselessly  spent  in  hardening  any  dead 
necrotic  tissue.  The  curetted  cavity  or  crater  is  then  carefully 
dried  w4th  cotton  sponges  and  from  one-half  to  one  ounce  of  pure 
acetone  is  poured  into  the  wound  through  a  Ferguson  or  other 
tubular  speculum.  For  this  purpose  the  pelvis  of  the  patient 
must  be  raised  as  in  Trendelenburg's  position.  The  narcosis 
may  now  be  interrupted  and  the  patient  be  left  in  this  position 
for  from  fifteen  to  thirty  minutes.     Next,  the  acetone  is  per- 
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mitted  to  run  out  through  the  speculum  by  lowering  the  pelvis  of 
the  patient  and  the  cavity  is  packed  with  a  narrow  strip  of  gauze 
soaked  in  acetone.  The  healthy  mucosa  of  the  vagina  and  the 
vulva  are  cleansed  with  sterile  water  and  dried,  and  a  cotton  tam- 
pon is  inserted  into  the  vagina  to  absorb  any  excess  acetone. 

After  this  preliminary  curettage  and  first  application,  the 
regular  treatment  which  requires  no  further  hospital  care,  is 
administered  twice  or  three  times  a  week,  beginning  the  fourth 
or  fifth  day  after  the  operation.  This  is  done  without  narcosis, 
and  may  be  given  with  the  patient  in  bed  or  on  the  ordinary 
examining-chair  or  table  in  the  office.  The  pelvis  of  the  patient 
is  raised  and  the  tubular  speculum  is  inserted  into  the  cancerous 
cavity.  With  the  progressive  diminution  of  the  crater,  smaller 
specula  are  gradually  employed.  The  speculum  is  filled  with  ace- 
tone and  held  in  place  by  the  patient's  hand  for  half  an  hour,  and 
is  then  emptied  in  the  manner  as  described  above.  Care  should 
be  taken  to  prevent  the  acetone  from  running  over  the  vulva  or 
perineum.  I  have  learned  to  overcome  this  difficulty  by  apply- 
ing a  thick  layer  of  ordinary  vaseline  to  the  vulva  and  lower 
third  of  the  vagina;  the  outside  of  the  speculum,  too,  is  well 
covered  with  this  vaseline;  and  after  the  acetone  has  run  out  of 
the  speculum,  the  cavity  is  swabbed  dry  and  a  large  cotton 
tampon  coated  with  vaseline  is  introduced  into  the  vagina  before 
the  speculum  is  withdrawn.  This  tampon  may  be  removed  by 
the  patient  after  a  few  hours.  I  have  described  this  technic  in 
detail  because,  judging  by  a  number  of  inquiries,  the  difficulty 
of  keeping  the  mobile  fluid  from  touching  the  vulva  seems  to  be 
excessive. 

The  immediate  effect  of  this  simple  procedure  is  the  following: 
Any  slight  oozing  is  checked  almost  instantly.  The  surface  of 
the  crater  is  covered  with  a  thin,  whitish  film;  wherever  there 
was  an  extravasation  of  blood,  the  discoloration  is  light  brown. 
The  normal  vagina  is  not  appreciably  irritated.  On  the  vulvar 
mucosa  and  the  outer  skin  an  excess  of  acetone  produces  a 
faintly  white  discoloration  which  soon  disappears.  There  is  no 
pain  from  the  application  save  an  intense  burning  sensation  if 
the  necessary  precaution  has  not  been  observed  and  the  acetone 
has  touched  the  vulva.  This,  however,  passes  away  rapidly  if 
the  affected  parts  be  washed  with  cool  water.  In  no  instance 
have  I  been  forced  to  employ  any  anodynes. 

The  more  remote  effect  manifests  itself  in  a  marked  reduction 
of  the  intense  odor.     The  discharge,  at  first,  becomes  more  waterv 
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and  graduallv  disappears.  With  it  disappears  the  former  stench. 
At  the  same  time,  the  hemorrhages  fail  to  recur;  at  least  in  the 
cases  thus  far  treated  in  which  the  acetone  could  be  applied  in 
the  manner  described.  1  shall  have  to  speak  later  of  certain 
exceptions.  After  two  or  three  weeks  of  treatment,  a  consider- 
able diminution  in  the  extent  of  the  wound  cavity  is  noticeable. 
This  fact  has  oeen  confirmed  by  several  other  observers.  The 
walls  of  the  crater  become  smooth  and  firm,  nor  could  the  finger 
remove  any  friable  tissue.  For  this  reason,  the  preliminary 
curettage  need  not,  as  a  rule,  be  repeated. 

Owing  to  the  absence  of  weakening  hemorrhages  and  discharges, 
the  general  somatic  condition  of  the  patients  improves  visibly. 
Patients  who  were  brought  to  the  hospital  on  stretchers  could, 
after  two  or  three  weeks,  take  daily  walks  and  return  to  their 
homes  en  foot.  On  the  other  hand,  sensations  of  pain  caused 
bv  the  extension  of  the  cancer  to  adjoining  organs  or  nerve  trunks 
beyond  the  reach  of  the  acetone  were  not  relieved;  these  required 
now,  as  before,  administration  of  anodynes.  However,  F.  H. 
iMaier,  of  Philadelphia  {Therapeutic  Gazette,  July  15,  1908) 
emphasizes  that  pain  could  always  be  controlled  with  aspirin. 
I  may  add  here  that  in  a  few  instances,  notably  in  very  cachectic 
persons,  the  evaporating  acetone  had  a  distinctly  narcotizing 
effect.  In  these  cases  an  idiosyncrasy  may  have  been  present, 
but  I  myself  have  felt  this  rather  unpleasant  influence  on  hot 
days  after  having  given  a  number  of  treatments.  In  order  to 
determine  if  there  was  any  absorption  of  acetone  into  the  organism, 
frequent  examinations  of  urine  were  made  both  before  and  during 
the  course  of  treatment.  These  examinations  have  so  far  re- 
mained negative.  Yet,  there  may  be  exceptions.  Dr.  Maier, 
in  a  letter  dated  December  9,  190S,  tells  me  that  one  of  his  (six) 
patients — a  case  of  extensive  carcinoma  of  vagina  and  cervix — 
absorbs  great  amounts  of  acetone.  "Always  is  there  a  large 
quantity  in  her  urine  several  hours  afterwa''d.  She  is  a  highly 
neurotic  individual  and  complains  that  the  acetone  makes  her 
sick.  She  says  she  can  taste  it.  This  is  the  only  one  of  my  cases 
which  is  thus  affected." 

A  few  cases  representing  the  different  types  of  the  disease 
may  serve  to  illustrate  the  effect  of  the  acetone  treatment.  I 
may  state  collectively  that  the  overwhelming  majority  of  our 
patients  enter  the  hospital*  only  after  all  other  means  have  been 
exhausted  and  a  profound  cachexia  has  set  in.  In  every  case, 
*  The  St.  Louis  Skin  and  Cancer  Plospital. 
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scrapings  or  particles  of  diseased  tissue  are  examined  microscop- 
ically as  a  matter  of  routine,  and  in  all  instances  here  reported 
the  clinical  diagnosis  has  been  confirmed  by  the  pathologist. 

Case  I. — This  case  corresponds  to  Case  II  of  my  first  publica- 
tion (/ococitoto).  Mrs.  W.  (Reg.  No.  522,  Gyn.  No.  33),  aged  thirty- 
three,  entered  the  hospital  on  August  22,  1906,  with  a  large  cauli- 
flower of  the  cervix  uteri  with  involvement  of  the  anterior  vaginal 
wall  and  left  parametrium.  On  October  10,  1906,  she  was  exam- 
ined by  Prof.  Wertheim,  of  Vienna,  during  the  latter's  visit  to 
St.  Louis,  and  he  pronounced  her  condition  inoperable.  She 
was  then  in  a  state  of  marked  cachexia.  Various  means  of  reliev- 
ing her  were  employed  unsuccessfully  for  more  than  four  months. 
Acetone  treatment  was  then  instituted  and  brought  about  rapid 
improvement.  She  appeared  symptomatically  cured  after  four 
months  and  found  employment  as  a  cleaning  woman  in  one  of 
our  large  down-town  office  buildings.  Although  she  reported 
for  treatment  very  irregularly,  she  was  enabled  to  fulfill  her 
laborious  duties  for  almost  a  year  and  thereby  provide  the  means 
of  maintenance  for  her  family.  In  January,  1908,  she  returned 
to  the  hospital  after  an  absence  of  several  months.  The  progress 
of  the  disease  necessitated  another  excochleation,  during  which 
the  bladder  wall  was  perforated  by  a  curette,  although  no  force 
was  used,  thus  establishing  a  vesicocervical  fistula.  The  in- 
volvement of  the  bladder  wall  would,  in  all  probability,  have 
produced  a  like  result  spontaneously  in  the  near  future.  The 
condition  of  cancerous  patients  with  vesical  fistulae  is,  as  a  rule, 
desolate.  In  this  case,  the  patient,  under  continued  acetone 
treatment  of  the  uterus  and  the  bladder,  enjoyed  a  state  of  com- 
parative comfort  and  partial  continence.  The  cystoscopic  pic- 
ture (see  plate)  shows  the  extent  of  the  injury  clearly.  She 
succumbed  to  her  disease  only  after  the  carcinoma  had  invaded 
the  lymphatics  of  the  abdomen,  and  she  died  more  than  two 
years  after  her  case  had  been  declared  intractable. 

Case  II. — Mrs.  B.  (Private  Record  No.  46),  sixty  years  old, 
was,  when  first  seen  on  January  31,  1908,  almost  exsanguinated 
from  hemorrhages  due  to  an  infiltrating  carcinoma  of  the  cervi- 
cal canal.  There  was  no  tendency  of  breaking  down  of  the  can- 
cerous masses,  but  the  hemorrhages  were  so  excessive  that  they 
constituted  an  immediate  danger  to  life  from  acute  anemia. 
The  good  effect  of  the  acetone  treatment  was  striking.  Although 
the  treatment  consisted  altogether  of  only  eighteen  applications, 
the  patient  remained  free  from  hemorrhages  for  almost  six 
months.  During  this  time  she  regained  her  strength  and  was 
enabled  to  enjoy  life  again.  She  even  went  regularly  to  the  thea- 
ters. A  few  weeks  before  her  death,  she  had  two  hemorrhages, 
which,  however,  did  not  assume  alarming  proportions,  so  that 
she  did  not  consult  a  physician.  Her  death,  finally,  was  caused 
by  uremia,  which  very  likely  was  produced  by  the  constriction 
of  the  ureters  by  carcinomatous  masses.  An  old  nephritis 
induced,   or   increased   by   a   morphine   habit   of  thirty   years' 


AMERICAN   JOURNAL   OF   OBSTETRICS 

AND 

DISEASES   OF   WOMEN  AND  CHILDREN 

MAY,    1909 


Fig.  I. — Cervico- vesical  Fistula  in  Inoperable  Cancer  of  the  Uterus.  \ 
uterine  .sound  has  been  introduced  through  the  cervix  into  the  bladder.  \'esical 
mucosa  diffusely  red.  The  border  of  the  fistula — above  in  the  cystoscopic 
pictuie,  but  belo-ii'  in  reality — somewhat  swollen,  with  a  very  small  area  of  white 
necrotic  mucosa.  Through  the  hole,  the  walls  of  the  cancerous  crater  in  the 
cervix  are  visible. — Gei.lhorx. 
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Fig.  2. — Recurrent  Cancer  of  the  Rectum,  involving  the  pararectal  tissue  up  to 
the  promontory.     Patient  in  Sims'  position. — Gellhorx. 
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standing,  may  have  been  a  contributing  factor.  This  patient, 
then,  who  in  January,  1908,  seemed  to  be  at  death's  door,  was 
enabled  to  Hve  eleven  months  in  comparative  physical  comfort. 

Case  III. — Mrs.  L.  (Reg.  No.  1370,  Gyn.  No.  109),  forty-nine 
years  old,  mother  of  ten  children,  admitted  January  23,  1908,  with 
an  enormous  cancerous  mass  which  filled  the  entire  pelvic  cavity 
and  lifted  the  uterus  into  the  abdomen  so  that  the  fundus 
could  be  palpated  two  inches  above  the  symphysis.  Persistent 
hemorrhages  and  a  copious  thin  and  foul  discharge  had  rendered 
the  patient  profoundly  cachectic  in  spite  of  previous  curettages 
and  other  treatments.  Cystoscopic  examination  revealed  the 
cancerous  involvement  of  the  bla'dder  with  an  extensive  bullous 
edema.  On  January  30,  1908,  after  a  preHminary  excochleation, 
the  regular  acetone  treatment  was  instituted  with  the  result  that 
less  than  six  weeks  later,  the  patient  insisted  on  leaving  the  hos- 
pital against  our  advice,  because  she  felt  too  well  to  stay  away 
from  home  any  longer.  She  lived  almost  seven  months  longer 
without  ever  receiving  any  further  treatment. 

Acetone  is  no  Panacea.  I  wish  to  emphasize  this  statement 
to  forestall  any  misunderstanding.  After  the  melancholy  out- 
look I  was  forced  to  give  regarding  all  former  modes  of  treat- 
ment of  inoperable  cancer  of  the  uterus,  it  would  be  a  curious  in- 
consistency on  my  part  to  claim  infallible  results  for  any  new 
method.  As  a  matter  of  fact,  at  the  present  state  of  our  knowl- 
edge, a  method  which  will  always  give  good  results  is  incon- 
ceivable. As  long  as  we  know  nothing  of  the  true  nature  of  can- 
cer, our  entire  therapy  must  remain  merely  symptomatic,  and  the 
deficiencies  of  symptomatic  treatment  are  too  obvious  to  require 
any  further  comment.  What  militates  against  symptomatic  treat- 
ment in  our  special  subject  is  the  fact  which  has  been  observed 
toj  often  to  be  overlooked,  that  there  are  certain  decided  difi'er- 
encesin  the  cancer.  These  differences  not  only  depend  on  the  loca- 
tion of  the  cancer  in  cervix  or  body,  or  on  the  histologic  structure, 
but  also  on  factors  thus  far  unknown.  We  cannot  even  surmise 
w^hy  one  and  the  same  kind  of  cancer  grows  more  rapidly  in  one 
individual  than  in  another.  The  influence  of  race  or  of  age 
of  the  patient  are  problematical,  and  the  question  whether  or 
not  antibodies  or  antiproteolytic  feiments  are  formed  in  the 
affected  organism  is  yet  unsettled. 

These  provisions  being  well  understood,  I  am  ready  to  main- 
tain that  the  acetone  treatment  has  accomplished  more  than 
former  methods.  It  has,  in  a  still  limited  number  of  cases, 
relieved  the  most  loathsome  symptoms  of  inoperable  cancer  of 
the  uterus;  it  has  checked  hemorrhages  otherwise  uncontroll 
able;  it  has  in  a  simple  and  harmless  way  restored  a  large  percent- 
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age  of  our  patients  to  a  period  of  comparative  ease  and  bodily 
comfort.  It  is,  however,  now  the  time  to  speak  more  precisely 
of  our  failures.  In  endeavoring  to  analyze  the  causes  of  our  de- 
ficiencies, two  groups  of  cases  presented  themselves  to  me. 

The  first  of  these  groups  comprises  patients  who  are  already 
in  extremis  when  first  seen.  In  these,  where  the  body  seems 
to  be  merely  a  thin  shell  within  which  the  ravages  of  the  disease 
progress  unhindered,  even  the  most  temporary  amelioration  is 
impossible.  The  primary  focus  has  lost  all  its  significance,  and  its 
treatment  with  acetone  or  any  other  method  is  a  waste  of  time 
and  energy.     The  following  is  a  sad  but  instructive  illustration. 

Case  IV. — Mrs.  U.  (Reg.  No.  1340,  Gyn.  No.  105),  age  forty- 
seven,  mother  of  fourteen  children,  was  brought  to  the  hospital 
in  an  ambulance  on  January  3,  1908.  She  was  suffering  from 
a  necrotic  carcinoma  of  the  cervix  and  vagina.  Temperature  102, 
pulse  106,  respiration  34.  Frequent  nausea  and  vomiting.  No 
pain,  but  an  excessive  amount  of  offensive  discharge.  She  was 
curetted  in  ether  narcosis  which,  however,  was  never  complete. 
The  operation  was  accompanied  with  great  loss  of  blood,  but  the 
hemorrhage  was  checked  completely  by  the  acetone.  She  did 
not  recover  from  the  shock,  although  she  regained  full  conscious- 
ness, and  died  in  the  same  night  in  spite  of  all  therapeutic  efforts. 

Case  V. — Mrs.  G.  (Reg.  No.  19 10,  Gyn.  No.  136),  forty  years 
old,  mother  of  five  children,  was  brought  to  the  hospital  on 
August  14,  1908.  She  had  been  suffering  from  a  bloody  and 
offensive  discharge  for  the  last  six  months  and  had  lost  valuable 
time  while  trusting  herself  to  the  care  of  a  notorious  quack.  She 
was  in  a  state  of  great  emaciation  due  to  an  extensive  necrotic 
carcinoma  involving  the  greater  part  of  the  uterus  and  vagina 
and  encroaching  upon  the  bladder  and  rectum.  Acetone  treat- 
ment brought  only  temporary  relief.  For  a  while,  she  could  be 
sent  to  the  hospital  yard,  and  her  discharge  became  somewhat 
less  copious  and  offensive,  but  her  vveakness  increased  steadily 
and  even  the  acetone  treatments  exhausted  her  low  vitality  too 
much  to  be  enforced.  She  died  October  10,  1908,  two  months 
after  entering  the  hospital. 

The  second  group  consists  of  cases  in  which  the  application 
of  acetone  would  seem  promising  were  it  not  for  unsurmountable 
technical  difficulties.  The  following  ooservations  will  serve 
as  illustrations: 

Case  VI. — Mrs.  S.  (Reg.  No.  638,  Gyn.  No.  59),  fifty-nine  years 
of  age,  was  admitted  March  30,  1907,  with  a  primary-  carcinoma 
of  the  anterior  vaginal  wall  which  formed  a  greenish  necrotic 
mass  protruding  into  the  vulva.  The  stench  of  the  bloody  dis- 
charge was  almost  unbearable.  She  was  curetted  and  treated 
with  acetone  in  the  usual  manner.  Owing  to  the  location  of  the 
cancerin  this  case,  the  application  of  acetone  met  with  consider- 
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able  difificultv  as  the  pelvis  had  to  be  raised  to  an  exaggerated 
degree,  and  the  patient  could  not  stand  this  position  more  than 
a  few  minutes.  While  the  blood  disappeared  from  the  discharge 
and  the  latter  lost  its  odor  temporarily,  yet  the  proliferation  of 
the  cancerous  tumor  soon  reappeared  and  could  not  be  checked 
definitely  hv  repeated  excochleations.  Her  condition  on  June 
27,  1907,  when  she  left  the  hospital,  was  but  slightly  improved. 
Case  VII.— Mrs.  K.  (Reg.  No.  1390,  Gyn.  No.  116),  forty-four 
years  old,  entered  the  hospital  March  5,  1908.  Her  general  con- 
dition was  deplorable,  due  to  a  recurrent  carcinoma  of  the  rec- 
tum with  marked  involvement  of  the  iliac  and  inguinal  glands. 
The  extent  of  the  rectal  cancer  will  be  seen  from  the  accompany- 
ing photograph  (see  plate).  On  March  21,  190S,  an  anus  praeter- 
naturalis was  made,  and  the  entire  cancerous  mass  around  the 
rectum  was  excochleated.  The  involvement  extended  upward 
almost  to  the  promontory,  and  after  excochleation  the  whole  fist 
could  easilv  be  introduced  into  the  resulting  cavity.  The  latter 
was  filled  with  acetone,  and  the  treatment  was  repeated  in  regular 
intervals.  The  enormous  wound  which  extended  laterally  into 
the  ischiDrectal  fossae  contracted  slowly  under  the  influence  of  our 
treatment;  it  looked  clean  and  was  covered  with  apparently 
healthv  granulations.  The  former  hemorrhages  and  pestilential 
odor  disappeared,  although  the  situation  of  the  wound  rendered 
the  energetic  application  of  acetone  rather  problematical.  While 
the  local  condition  thus  visibly  improved,  the  general  involve- 
ment made  rapid  progress  and  the  patient  died  two  months  later. 

In  this  class  of  patients,  then,  we  have  to  deal  mainly  with 
cases  where  the  location  of  the  cancer  prevents  the  thorough 
application  of  acetone.  Thus  in  inoperable  cancer  of  the  uterine 
cavitv  and  more  so  in  cancer  of  the  lower  portion  of  the  vagina 
or  of  the  vulva,  acetone  is  not'applicable.  This  technical  difficult  v 
has  brought  about  the  employment  of  a  salt  of  acetone,  the  bi- 
sulphite of  acetone. 

This  acetone  bisulphite  is  a  white  powder  which  may  conven- 
iently be  applied  in  rather  large  quantities  to  the  wound  by 
means  of  a  powder  blower.  It  dissolves  readily  in  the  wound 
secretions,  giving  off  pure  acetone  in  statu  nasccndi.  I  am 
greatlv  indebted  to  the  kindness  of  Dr.  W.  H.  Warren,  Professor 
of  Chemistry,  Medical  Department  of  Washington  University, 
for  the  following  explanation  of  the  nature  and  chemical  behavior 
of  the  compounds  formed  by  the  action  of  alkaline  bisulphites 
upon  acetone. 

"Structurally,  acetone  is  the  simplest  member  of  a  class  of 
organic  substances  called  ketones,  their  characteristic  being 
the  presence  of  a  carbonyl  group  ( =C  =  0),  to  which  are  attached 
two  hvdrocarbon  radicals.      In  the  case  of  acetone  these  hydro- 
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carbon  radicals  are  methyl   (  — CH3),  the  structure  of  acetone 
being  gg:=c=o. 

■'Ketones  form  additive  compounds  with  certain  substances, 
among  which  are  the  bisulphites  of  the  alkalies,  as,  for  example, 
sodium  bisulphite  (Na^^*^0-  Upon  adding  a  saturated  aqueous 
solution  of  sodium  bisulphite  to  acetone,  the  mixture  becomes 
quite  warm  and  a  crystalline  compound  separates  from  the 
solution,  the  reaction  being 


CH,~^~^    ^     Na  ""'""^      ~      CH,~^  ~0-SO,-Na 

Sodium 
bisulphite 


L3  i^o,  ^^^3 

Acetone  Sodium  Acetone-sodium  bisulphite 


"Chemists  use  this  reaction  as  a  means  of  purifying  ketones, 
since  the  crystalline  bisulphite  compound  of  the  ketone  can 
easily  be  separated  by  filtration  from  impurities  in  the  original 
ketone.  Moieover,  by  a  simple  chemical  procedure  the  pure 
ketone  can  be  recovered  from  its  combination  with  the  bisulphite. 
These  ketone  bisulphite  compounds  are  crystalline,  inodorous,  and 
soluble  in  water. 

"The  usefulness  of  ke tone-bisulphite  compounds  to  the  chemist 
depends  upon  the  ease  with  which  they  can  be  decomposed  by  acids 
or  alkalies,  the  action  in  either  case  resulting  in  the  re-formation 
of  the  ketone  in  a  state  of  purity.  The  reactions  in  the  case 
of  acetone-sodium  bisulphite  may  be  taken  as  typical. 

A.  Decomposed  by  an  acid   (e.g.,  hydrochloric  acid). 

cS:=C=C"sO,-Na  +  "a  =  ^g;-C  =  0  +  NaCl  +  H.SO, 

Acetone-sodium  bisulphite  Hydro-  Acetone  Sodium         Sulphur- 

chloric  chloride         ous  acid 

acid  which 

breaks  up 

into 
HjG-I-SOj 

B.  Decomposed  by  an  alkaline  carbonate  (e.g.,  sodium  bicar- 
bonate). 

cS^C-C'^sO.-Na  +  NaHCO,  =  ^g=  =  C  =  0  + 

Acetone-sodium  bisulphite  Sodium  Acetone 

bicarbonate 

NajSOg  +  H2O  -f  CO, 

Sodium  Water  Carbon 

sulphite  dioxide 

Thus  acetone  is  set  free  when  the  acetone  bisulphite  comes 
into  contact  with  the  wound  secretions  which,  in  all  probability, 
are  alkaline  in  character.  If  opportunity  permits,  I  shall  try 
this  powder  on  cancerous  ulcerations  upon  the  surface  of  the 
body.     When  applied  to  the  vagina,  I  am  in  the  habit  of  intro- 
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ducing  a  cotton  tampon  covered  with  vaseline  in  order  to  keep 
the  powder  in  its  place  and  prevent  the  escape  of  the  freshly 
formed  liquid  acetone.  As  yet  my  experience  with  this  ace- 
tone powder  is  very  limited.  I  can  only  say  that  it  does  not 
produce  any  pain  and  that  its  action  in  the  few  cases  treated 
seemed  to  be  only  slightly  inferior  to  that  of  the  Hquid  acetone. 
Thus  far  the  effect  of  acetone  upon  uterine  cancer  has  been 
established  only  upon  an  empirical  basis.  To  give  a  scientific 
explanation  is  impossible  as  long  as  we  are  groping  in  the  dark 
concerning  the  real  nature  of  the  disease.  In  the  light  of  our 
present  knowledge  we  may  only  assume  that  carcinoma  produces 
within  itself  certain  hypothetical  substances — ferments,  toxins, 
or  any  other  name  you  may  choose — which  affect  the  human 
organism  both  locally  and  generally.  As  to  the  first,  we  know 
that  the  healthy  cells  of  the  body  possess  a  wonderful  power  of 
resistance  which  enables  them  to  conquer  at  times  even  the  most 
dangerous  cell  enemies.  It  is  difficult  to  conceive  how  the  short- 
lived cancer  cells,  which  appear  almost  immature  in  their  frantic 
haste  of  production,  could  overthrow  all  defenses  of  the  surround- 
ing healthy  cells  and,  in  their  limitless  advance,  inundate  neigh- 
boring tissues,  unless  we  presume  that  those  substances  formed 
within  the  cancer  cells  first  soften  or  weaken  the  adjacent 
normal  cells. 

Once  formed  in  sufficient  quantity,  these  cancer  ferments  enter 
the  general  circulation,  theieby  causing  a  deterioration  of  the 
blood  and  producing  cachexia.  Acetone  has  an  unexcelled 
power  of  penetration,  as  we  know  from  our  laboratory  experi- 
ments, and  it  seems  possible  that  it  penetrates  so  rapidly  and 
deeply  into  the  nonresisting  cancer  that  it  embalms  the  cancer 
cells,  as  it  were,  and  prevents  them  from  further  production  of 
ferments.  This  would  give  the  affected  organism  sufficient  time 
to  rally  its  defensive  means  which  we  term  antibodies  or  anti- 
proteolytic  ferments,  except  in  cases  where  a  complete  exhaus- 
tion has  already  taken  place.  Were  it  possible  that  the  acetone 
could  reach  the  cancer  cells  in  their  remotest  and  most  minute 
ramifications,  the  result  would  likely  be  an  absolute  check  to 
further  growth. 

I  beg  to  be  pardoned  for  this  short  excursion  into  the  realm 
of  hypothesis.  At  any  rate,  acetone  is  not  a  caustic  and  its 
effect  cannot  be  explained  on  the  same  grounds  with  formalin  and 
and  other  chemicals  which  we  have  already  discussed.  By  cauter- 
ization we  always  produce  an  eschar  which  must  be  cast  off  by  a 
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wall  of  granulations.  We  have  never  observed  such  an  occurrence 
in  the  course  of  our  acetone  treatments.  I  am  at  a  loss  to  ex- 
plain just  what  becomes  of  the  cancer  cells  which  have  been  hard- 
ened by  acetone  unless  a  process  of  organization,  such  as  we 
observe  in  a  thrombus,  takes  place.  I  myself  have  at  first  used 
the  term  cauterization  in  connection  with  our  treatment,  but 
have  since  learned  to  distinguish  the  caustic  burn  from  the 
efifects  of  acetone. 

In  the  foregoing  I  have  conscientiously  striven  to  give  you  a 
lesume  of  my  work  as  fiee  from  bias  as  is  compatible  with  con- 
viction. If  ever  a  method  should  be  discovered  which  will  check 
hemorrhages  more  readily,  remove  discharges  more  quickly,  and 
extinct  the  foul  odor  more  completely,  I  shall  be  the  first  to 
adopt  it.  In  the  meantime,  I  believe  that  the  acetone  treatment 
can  relieve  our  patients  where  other  methods  fail.  Of  course, 
in  medicine  as  well  as  in  any  other  field  of  human  activity,  no 
new  truth  can  be  established  by  a  single  voice.  In  this  respect, 
I  feel  reassured  and  encouraged  by  the  experiences  of  others 
confirming  my  own.  As  far  as  I  have  learned  the  acetone 
method  was  employed  satisfactorily  by  Polano,  of  Wiirzburg 
(personal  communication) ;  Henkel,  of  Greifswald  (Trans.  Meet- 
ing of  German  Scientists  and  Physicians,  Cologne,  September  20, 
1908);  Semon,  of  Danzig,  (correspondence);  W.  B.  Dorsett,  of 
St.  Louis  (personal  communication);  F.  J.  Taussig,  of  St.  Louis 
{Interstate  Med.  Journal,  February,  1909);  F.  H.  Maier,  of  Phila- 
delphia {Therapeutic  Gazette,  July  15,  1908);  and  J.  M.  Fisher,  of 
Philadelphia  (Trans.  Obstetr.  Society  of  Philadelphia,  May  7, 
1908).  Thus  corroborated  in  my  statements,  I  submit  the  acetone 
method  to  vour  consideration. 


TUBERCULAR   PERITONITIS.* 

BY 

LE  ROY  BROUN,   M.  D., 

New  York. 

Primary  tuberculosis  of  the  peritoneum  is  a  disease  of  extreme 
rarity. 

Borschke,  in  226  postmortems  on  patients  dying  of  tubercular 
peritonitis,  found  only  two  cases  in  which  no  focus  could  be  dis- 
covered. 

Sotis  reports  a  case  of  subphrenic  abscess  of  tubercular  origin 

*  Read  before  the  New  York.  Obstetrical  Society,  March  q,  1909. 
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dying  after  operation  with  a  caseous  bronchopneumonia.  The 
postmortem  showed  a  tuberculous  involvement  of  the  peri- 
toneum, lungs,  and  liver.  Histologically,  however,  the  involve- 
ment of  the  lungs  and  liver  w^ere  subsequent  to  the  peritoneal 
infection. 

The  peritoneum  in  almost  every  instance  receives  its  infection 
through  the  intestinal  tract  by  the  passing  of  the  tubercle  bacilli 
through  the  intestinal  coats  forming  deposits  in  the  mesenteric 
glands,  or  from  an  intestinal  focus  of  an  intestinal  ulcer,  or,  in 
women,  largely  by  infection  through  the  Fallopian  tubes. 

Ravenel,  in  an  address  before  the  International  Congress  of 
Hygiene  at  Berlin,  in  giving  a  summary  of  the  routes  of  infection 
of  tuberculosis,  drew  attention  to  the  conclusive  evidence  that  the 
tonsils  are  most  frequently  the  portals  of  the  bacillus  invasion, 
and  also  that  the  alimentary  tract  is  a  frequent  channel  for  the 
tubercle  bacilli  passing  through  the  intact  intestinal  coats  with- 
out local  lesions  and  finding  lodgment  in  the  lymph-glands. 

Mayo,  W.  J.,  draws  attention  to  the  similarity  in  construction 
of  the  follicles  of  the  tonsils  and  the  follicles  of  the  intestines 
and  Pyer's  glands. 

Sir  William  Whitla,  in  the  Cavendish  Lecture,  as  published  in 
the  Lancet  of  last  year,  gives  a  masterly  exposition  of  this  mode 
of  infection  by  the  bovine  bacillus,  and  states  that  in  nearly 
every  case  the  subjects  were  children  and  that  the  seat  of  the 
lesions  were  in  the  intestines  or  mesenteric  glands. 

John  B.  Murphy,  in  his  admirable  brochure  on  "Tuberculosis 
of  the  Female  Genitaha  and  Peritoneum,'  quotes  Ghmme  as 
stating  that  the  chief  avenue  of  tuberculosis  infection  of  the 
tubes  is  in  coitus  with  tuberculous  men.  He  also  reports  one  of 
Menges'  cases,  as  follows:  A  woman  six  weeks  after  marrying 
a  tuberculous  man  had  svmptoms  of  inflamed  appendages  with 
pelvic  peritonitis;  the  tube  when  removed  showed  tuberculosis. 

W.  J.  Mavo,  in  a  paper  on  tubercular  peritonitis  before  the 
American  Medical  Assn.  in  1905,  stated  that  formerly  some  of 
his  patients  upon  whom  he  had  operated  for  tubercular  peri- 
tonitis were  forced  to  return  on  account  of  the  reaccumulation 
of  the  fluid,  in  some  instances  as  many  as  four  times.  When  his 
attention  was  called  by  Murphy  to  the  open  and  thickened  end  of 
a  Fallopian  tube,  he  adopted  the  plan  of  removing  the  tubes  in  all 
subsequent  cases.  Since  this  change  in  technic,  he  had  oper- 
ated on  twenty-six  patients  with  tubercular  peritonitis,  removing 
the  tubes  in  each  instance;  twenty-five  recovered,  and  in  none 
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was  a  second  operation  required,  although  in  seven  it  had 
been  necessary  to  repeat  the  operation  from  one  to  four  times 
previous  to  the  final  operation  of  removing  the  tubes. 

In  addition  to  these  chief  methods  of  infection,  it  would  appear 
that  lowering  the  vitality  of  the  peritoneum,  as  by  an  external 
blow,  may  result  in  tubercular  peritonitis.  S.  C.  Plummer,  in 
the  A  nnals  of  Surgery,  reports  such  a  case.  The  patient  had  re- 
ceived a  severe  kick  in  the  abdomen;  the  symptoms  were  so 
severe  as  to  demand  an  exploratory  operation.  Nothing  was 
found,  excepting  some  omental  adhesions  from  an  operation  for 
appendicitis  of  two  years  previous.  Two  months  later  the  pa- 
tient was  readmitted  for  intestinal  obstruction — an  extensive 
tubercular  peritonitis  was  present. 

The  onset  of  tubercular  peritonitis  does  not  follow  a  typical 
course.  In  the  majority  of  instances  it  is  insidious,  and  in  the 
earlier  stages  before  effusion  occurs  it  is  difficult,  if  not  impossible, 
to  diagnose  unless  a  previous  tuberculous  condition  exists. 
Without  such  a  previous  histor}^  the  occasional  cramps  and  ten- 
derness are  frequently  attributed  to  some  indiscretion  in  diet. 

Arthur  Stone,  in  the  Boston  Medical  and  Surgical  Journal  of 
last  year,  reports  several  instances  of  death  from  accidents  to 
men  in  apparently  perfect  health;  the  postmortem  showed 
extensive  tubercular  peritonitis  without  effusion.  Gelpke  states 
that  from  25  to  30  per  cent,  of  the  cases  commence  suddenly, 
with  acute  symptoms  of  pain  and  tenderness,  at  times  simulating 
appendicitis  or  acute  pelvic  inflammation.  The  attack  in  these 
instances  is  sharp,  and  within  a  few  days  the  abdomen  becomes 
tense  with  fluid.  The  fluid  is  known  at  times  to  disappear  as 
rapidly. 

Under  such  rapid  disappearance  we  occasionally  hear  of 
remarkable  cures  by  advocates  of  the  Christian  Science  faith. 

Patients  with  tubercular  peritonitis  rarely  come  under  the 
care  of  the  surgeons  at  the  commencement  of  the  disease.  The 
general  practitioner,  of  whom  patients  must  seek  relief,  has 
demonstrated  that  much  can  be  done  for  the  relief  of  this  con- 
dition in  a  medical  way. 

Ochsner,  from  a  collection  of  data,  states  that  fully  50  per  cent, 
recover  in  the  hands  of  the  general  physician.  The  greater 
portion  of  our  experience  in  the  medical  treatment  is  derived 
from  children  in  whom  the  disease  is  of  more[frequent  occurrence. 

Whether  the  lesion  is  of  primary  origin  or  secondary  to  a 
distant   focus,   it   is  none   the   less  of  a  general   constitutional 
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character,  and  as  such  the  classical  hygienic  treatment  takes 
first  rank.  This  embraces  as  near  an  outdoor  living  as  it  is  possi- 
ble to  attain,  together  with  a  close  attention  to  the  diet  and  the 
equilibrium  of  the  gastrointestinal  tract.  The  one  object  is  to 
maintain  and  increase  the  patient's  inherent  inhibitive  power. 
All  special  means  are  secondary  to  this  broad  general  plan. 

For  the  purpose  of  increasing  the  absorption  of  the  effusion, 
Maylard  cites  the  method  of  Knox,  who  obtained  excellent 
results  by  strapping  the  abdomen,  the  thoracic  respiration  in  this 
way  is  increased;  the  aspiration  is  exaggerated  and  the  lymphatic 
absorption  made  greater.  By  far  the  most  important  medical 
treatment  is  the  use  of  tuberculin.  Through  the  work  of  Sir 
Amroth  Wright  much  impetus  has  been  given  to  this  treatment. 
Maylard  quotes  in  full  a  case  described  by  Wright  of  tubercular 
peritonitis,  laparotomy,  improvement,  tuberculin  inoculation, 
cure. 

Riviere,  senior  physician  to  the  East  London  Hospital  for 
Children,  advocates  strongly  the  treatment  of  localized  tuber- 
culosis by  tuberculin,  stating  that  in  all  cases  improvement 
resulted,  and  in  many  instances  cures.  The  unfortunate  feature 
of  this  bactericidal  treatment  is  that  the  opsonic  index  of  the 
patient  must  be  determined  at  regular  intervals  of  about  ten  davs 
and  the  dose  of  the  tuberculin  regulated  thereby.  Large  medical 
centres  with  laboratories  are  therefore  in  most  cases  necessarv 
for  the  proper  conduct  of  this  line  of  treatment. 

Arthur  Stone  states  that  Z.  B.  Adams,  of  Framingham,  Mass., 
operated  on  a  patient  with  tuberculous  peritonitis  in  1884,  and 
that  the  patient  is  still  alive  and  well.  He  does  not  state  whether 
this  operation  was  performed  on  a  mistaken  diagnosis  or  not. 

Konig,  in  1884,  reported  three  cases  of  encapsulated  tuber- 
culous peritonitis  with  a  view  of  showing  the  difficulty  of  diagnos- 
ing such  collections  from  ovarian  cysts,  also  the  resemblance 
between  this  type  and  synovial  lesions,  the  similarity  being 
noted  when  preparing  a  work  on  tuberculosis  of  the  bones  and 
joints. 

Six  years  later,  in  1890,  his  well-known  paper  on  the  "Cure  of 
Peritoneal  Tuberculosis  by  Laparotomy"  appeared.  In  this 
article  he  collected  131  cases,  of  which  fourteen  were  personal, 
of  these  120  were  women  and  eleven  men.  The  operation 
mortality  was  3  per  cent. 

Of  the  total  number  of  cases',  107  were  reported  as  satisfactory; 
eighty-four  cured  and   twenty-three  improved;   fifty-four  were 
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followed  for  two  years;  thirty,  or  one-fourth  of  the  whole,  were 
in  perfect  health. 

All  forms  were  included  among  those  operated  on — ^the  effu- 
sion was  serous,  serofibrinous,  purulent,  or  encapsulated.  The 
tubercles  were  either  miliary  or  nodular;  the  peritoneum  was 
either  smooth,  clouded,  thickened,  or  indurated.  The  wide 
range  of  cases  demonstrated  that  there  could  be  no  division  into 
surgical  and  medical  cases 

Since  Konig's  papers,  as  many  as  twentv  theories  have  been 
advanced  for  the  explanation  of  how  a  simple  abdominal  incision 
with  evacuation  of  fluid  can  cure  a  tubercular  efifusion.  The 
two  that  appear  most  rational  are  that  the  access  of  air  to  the 
peritoneal  cavity  at  the  time  of  operation,  together  with  the 
usual  manipulation  attendant  upon  sponging  and  the  like, 
causes  an  increased  hyperemia  of  this  membrane,  with  an  attend- 
ant large  increase  of  leukocytes  and  a  necessarily  increased 
phagocytic  potentiality. 

Watson  Cheyne,  also  Wright  and  Douglas,  found  that  the  old 
stagnant  lymph  of  a  tuberculous  peritoneal  effusion  is  poor  in 
protective  properties  as  compared  with  the  serum  of  the  blood. 
In  view  of  this,  the  theory  was  advanced  that  the  outpouring 
of  a  new  serum  following  the  evacuation  of  the  old  effusion  acted 
in  a  bactericidal  manner.  The  greater  inhibitive  power  of  the 
fresh  serum  unquestionably  has  some  influence,  yet  this,  unas- 
sisted by  the  increased  hyperemia  through  the  presence  of  air 
and  the  necessary  manipulation  of  the  laparotomy,  fails  to  have 
any  beneficial  influence.  This  is  shown  by  the  rapid  reaccumu- 
lation  of  these  effusions  following  aspiration,  and  the  failure  to 
return  if  after  the  aspiration  sterile  air  is  pumped  into  the  abdo- 
men, as  was  done  by  Nolan. 

The  time  in  which  it  has  been  found  best  to  operate  is  after 
effusion  has,  so  to  speak,  become  chronic;  that  is,  after  the  sub- 
sidence of  the  rapid  formation  of  new  tubercles. 

Gotti,  in  experimenting  on  animals,  proved  that  new  tubercles 
developed  after  an  early  laparotomy  and  were  followed  by  fever 
and  a  reaccumulation  of  fluid;  while  operations  on  other  animals 
under  like  conditions,  but  at  a  later  period,  resulted  in  a  cure. 
Watson  Cheyne,  Hilderbrandt,  and  Maylard  also  advocate 
deferred  operations.  Maylard  gives  in  detail  the  unsatisfactory 
results  of  such  an  early  operation.  The  historx'  was  one  of  an 
acute  accumulation  of  fluid,  with  ])ain  so  localized  on  the  right 
side  as  to  simulate  an  acute  appendicitis,  on  account  of  which 
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he  was  called  in  consultation  nine  days  after  the  commencement 
of  the  attack.  The  patient  being  in  a  distant  town,  he  operated 
at  once,  with  a  liberation  of  a  larger  amount  of  free  fluid.  There 
was  present  a  diflfuse  miliary  tubercular  peritonitis,  the  appendix 
was  congested,  as  were  the  intestines.  The  removed  appendix 
showed  no  obstruction  of  its  lumen  but  lymphocyte  infiltration. 

The  patient  made  a  temporary  improvement,  which  was 
followed  by  some  weeks  of  temperature  and  discharge  from  the 
wound  which  had  taken  on  a  tuberculous  character.  Under 
hygienic  treatment  recovery  was  eventually  established. 

Shattuck  gives  as  his  opinion  that  four  to  six  weeks  should 
elapse  before  surgical  measures  are  instituted. 

The  character  of  cases  most  fa\-orable  for  surgical  intervention 
are  those  of  a  serous  type  without  adhesions,  also  in  localized 
collections  of  fluid.  Yet,  as  in  the  case  of  Konig,  no  classes  seem 
to  be  at  times  beyond  the  beneficial  inflaence  of  surgery.  In  a 
a  case  recorded  by  Ochsner  in  a  paper  read  before  the  American 
Surgical  Association,  he  says,  in  speaking  of  an  unexpected  im 
provement  in  one  in  which  from  the  extensive  involvement  ne 
did  not  hope  for  such:  "The  patient  was  t.ventv-six  and  mar 
ried;  there  was  a  large  amount  of  free  fluid;  after  its  liberation  the 
pelvic  contents  were  seen  to  oe  motted  together  in  one  mass  of 
extensive  adhesions;  the  intestines  were  also  closely  matted 
together.  Miliary  tubercles  were  in  abundence  over  all  structures. 
A  tube  was  introduced  and  the  abdomen  closed  with  some  hope  of 
temporary  benefit.  She  slowly  recovered.  Eleven  years  after, 
when  preparing  a  paper  on  this  subject,  the  response  he  received  to 
an  inquiry  of  when  this  patient  had  died  was  that  the  patient  in 
question  was  a  strong  and  healthy  woman  and  had  given  birth 
to  two  healthy  children.  Johnston,  in  Keely-Noble's  work, 
quotes  the  carefully  prepared  statistics  of  Wunderlich,  embrac- 
ing 500  cases  of  tubercular  peritonitis,  operated  on  by  himself. 
The  results  were  all  noted  three  years  after  operation;  they  are  as 
follows : 

Ascitic  form  344,  23.3  per  cent,  cures. 

Fibroadhesive  form    136,  9.8  per  cent,  cures. 

Ulcerative  form  20,  No  cures. 

There  are  certain  cardinal  principles  that  have  been  developed 
in  the  surgical  treatment  of  this  disease. 

The  permanent  benefit  of  the  operation  is  in  direct  ratio  to  our 
ability  to  remove  the  primary  focus.  Leuret,  in  an  extensive 
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thesis  on  the  relation  between  peritoneal  and  genital  tuberculosis 
(in  the  female),  gives  the  following  conclusions: 

1.  Genital  lesions  are  the  most  frequent  cause  of  peritoneal 
tuberculosis  in  women,  in  particular,  the  clinical  type  known  as 
idiopathic  ascites  in  young  women. 

2.  Tuberculosis  of  the  adnexa  is  always  accompanied  by  tuber- 
cular peritonitis;  the  form  occurring  being  one  of  two  types — as- 
citic peritonitis,  free  or  encysted,  and  dry  pelvic  peritonitis  with 
adhesions. 

3.  The  type  of  pelvic  peritonitis  with  adhesions  is  subject 
to  frequent  exacerbations. 

I  have  already  referred  to  the  statement  of  Mayo,  that  he  had 
no  recurrence  of  the  ascitic  type  after  removal  of  the  tubes.  I 
cannot  define  my  views  better  on  this  subject  than  by  quoting 
from  Murphy's  excellent  brochure  on  "Tuberculosis  of  the  Female 
Genitalia  and  Peritoneum,"  in  which  he  says  the  only  treatment 
is  complete  extirpation  of  the  tubes.  The  abdominal  route  is 
preferable,  as  a  clear  view  can  be  had  of  the  diseased  area,  injury 
to  adherent  intestines  avoided,  and  the  possibility  of  the  serous 
sinus  is  less  likely  than  by  the  vagina. 

The  appendix  should  be  examined  and  removed  in  every  in- 
stance when  any  suspicion  may  exist  that  it  is  the  focus. 

If  a  portion  of  the  intestine  is  involved,  it  should  be  resected 
if  the  condition  of  the  patient  and  the  density  of  the  adhesions 
will  permit.  All  writers  warn  against  extensive  separation  of 
agglutinated  intestines,  pointing  out  the  especial  danger  in  this 
class  of  cases,  the  intestinal  walls  being  usually  much  infiltrated 
and  are  friable  and  easily  torn. 

On  account  of  the  tract  of  the  drainage-tube,  so  much  used  in 
this  class  of  cases  in  former  years,  becoming  at  times  the  seat 
of  tuberculous  infection  and  resulting  in  a  tuberculous  sinus,  the 
wound  should  be  closed  and  drainage  discarded,  unless  in  other 
complicating  circumstances. 

The  surgical  treatment  of  tuberculous  peritonitis  has  become 
a  means  of  established  value. 

It  is  not,  however,  rational  that  any  one  method  should  be 
relied  upon  or  that  we  should  lose  sight  of  the  fact  that  this 
disease,  though  presenting  itself  to  us  in  a  localized  form,  is  yet 
none  the  less  of  a  constitutional  character. 

By  surgery  the  serous  collection  in  the  abdomen  is  removed; 
the  tubercles  however  remain,  as  has  been  proven  in  numerous 
instances.     The  treatment  and  watchful  care  of  the  patient  ha 


BROUX:    TUBERCULAR    PERITONITIS.  819 

only  begun  after  she  leaves  her  surgical  bed.  The  adhesive  or 
dry  type  may  subsequently  develop,  causing  at  times  intestinal 
obstruction.  Tubercles  have  in  such  instances  been  found 
among  the  adhesions. 

The  patient  should  have  her  condition  explained  to  her;  she 
should  be  taught  that  the  hygienic  and  fresh-air  treatment  is 
not  alone  appHcable  to  pulmonary  types,  but  that  through  such 
a  course  her  inhibitive  powers  must  be  increased.  She  should 
be  kept  under  constant  supervision  from  three  to  five  years. 

The  disease  should  be  regarded  as  arrested — not  cured — until 
such  an  interval  has  elapsed  as  will  render  a  secondary  complica- 
tion untenable.  With  the  subsequent  classical  treatment  of 
fresh  air  and  hygiene,  the  treatment  with  tubercuhn,  as  advo- 
cated by  Sir  Amroth  Wright,  can  with  advantage  be  conducted. 

In  this  connection  I  quote  from  Maylard;  he  says:  "It 
may  not  be  out  of  place  to  add  here  a  very  pertinent  practical 
suggestion  made  by  White  with  regard  to  the  employment  of 
tuberculin  in  conjunction  with  the  operation  of  laparotomy. 
If  the  inoculation  of  tuberculin  is  to  play  in  the  future  a  prominent 
and  permanent  part  in  the  general  treatment  of  tuberculosis, 
then  its  use  in  association  with  operation  may  be  of  the  greatest 
value.  White  expressed  the  opinion  that  in  the  future  the  treat- 
ment of  tubercular  peritonitis  would  consist  in  raising  the  opsonic 
index  prior  to  operation,  and  subsequently  after  the  effect  of  the 
autoinoculation  produced  by  the  operation  had  passed  off,  in 
keeping  the  index  high  by  suitable  interspaced  inoculation 
until  the  local  condition  was  healed." 

I  feel  that  it  would  be  but  scant  courtesy  if  I  did  not  express, 
before  closing,  my  appreciation  of  the  very  recent  admirable 
volume  on  "Abdominal  Tuberculosis"  by  Ernest  Maylard,  sur- 
geon to  the  Victoria  Infirmary  of  Glasgow.  Its  exhaustive 
character  and  the  masterly  manner  in  which  this  subject  has  been 
treated  by  its  author  has  been  of  much  service  to  me  in  preparing 
this  paper. 

70  West  Eighty-second  Street. 
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DIAGNOSIS  OF  TUBERCULAR  PERITONITIS  IN 
WOMEN.* 

BY 

JAAIES  N.  WEST,  M.  D., 

New  York. 

OsLER  (i)  States  that  fully  one-third  of  the  cases  of  tubercular 
peritonitis  operated  upon  received  this  treatment  under  the 
mistaken  diagnosis  of  ovarian  cyst.  I  will  add  that  I  believe 
that  fully  another  third  of  them  are  operated  upon  under  the 
mistaken  diagnosis  of  ordinary  pyosalpinx.  Perhaps,  then,  two- 
thirds  of  the  cases  in  women  receive  a  correct  diagnosis  only  after 
opening  the  abdomen  for  some  other  disease.  A  considerable 
proportion  probably  die  as  a  result  of  a  complete  failure  to  make 
a  correct  diagnosis. 

The  pathological  conditions  produced  by  tubercular  infection 
of  the  peritoneum  are  so  varied  and  complex,  and  the  complica- 
tions so  frequent  and  obscuring  in  their  magnitude,  that  no  symp- 
tom-complex can  be  assembled  from  the  clinical  manifestations 
which  will  enable  us  to  make,  with  a  fair  degree  of  accuracy, 
a  uniform  diagnosis.  A  few  words  in  regard  to  the  relative  fre- 
quency of  the  disease  and  its  etiology  is  an  almost  necessary 
introduction  to  the  consideration  of  its  diagnosis. 

C.  H.  Mayo  (2-3),  writing  on  this  subject,  gives  the  following 
interesting  statistics:  In  78  per  cent,  in  the  United  vStates  and 
89  per  cent,  in  Germany  of  all  cases  in  which  necropsies  have 
been  held,  there  is  shown  the  presence  of,  or  the  evidence  of  the 
past  existence  of  tuberculosis. 

In  13,922  necropsies  collected  by  Grawitz  and  Brun,  284  showed 
tubercular  peritonitis;  i.e.,  about  2  per  cent.  "The  peritoneum 
is  rarely  the  seat  of  primary  infection  and  is  almost  invariably 
infected  directly  from  some  neighboring  focus,  as  Fallopian  tubes, 
intestines,  or  lymphatic  glands." 

"The  proportion  of  women  affected  is  as  5  to  i  as  compared 
with  men.  The  most  common  period  of  infection  is  from  20 
to  30  years.  A  tuberculous  family  history  is  perhaps  present  in 
50  per  cent,  of  the  cases." 

The  clinical  findings  have  resulted  in  the  classification  of  miliary 
*  Read  before  the  New  York.  Obstetrical  Society,  March  q,  1909. 
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with  ascites,  adhesive  or  fibroplastic  and  nodular.  Wunderlich 
analyzed  500  cases  and  found  68  per  cent,  exudative,  27  per 
cent,  fibroplastic,  and  40  per  cent,  purulent." 

W.  T.  Cummins  (4)  has  reviewed  3,405  autopsies  and  reaches 
conclusions  which  coincide  very  closely  with  those  quoted  by  Mayo 
except  in  regard  to  the  proportion  between  women  and  men. 
In  this  series  2.7  per  cent,  of  the  total  and  11  per  cent,  of  the 
cases  of  tuberculosis  showed  tubercular  peritonitis;  thirty  were 
females  and  sixty-two  males.  Before  four  years  and  after  fifty 
the  disease  was  rare.  Eighty-four  per  cent,  of  the  series  w^as  ac- 
companied by  pulmonary  tuberculosis  and  32.6  per  cent,  by  in- 
testinal. Cirrhosis  of  the  hver  is  not  an  uncommon  complication. 
In  thirteen  cases  of  fatal  tubercular  peritonitis  Nothnagel  found 
two  of  cirrhosis  of  the  liver  and  Vierordt  five  in  twenty-four. 

In  studying  a  case  of  suspected  tubercular  peritonitis  certain 
general  considerations  should  be  kept  in  mind  as  bearing  more 
or  less  definitely  upon  the  diagnosis;  as  family  history,  indicating 
predisposition,  age,  the  disease  occurring  most  frequently  be- 
tween twenty  and  thirty  years;  existence  of  tuberculosis  in 
other  parts  of  the  body,  as  lungs,  intestines,  glands,  genitourinary 
system,  or  tubercular  disease  of  the  husband  or  other  known 
exposure  to  infection. 

In  considering  the  cases  we  must  always  keep  in  mind  the 
fact  that  the  peritonitis  nearly  always  accompanies  a  condition 
which  presents  such  striking  symptoms  that  it  is  almost  masked 
by  them,  as  in  tubercular  disease  of  the  uterus,  tubes,  or  ovaries, 
or  their  combination,  or  tuberculous  appendicitis  or  enteritis. 
If  we  accept  as  correct  68  per  cent,  as  representing  the  propor- 
tion of  miliary  cases  with  exudation,  it  forms  the  most  important 
division  not  only  in  numbers  but  also  in  amenability  to  treatment. 
This  form  is  usually  slow  and  insidious  in  its  onset,  or  begins 
with  and  continues  the  history  of  recurrent  attacks  of  pelvic  peri- 
tonitis. The  latter  onset  is  more  apt  to  be  that  of  tubercular 
salpingitis  emptyingthe  tubal  contents  into  the  pelvic  peritoneum. 
In  the  first  class  of  cases  where  the  onset  is  insidious  the  accumu- 
lation of  fluid  is  often  great;  the  patient  may  have  a  temperature 
of  100  to  102.4  in  the  afternoon  or  evening,  with  hectic  appearance. 
and  with  a  morning  temperature  below  normal;  profuse  sweats, 
characteristic  of  pulmonary  tuberculosis  may  be  present,  with 
gradual  loss  of  weight.  There  may  be  little  or  no  pain  in  the 
abdomen,  except  when  intestinal  peristalsis  is  active.  There 
is  apt  to  be  pigmentation  of  the  abdomen.     Cases  of  this  kind 
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may  resemble  typhoid  fever.  There  is  anorexia  and  malaise; 
absence  of  changes  in  the  liver  and  spleen  together  with  the 
above  symptoms  present  a  fairly  clear  clinical  picture  of  tuber- 
cular peritonitis. 

The  more  usual  form,  however,  is  that  where  the  general  peri- 
toneal process  is  largely  masked  by  the  concurrent  tubal  and 
uterine  disease.  J.  B.  Murphy  (5)  gives  the  following  interesting 
remarks : 

In  the  cases  of  simple  tuberculous  infection  of  the  tubes  in 
which  the  fimbriated  ends  are  not  adherent,  which  is  the  rule, 
there  is  a  pronounced  periodicity  in  the  acts  accompanied  by  all 
the  manifestations  of  an  acute  infection  of  the  pelvic  peritoneum; 
viz.,  soreness,  pain,  nausea,  and  often  vomiting;  elevation  of  the 
temperature  from  100  to  102,  evidence  of  fluid  accumulation  in 
the  pelvic  peritoneum ;  great  sensitiveness  on  vaginal  examination, 
with  boggy  sensation  of  Douglas  fold;  this  is  very  pronounced 
on  rectal  examination. 

The  uterus  and  tubes  are  more  movable  than  in  gonorrheal 
salpingitis,  and  the  attack  passes  ofiF  in  eight  to  ten  days  to  recur 
in  three  to  six  weeks.  This  periodic  pelvic  peritonitis  is  due  to 
expulsion  of  debris  from  the  tube  into  the  pelvic  peritoneum. 
Unless  one  is  careful  in  the  analysis  of  the  clinical  history  to 
note  that  soreness  precedes  the  pain,  the  case  is  apt  to  be  mis- 
taken for  one  of  recurrent  appendiceal  pelvic  infection.  The 
leukocytosis  in  these  attacks  is  about  the  same  as  in  peritonitis 
from  other  causes — 12,000  to  18,000. 

Then  the  chief  points  for  a  clinical  diagnosis  in  the  tubercular 
peritonitis  complicated  with  tubal  disease  are :  Recurrent  attacks 
of  pelvic  peritonitis  extending  over  several  months;  gradual 
accumulation  of  fluid  in  the  abdomen ;  hectic,  afternoon  or  evening 
temperature;  gradual  and  progressive  loss  of  strength  and  weight, 
and  sensitiveness  of  the  abdomen. 

Murphy  has  shown  by  experiments  on  monkeys  and  through 
observation  of  a  woman  operated  upon,  that  there  may  be  tuber- 
cular peritoneal  disease  of  considerable  duration  without  dis- 
ease of  the  Fallopian  tubes.  Osier  says  that  an  ill-defined 
anomalous  mass  in  the  abdomen  associated  with  salpingitis  should 
arouse  suspicion  of  tuberculous  disease. 

In  the  fibrinous  type  and  that  of  mixed  infection  with  ulcera- 
tive processes,  the  mesentery  often  becomes  retracted,  drawing 
the  intestines  up  into  an  agglutinated  mass,  or  rolling  the  omen- 
tum up  into  a  contracted  mass  in  the  upper  part  of  the  abdomen. 
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Isolated  portions  of  the  peritoneum  may  be  shut  off  by  exudate, 
be  filled  with  pus  or  form  cheesy  masses,  or  may  evacuate  into 
the  intestines  or  even  through  the  abdominal  wall,  forming  a 
fecal  fistulae.  Such  cases  ma>  be  difficult  to  diagnose  from  car- 
cinoma. The  latter,  however,  gives  such  a  characteristic  nodular 
feel  to  the  sense  of  touch  that  any  one  familiar  with  it  ought  to 
be  able  to  diagnose  between  these  diseases  by  this  alone.  The 
general  appearance  in  cancer  and  the  course  of  the  disease  is 
characteristic. 

A  tubercular  appendicitis  accompanied  by  tubercular  perito- 
nitis of  acute  development  may  present  a  clinical  picture  impos- 
sible of  differentiation  from  that  of  an  ordinary  appendicitis. 

D.  W.  Eisendrath  (6)  on  acute  forms  of  abdominal  tuberculosis, 
states  that  the  tubes,  appendix,  and  peritoneum  may  be  the 
seats  of  acute  and  virulent  invasion  of  the  tubercle  bacillus. 
He  refers  to  a  number  of  cases  where  the  tubercular  invasion  was 
in  the  appendix  and  the  lymph  nodes  of  its  mesentery.  The 
following  case  illustrates  this  type: 

"A  boy,  aged  fourteen  years,  began  to  have  vague  abdominal 
pains  accompanied  by  persistently  high  temperature  reaching 
105°,  and  marked  prostration.  On  the  third  day  there  was 
tenderness  over  the  right  iliac  region  and  a  mass  in  the  region 
of  the  appendix.  A  diagnosis  of  acute  appendicitis  was  made. 
Operation  showed  a  mass  of  enlarged  lymph  nodes  in  the  region 
of  the  appendix  and  a  slightly  diseased  appendix.  Pathological 
examination  showed  tubercular  appendicitis  and  lymph  nodes." 

In  regard  to  the  clinical  picture  we  may  say  that  a  careful 
analysis  and  study  of  a  given  case  of  suspected  tubercular  peri- 
tonitis should  in  most  cases  enable  us  to  make  a  diagnosis. 
There  will,  however,  remain  a  considerable  number  of  cases  so 
obscure  that  from  clinical  observation  alone  a  diagnosis  will  be 
impossible,  and  I  shall  now  consider  the  more  recent  means 
which  may  be  brought  to  aid  in  all  cases  where  doubt  exists. 

Tuberculin  Tests. — Within  the  past  two  years  modifications 
of  the  tuberculin  test  have  been  brought  into  such  extensive  use 
that  we  now  get  quite  a  fair  idea  of  their  respective  values. 
The  original  test  consisted  in  the  subcutaneous  injection  of  one- 
half  milligram  of  Koch's  tuberculin,  and  judging  by  the  reaction 
produced  as  to  the  presence  or  absence  of  tuberculosis.  This 
method  proved  more  or  less  unreliable  and  sometimes  harmful. 
The  use  of  Koch's  new  tuberculin  in  a  dose  of  one-tenth  of  a  milli- 
gram has  eliminated  some  of  the  objectionable  features.     A  re- 
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action  of  from  one  to  three  degrees  is  supposed  to  indicate  the 
presence  of  tuberculosis. 

Of  the  more  refined  and  recent  tests  the  three  most  important 
and  extensively  used  are  the  skin  inoculation  test  of  Von  Pirquet, 
the  eye  instillation  test  of  Calmette,  and  the  skin  inunction  test  of 
Moro.  Of  the  skin  inoculation  test  Von  Pirquet  (7)  gives  the  fol- 
lowing synopsis : 

He  was  led  to  the  use  of  the  skin  test  by  the  study  of  the  effect 
of  vaccination  in  those  in  whom  a  vaccination  had  already 
recently  taken.  Following,  Wolff-Eisner  and  Calmette  found 
similar  reactions  by  instillation  of  Koch's  tuberculin  into  the  eye. 
Moro  and  Liguiere  found  similar  reactions  by  friction  of  the  skin 
with  a  preparation  of  tuberculin.  The  cutaneous  methods  have 
the  advantage  over  the  old  injection  method  that  they  do  not 
produce  any  general  symptoms.  They  are  not,  however,  as 
sensitive  as  the  "stich  reaktion"  but  do  produce  inflammatory 
phenomena  of  the  tuberculous  foci  which  may  be  used  for  di- 
agnostic purposes.     The  test  of  Von  Pirquet  is  as  follows : 

The  skin  of  the  forearm  is  scrubbed  with  ether,  then  two  drops 
of  Koch's  old  tuberculin  (undiluted)  are  dropped  about  four 
inches  apart;  then  wuth  a  vaccination  lancet  a  superficial  circular 
scarification  is  made  between  the  two  drops  (for  the  control  of 
the  traumatic  redness  following  the  small  scarification);  finally 
a  scarification  is  made  inside  the  two  drops,  a  few  fibers  of  cotton 
are  put  on  the  two  drops  so  they  will  not  flow.  After  five 
minutes  the  cotton  is  taken  off;  no  dressing  is  applied. 

The  papules  are  examined  twenty-four  and  tw^enty-eight 
hours  after  the  inoculation.  It  is  considered  positive  when  the 
tuberculin  scarifications  are  decidedly  different  from  the  control. 
There  must  be  an  area  of  redness  at  least  5  mm.  beyond  the  scari- 
fication. 

Eye  Test  (Calmette  (8)  ). — One  minim  of  a  i  to  100  sterile  saline 
solution  of  the  alcoholic  precipitate  of  Koch's  old  tuberculin  is 
dropped  into  one  eye.  When  the  reaction  is  positive,  at  the  end 
of  three  to  four  hours  a  mild  conjunctivitis  is  noticed;  the  reac- 
tion becomes  more  intense  in  some  instances,  reaching  a  mild  con- 
junctivitis of  purulent  type.  It  reaches  its  most  acute  stage  in 
eighteen  hours  and  passes  off  in  twenty-four.  This  method 
should  not  be  used  when  any  inflammatory  condition  of  the  eyes 
is  present. 

The  following  valuable  contribution  to  this  subject  by  Dr.  Bald- 
win fairly  summarizes  the  subject  to  date. 
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CONCLUSIONS    FROM    1,087    CONJUNCTIVAL   TUBERCULIN  TESTS  BY 
A    UNIFORM    METHOD    (9). 

Modified  Calmette  test,  using  0.3  of  i  per  cent,  tuberculin  instead 
of  I  per  cent,  used  by  Calmette. 

TABLE  I.— SUMMARY. 


Pulmonary  Tuberculosis 


No.  Cases    Reactions     Per  cent. 


Stage  I. — Incipient. 

Th.  be.  demonstrated ;^^i 

Th.  be.  not  demonstrated 49 

Total 82 

Stage  II .—Moderately  advanced. 

Th.  be.  demonstrated 96^ 

Th.  be.  not  demonstrated 223 

Total iiS 

Stage  III. — Far  advanced. 

Clin,  healed 

Other  forms  of  tuberculosis 

Grand  total 310 

Pul.    tub.   suspected 219 

Other  forms  suspected 46 

Other  diseases 127 

Healthy  subjects  unsuspected 185 


20 
35 


55 


60.6 
714 


67 


76 


89 


79.2 
591 


75 


36 

18 

50 

24 

17 

70 

504 

39 

78 

218 


73 


19 

34 


33?, 
47-8 


14. 1 

18.3 


1  Nine  were  under  tuberculin  treatment  and  failed  to  react. 

2  Nineteen  were  under  tuberculin  treatment ,  of  whom  ten  reacted  positively. 

3  One  was  under  tuberculin  treatment  and  failed  to  react. 

4  Eight  were  under  tuberculin  treatment,  of  whom  one  reacted. 

"  In  reviewing  the  percentage  in  Table  I,  it  is  apparent  that  a 
considerably  greater  number  of  patients  with  pulmonary  disease 
reacted  in  the  moderately  advanced  class  than  in  the  incipient, 
while  in  the  far  advanced  the  number  of  reactions  was  less.  It 
is  probable  that  the  patients  forming  the  moderately  advanced 
class,  being  taken  from  sanatoria  in  the  greater  part,  were  in  better 
condition  than  the  hospital  patients  tested  by  Wolff- Eisner,  who 
found  a  decreased  percentage  of  reactions  with  the  advance  of  the 
disease.  The  influence  of  tuberculin  treatment  in  lowering  the 
sensitiveness  of  the  conjunctiva  brought  down  the  percentage  of 
reactions  appreciably.  It  is  also  noteworthy  that  fully  70  per- 
cent, of  persons  who  had  been  healed  in  the  clinical  sense  from 
two  to  thirty  years  reacted  positively.  The  chief  interest  relates 
to  the  clinically  incipient  (71.4  per  cent,  positive)  and  suspected 
cases  (33.3  per  cent,  positive)  in  which  the  test  w'ould  be  expected 
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to  assist  in  diagnosis.  The  results  'fall  considerably  short  of  the 
requirements  for  an  ideal  diagnostic  method  in  suspected  tuber- 
culosis, though  relatively  good  in  confirmation  of  the  clinically 
tuberculous  cases." 

"The  wide  use  of  conjunctival  and  skin  tests  during  the  past 
year  has  impressed  many  clinicians  with  their  limitations.  A 
positive  reaction  cannot  be  regarded  as  absolute  evidence  of 
the  presence  of  tuberculosis.  In  reality  reactions  which  take 
place  only  to  large  or  repeated  doses  are  of  little  clinical  value 
considered  apart  from  other  symptoms." 

The  absence  of  reaction  after  such  methods  is  of  far  greater 
value  in  excluding  tuberculosis.  In  a  general  way,  the  more 
prompt  and  marked  the  reaction  and  the  smaller  the  dose,  the 
greater  is  the  probability  of  an  active  or  recent  infection." 

"The  cutaneous  appear  now  to  be  more  valuable  in  children." 

In  Calmette's  review  of  1400  cases,  61  per  cent,  of  suspected 
cases  showed  a  positive  reaction. 

Dr.  Derby  (10)  has  used  a  tuberculin  diagnostic  test  in  150 
cases.  One  hundred  and  three  are  reported.  Eighty-three  reacted 
positively,  eighteen  were  negative,  and  two  were  doubtful.  In 
his  hands  the  cutaneous  reaction  has  been  more  sensitive  than 
the  conjunctival.  No  untow^ard  results  were  observed  in  the 
cutaneous  reaction.  Wolfif-Eisner  believes  that  a  positive 
conjunctival  reaction  points  to  an  active  tubercular  process, 
while  the  cutaneous  test  may  appear  where  there  is  a  healed 
lesion.  A  number  of  severe  cases  of  injury  to  the  eye  have  been 
so  reported  as  a  result  of  the  Calmette  test. 

Several  writers  have  pointed  out  that  the  subcutaneous  in- 
jection of  tuberculin  for  therapeutic  purposes  is  likely  to  light 
up  a  fresh  reaction  in  an  eye  previously  tested,  and  may  keep 
the  eye  inflamed  for  a  long  period  of  time.  The  cutaneous  test 
takes  but  little  more  time,  is  equally  sensitive,  and  is  harmless. 

In  any  case  of  suspected  tuberculosis  of  the  peritoneum  I  should 
unhesitatingly  apply  the  test  of , Von  Pirquet,  which,  if  presenting 
a  sharp  reaction,  I  should  consider  to  be  a  valuable  diagnostic 
sign.  Failing  in  other  ways  to  arrive  at  a  diagnosis,  there  can, 
as  a  rule,  be  no  objection  to  an  exploratory  incision. 
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SYMPHYSIOTOMY.*     REPORT  OF  ONE  CASE. 

BY 

D    W.  PRENTISS,  AI.  D.. 
Washington,  D.  C. 

The  object  of  this  paper  is  not  to  champion  the  operation  of 
symphysiotomy,  but  to  determine  its  place  among  the  procedures 
at  our  command  to  save  the  lives  of  mothers  and  their  infants  in 
cases  of  difficult  labor.  When  we  have  a  pelvis  distinctly  con- 
tracted or  deformed,  the  question  arises,  by  what  means  can  a 
child  be  delivered  with  the  least  danger  to  both  the  mother  and 
the  child? 

So  many  factors  enter  into  the  selection  of  a  precedure  that 
It  IS  small  wonder  we  have  such  a  diversity  of  opinion  from  our 
leadmg  obstetricians.  No  one  factor  should  determine  the 
method.  Each  method  has  one  or  more  points  of  advantage 
over  other  methods  which  make  it  the  operation  of  choice  in  the 
selected  cases. 

There  is  a  group  of  cases  of  pelvic  contraction  and  deformity 
with  conjugate  diameters  of  7.5  cm.  or  above  in  which  much 
doubt  exists  as  to  the  best  means  of  delivering  the  child.  Many 
believe  the  induction  of  labor  some  weeks  before  gestation  is 
complete  to  be  almost  without  danger  to  the  mother  or  child 
This  IS  far  from  the  truth  Wilson  puts  the  maternal  mortality 
at  1 . 4  per  cent,  and  the  child  mortaHty  at  37 . 3  per  cent,  in  a  series 
of  2,200  cases  collected  in  the  British  Isles.  This  estimate  of 
1 .4  per  cent,  is,  we  believe,  entirely  too  low,  for  in  operations  as 
common  as  this  one  the  majority  are  not  recorded,  especially 
20*  S  ^'^°''  ^^^  Washington  Obstetrical  and  Gynecological  Society,  November 
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those  with  disastrous  results.  The  infant  mortahty  is  so  high 
and  SO  much  greater  than  other  means  as  to  place  it  outside  of 
elective  procedures. 

The  maternal  mortality  of  high  forceps  and  version  operations 
is  nearly  as  high  as  symphysiotomy.  When  we  remember  that 
forceps  are  tried  before  many  of  the  latter  operations  are  per- 
formed, we  see  why  the  death  rate  is  high.  The  infant  mor- 
tality from  forceps  and  version  is,  of  course,  higher  than  in 
symphysiotomy  and  Cesarean  operation.  In  many  of  these 
cases  symphysiotomy  or  hebotomy  is  desirable,  as  will  appear 
later.  Where  we  approach  the  lower  limit,  7.5  cm.  conjugate 
and  contractions  below  this,  the  general  condition  of  the  patient 
being  good,  Cesarean  operation  should  be  our  choice. 

History  of  Operation. — Interesting  accounts  of  the  history  of 
this  operation  are  found  in  the  leading  text-books  and  encyclo- 
pedias. It  is  necessar}'  at  this  time  to  review  very  briefly  the 
progress  made  in  early  years. 

J.  R.  Sigault  performed  the  first  operation  in  1777;  recovery 
followed  the  operation.  Others  immediately  followed  him, 
and  much  enthusiasm  was  shown.  Violent  opposition  was 
offered  by  those  believing  in  the  Cesarean  operation,  lead  by 
Baudelocque,  Paris,  until  finally  the  symphysiotomy  operation 
was  dropped. 

In  1866  Morisani,  of  Naples,  revived  the  operation,  and  in 
1 88 1  reported  fifty  operations,  with  a  mortality  of  20  per  cent. 
In  1 89 1  Spinelli  introduced  it  into  France.  Pinard,  following 
him,  reported  in  1900  one  hundred  operations.  Since  that  date 
many  operations  have  been  performed,  both  in  this  country  and 
abroad.  Jewett  was  the  first  in  America  to  perform  the  oper- 
ation, since  which  time  it  has  held  a  place  in  obstetric  surgery  and 
interest  in  it  has  been  maintained. 

Indications  for  the  Operation. — i.  Where  the  degree  of  contrac- 
tion is  not  below  7.5  cm.  conjugate,  forceps  may  be  tried  and, 
failing,  the  symphysis  should  be  divided. 

2.  When  consent  cannot  be  obtained  for  a  Cesarean  operation. 

3.  Where  hospital  facilities  are  lacking,  we  believe  this  oper- 
ation to  be  less  dangerous  than  the  Cesarean. 

4.  A  remote  advantage  seems  to  be  a  permanent  enlargement 
of  the  pelvic  brim,  due  to  separation  of  the  bones  by  fibrous 
tissue,  thus  making  subsequent  unassisted  labors  possible.  This 
does  not  always  happen,  however,  as  shown  by  a  report  of  three 
symphysiotomies  in  the  same  patient. 
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The  operation  is  performed  by  one  of  two  methods.  First,  the 
open  method,  in  which  a  long  incision  is  made,  exposing  the  entire 
breadth  of  the  pubes.  Second,  the  subcutaneous  method,  in 
which  a  small  incision  is  made  and  the  joint  opened  by  a  thin 
knife  passed  through  it.  The  amount  of  gain  in  the  conjugate 
diameter  varies  with  the  separation.  Probably  15  mm.  repre- 
sents the  gain  when  the  pubic  bones  are  separated  6  cm.,  the 
distance  considered  safe  by  writers.  Further  separation  en- 
dangers the  urethra,  vagina,  bladder,  and  sacroiliac  joints. 

When  the  child  has  been  delivered  and  the  repairs  made  to  the 
soft  parts,  the  bone§  may  be  wired  together;  then  the  wound  is 
closed,  the  pelvis  compressed  and  held  by  adhesive  plaster, 
binder,  or  sand  bags.  The  period  of  convalescence  lasts  from 
three  weeks  up  to  several  months. 

The  prognosis  for  the  mother  is  in  selected  cases  about  6  per 
cent,  mortality;  for  the  child  in  selected  cases  should  be  only 
slightly  great-r  than  from  Cesarean  section. 

The  operation  has  many  disadvantages,  among  which  are: 

1.  Troublesome  or  dangerous  hemorrhage. 

2.  Injuries  to  the  urethra,  bladder,  vagina  sometimes  occur. 

3.  Repair  of  these  injuries  is  often  difficult. 

4.  Sepsis;  wounds  in  skin  or  vagina  being  so  hard  to  keep 
clean. 

5.  Movable  joint  with  impairment  of  locomotion. 

6.  Prolonged  convalescence. 

Hebotomy,  or  division  of  pubic  bone,  has  been  devised  to 
supplant  symphysiotomy.  It  seems  to  have  the  advantage  of 
less  danger  of  injury  to  the  urethra  and  soft  parts,  firm  bony 
union,  and  shorter  convalescence,  only  three  to  five  weeks  being 
required. 


Case. — Mrs.  S.,  white,  twenty-seven,  Il-para.  A  child  was 
born  dead  some  seven  years  ago  after  a  very  diflficult  forceps 
operation.  Her  general  condition  after  this  was  fair;  she  was 
never  very  strong.  During  this  pregnancy  she  developed  a 
neurosis  of  the  nasal  mucosa  resembling  hay  fever  and  lasting 
throughout,  from  which  she  suffered  much  discomfort  and  loss 
of  sleep.  Careful  examination  of  the  urine  at  regular  monthly 
mtervals  showed  the  kidneys  were  doing  their  work  well.  The 
heart  sounds  were  soft  and  no  murmurs  present.  Pulse  soft  and 
regular,  a  condition  normal  with  her.  For  years  she  had  back- 
ache, and  this  was  present  during  this  pregnancy,  but  not 
increased. 
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Pelvic  measurements: 

Between  crests,  26  cm. 

Between  spines,  22  cm. 

Conjugate,  19  cm. 

Between  trochanters,  30  cm. 
Obliques,  20.5  and  20. 

From  these  measurements  it  will  be  seen  that  the  pelvis  is 
nearly  uniformly  contracted  about  2  cm.  each  diameter.  These 
measurements  were  made  some  four  years  ago  when  we  repaired 
her  cervix  and  perineum,  and  verified  the  day  before  the  oper- 
ation. Dr.  Charles  S.  White  assisted  in  both  operations  and  both 
measurements. 

The  patient  on  September  2,  1908,  was  measured  and  the 
size  of  the  fetal  head  estimated  to  be  the  size  of  a  full  term 
head,  although  according  to  calculation  she  was  only  eight 
months  pregnant.  We  determined  to  do  a  rapid  dilatation  the 
following  day  and  attempt  to  extract  with  forceps;  should  any 
difficulty  arise,  symphysiotomy  to  be  performed  without  delay. 
This  program  was  carried  out,  forceps  applied  above  the  superior 
strait  and  traction  until  no  further  progress  was  made,  lasting 
perhaps  half  an  hour,  when  the  head  failed  to  descend,  although 
engaged.  The  pubic  joint  was  opened  through  a  long  wound 
passing  to  the  side  of  the  clitoris  and  w^ell  above  the  bone.  No 
difficulty  was  experienced  in  this  portion  of  the  operation  or  in 
extracting  the  child  after  the  bones  were  separated  6  or  8 
cm.,  delivery  requiring  about  twenty  minutes.  Injury  to  the 
bladder,  urethra,  and  vagina  did  not  occur,  and  no  difficulty 
was  met  with  in  wiring  the  bones;  on  one  side  the  suture  passed 
through  the  periosteum,  on  the  other  the  bone. 

The  patient  reacted  well  and  suffered  very  little  discomfort. 
The  temperature  remained  below  100°,  subsiding  to  normal  on 
the  second  day,  and  the  pulse  below  100,  coming  down  to  80  on 
the  third  day,  when  she  died  suddenly  after  being  moved. 

Necropsy  by  Dr.  J.  J.  Kinyoun  showed  thrombosis  of  veins 
of  uterus,  left  broad  ligament,  left  ovarian  vein,  and  right  heart. 
Death  was  due  to  cardiac  thrombosis  and  acute  dilatation 
of  the  ventricle.  The  cavity  of  the  uterus  contained  a  thin  layer 
of  clot  adherent  to  the  mucosa.  No  evidence  of  sepsis  was 
present.  The  wound  was  examined  carefully  and  found  to  have 
no  indications  of  inflammation.  The  bladder  and  urethra  were 
normal. 

For  a  little  over  a  day  before  her  death  she  complained  of 
slight  pain  in  her  right  leg,  but  none  in  the  left,  the  side  of  the 
thrombosis,  and  an  uneasy,  indescribable  general  malaise,  for 
which  we  could  find  no  cause  at  the  time. 

The  child,  a  well-developed  female,  weighed  over  eight  pounds, 
and  must  have  been  nearly  full  term,  since  the  fontanelles 
were  no  larger  than  we  usually  find  at  birth.  She  is  now  two 
and  one-half  months  old  and  perfectly  well. 

Looking  back  over  the  details  of  this  case,   we  believe   the 
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operation  was  justified.     Certainly  spontaneous  delivery  was  out 
of  the  question.      Version  would  have  killed  the  child     '  Whether 
Cesarean  section  would  have  prevented  the  uterine  thrombosis 
which  was,  without  doubt,  the  beginning  of  the  venous  trouble 
IS  an  open  question.  Liuuuie, 

Conclusions : 

1.  Symphysiotomy  is  a  justifiable  operation. 

2.  Hebotomy  is  possibly  a  better  operation. 

3-   In  country  and  small   town  practice  it  should  save  many 
lives  now  lost  by  version  and  prolonged  forceps  operations.        ^ 
4.   In   the   border  cases,  where  the  conjugate  is  near  7  5  cm 
Cesarean  section  under  favorable  surroundings  should   be  the 
operation  of  election. 
1315  M.  Street,  N.  W. 


MECKEL'S    DIVERTICULUM    AND    OTHER    BANDS    AS 

CAUSES  OF  ILEUS.* 

REPORT  OF  FOUR  CASES. 

BY 

GEORGE  TULLY  VAUGHAN,  M.  D  , 

Professor  of  Surgery,  Georgetown  University.   ' 
Washington,  D.  C. 

Intestinal  obstructio;i   is  so  common  that  anything  which 
may  throw  light  on  its  etiology  is  of  interest  to  the  abdominal 
surgeon.     Gibson  found  in  a  study  of  1,000  operations  for  acute 
intestinal   obstruction   and  gangrenous  hernia  that   bands  and 
diverticula   come   second   on   the  hst    of    causes,    ranking   with 
intussusception,  and  being  second  only  to  hernia-hernia  causing 
35  per  cent.,  bands  and  diverticula  19  per  cent.,  intussusception 
19  per  cent,  volvulus  12  per  cent.,  the  remaining  15  per  cent  being 
due  to  one  of  the  following  indications:  fecal  impaction,  tumors 
strictures,  foreign  bodies,  gall-stones,  enteroliths,  worms,  dynamic 
or    adynamic    conditions.      It   has   been   estimated    that  6  per 
cent,  of  all  cases  of  intestinal  obstruction  are  caused  by  I^Ieckel's 
diverticulum.      Bands    and    diverticula    may    be    congenital    or 
they  may  result  from  inflammatory  processes  in  the  abdomen 
especially  appendicitis.     Of  the   congenital   structures   Meckel's 
diverticulum  is  the  most  interesting.     This  is  the  remains  of  a 
fetal  structure,   the  vitelline    duct,   a  tube  which  at  one  time 
connects  the  intestine  with  the  umbilical  vesicle  through   the 
navel.      Usually  this  tube  disappears  completely.     At  other  times 
*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  December 
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it  remains  in  a  more  or  less  perfect  condition  so  that  an  opening 
may  exist  at  the  navel  communicating  with  the  intestine;  the 
distal  end  may  be  closed  and  converted  into  a  blind  sac  or  a 
cord  which  may  remain  attached  to  the  navel  or  to  any  other 
part  of  the  abdominal  cavity;  or  it  may  be  unattached  except 
at  its  origin  which  is  usually  the  lower  part  of  the  ileum,  but 
may  be  any  other  part  of  the  intestinal  tract.  When  it  causes 
intestinal  obstruction  it  is  usually  in  the  form  of  a  band  which 
encircles  or  causes  a  sharp  angulation  of  the  bowel;  but  it  may 
cause  volvulus,  intussusception,  hernia;  or  through  perforation 
from  ulceration  or  traumatism  it  may  bring  on  peritonitis  and 
adynamic  ileus;  or  as  a  result  of  cystic  degeneration  produce 
obstruction  by  its  weight. 

Miles  Porter  in  1905  published  a  summary  of  184  cases  of 
Meckel's  diverticulum  with  ninety-three  deaths  and  sixty-seven 
recoveries;  result  not  stated  twenty-four,  a  mortality  of  60  per 
cent.  Number  operated  on  139,  with  sixty-five  deaths  and 
sixty-five  recoveries,  result  not  stated  nine,  a  mortality  of  50 
per  cent.  Patients  not  operated  on  eighteen;  deaths  eighteen. 
Porter  states  that  in  patients  operated  on  early  the  mortality  was 
only  10  per  cent. 

The  diagnosis  of  Meckel's  diverticulum  previous  to  operation 
is  impossible  except  when  it  remains  patulous  at  the  navel  or 
there  is  a  history  that  it  has  been  patulous.  The  symptoms 
indicate  some  abdominal  catastrophe  the  exact  nature  of  which 
cannot  be  determined  before  operation. 

The  treatment  consists  in  doing  an  early  laparotomy  and 
relieving  the  obstruction.  The  diverticulum  should  be  cut  off 
about  one-fourth  of  an  inch  from  its  origin  and  the  opening 
sutured  in  such  manner  as  not  to  diminish  the  lumen  of  the 
intestine,  or  if  circumstances  contraindicate  the  ideal  operation, 
the  diverticulum  may  be  ligated,  cut  off,  and  left  free,  or  invagi- 
nated  into  the  bowel. 

The  following  accounts  of  four  patients  give  a  good  idea  of 
the  clinical  course  of  such  cases. 

Case  I. — Ileus  from  Meckel's  diverticulum,   operation,  death. 

A  child,  white  male,  aged  five  years,  was  taken  ill  about  7  p.  m. 
July  7,  soon  after  eating  supper,  with  nausea  and  pain  in  the 
abdomen.  An  emetic  was  given  and  he  was  relieved  of  his 
supper,  but  the  pain  and  vomiting  continued,  there  was  no 
movement  of  the  bowels  during  the  next  seventy-two  hours,  and 
the  abdomen  became  enormously  distended  and  tympanitic. 
Pulse  1 10,  weak,  and  at  times  imperceptible  at  the  wrist.     The 
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diagnosis  was  intestinal  obstruction,  probably  from  intussus- 
ception, volvulus,  internal  hernia,  bands  or  ^Meckel's  diver- 
ticulum. July  ID,  about  seventy-four  hours  after  the  attack 
began,  the  abdomen  was  opened  through  the  right  rectus  muscle. 
There  was  considerable  peritoneal  fluid  and  a  band  was  seen  at 
once  extending  from  just  below  the  navel  downward  and  back- 
ward among  the  intestines  to  its  attachment  to  the  ileum.  The 
bowel  was  constricted  at  the  point  of  attachment,  dilated  above, 
empty,  collapsed,  and  shrunken  below,  including  the  remaining 
three  feet  of  small  and  all  of  the  large  intestine.  The  band  was 
divided  between  two  forceps  near  its  attachment  to  the  abdom- 
inal wall.  It  immediately  shortened  and  thickened,  showing 
its  tubular  character;  in  fact,  a  Meckel's  diverticulum  originating 
from  the  ileum  about  three  feet  from  the  cecum.  It  was  cut 
off  and  the  opening  was  sutured  as  before  recommended.  At 
this  time  pulse  and  respiration  ceased,  and  all  efforts,  including 
heart  massage  through  the  diaphragm,  were  of  no  avail.  The 
diverticulum  extended  from  the  free  border  of  the  ileum  upward 
and  forward  to  its  attachment  to  the  abdominal  wall  about 
1/3  of  an  inch  below  the  navel.  It  was  about  21/2  inches  long 
and  at  its  origin  about  equal  in  caliber  to  the  ileum,  making  a 
forked  ileum,  and  gradually  diminished  in  size  to  its  attachment 
below  the  navel.  It  had  no  mesentery  and  caused  obstruction  by 
producing  a  sharp  angle  in  the  bowel  at  its  point  of  attachment. 
The  abdomen  becoming  distended,  the  anterior  abdominal  wall 
was  pushed  farther  and  farther  from  the  posterior  wall,  stretching 
the  diverticulum  which  of  course  pulled  the  bowel  from  which  it 
originated  forward  as  far  as  possible  or  as  far  as  the  mesenterv, 
which  was  short  and  held  the  bowel  close  to  the  posterior  wall, 
would  permit.  Thus  the  ileum  was  angulated  and  stretched 
between  the  mesentery  and  the  diverticulum. 

Case    II. — Iniestinal  obstruction  from  a  band,  resection;  death. 

A  colored  man,  aged  forty-two  years,  laborer,  was  sent  to 
hospital  with  a  diagnosis  of  gall-stones  and  the  following  history: 
He  was  taken  ill  May  20,  with  abdominal  pain,  vomiting  and 
constipation,  these  symptoms  continuing  about  a  week  before 
the  patient  came  to  hospital. 

On  examination  some  tympanites  was  noticed,  but  there  was 
no  distention  of  the  abdomen.  No  tumor  or  mass  could  be  felt 
and  no  tenderness  or  signs  of  inflammation  existed.  Patient 
quite  weak.  A  diagnosis  of  intestinal  obstruction  was  made, 
probably  due  to  gall-stones,  hernia,  or  bands,  and  on  ]\Iay  2j,  the 
abdomen  was  opened  through  the  right  rectus  muscle.  The  in- 
testines were  nowhere  distended.  The  gall-bladder,  ducts,  ap- 
pendix, pancreas,  kidneys,  spleen,  bladder,  and  large  intestine 
were  examined  without  finding  anything  of  interest.  The 
small  intestine  was  then  taken  up,  beginning  at  the  pylorus,  and 
almost  at  once  a  transverse  depression  or  wrinkle  was  seen  on 
the  jejunum.  On  separating  the  margins  of  the  depression 
a  white  band  was  seen  at  the  bottom,  which  almost  completely 
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encircled  the  bowel,  lacking  only  the  thickness  of  the  mesentery 
constricting  it  as  if  a  string  had  been  tied  around  it.  One  end  of 
the  band  was  attached  to  the  intestine  and  under  surface  of  the 
mesentery  as  it  runs  down  from  the  third  part  of  the  duodenum,  and 
after  encircling  the  bowel  the  other  end  was  attached  to  the 
anterior  surface  of  the  mesentery  in  conjunction  with  the  distal 
end  of  the  vermiform  appendix  which  ran  upward  and  inward 
to  this  point.  The  band  was  two  inches  long,  about  1/20  to 
i/io  of  an  inch  thick,  whitish  in  color,  and  encircled  the  jejunum 
about  six  inches  from  the  ligament  of  Treitz.  The  muscular 
and  mucous  coats  of  the  bowel  had  been  completely  divided  by 
the  band,  leaving  only  the  serous  and  part  of  the  connective 
tissue  coats,  so  that  about  two  inches  of  the  bowel  were  resected 
and  end-to-end  union  made  with  silk  sutures.  The  appendix 
also  was  removed;  it  had  no  mesentery  and  was  dissected  from 
the  anterior  layer  of  the  mesentery,  the  edges  of  the  mesentery 
being  afterward  brought  together  with  sutures.  Death  occurred 
about  ten  hours  later  from  exhaustion. 

Case  III. — Intestinal  obstruction  from  a  band  following 
appendicitis;    death. 

A  colored  boy,  nine  years  old,  was  operated  on  March  15 
for  acute  general  peritonitis,  from  which  he  recovered,  and  was 
operated  on  for  harelip  April  23,  from  which  he  had  about  re- 
covered, when,  on  May  3,  he  was  taken  with  vomiting  and  after 
vomiting  continuously  for  twenty-four  hours  died.  Before  his 
final  attack  he  had  complained  at  times  of  pain  in  the  abdomen, 
which  was  attributed  to  adhesions.  Necropsy  by  Dr.  P.  Willson 
showed  complete  obstruction  of  the  bowel  by  a  band  around  the 
ileum  about  three  feet  from  the  cecum.  There  were  no  other 
signs  of  peritonitis. 

Case  IV. — -Intestinal  obstruction  from  a  band  following  ap- 
pendicitis; operation;  recovery. 

A  colored  man,  twenty-nine  years  old,  was  admitted  to  hospital 
March  24  with  a  history  of  appendicitis  two  years  before,  from 
which  he  recovered  after  operation  and  had  no  further  trouble 
until  the  day  before  admission  to  hospital,  when  he  was  taken 
suddenlv  after  eating  breakfast  with  pain  in  the  abdomen  and 
vomiting.  These  symptoms  continued  about  thirty-one  hours, 
at  which  time  examination  showed  pain  and  retching  still 
present,  no  tenderness  of  the  abdomen,  very  little  swelling,  some 
tympany,  pulse  88,  temperature  about  normal.  A  diagnosis 
was  made  of  intestinal  obstruction  probably  due  to  perforating 
ulcer  of  the  stomach  or  bowels,  hernia,  volvulus,  or  bands. 
Thirty-one  hours  after  the  attack  began  the  abdomen  was  opened 
through  the  right  rectus  muscle,  evacuating  a  considerable 
quantity  of  turbid  serum.  Some  coils  of  the  small  intestine 
were  dilated  and  others  collapsed.  Beginning  above  with  the 
dilated  portion  it  was  traced  downward,  until,  after  passing  over 
some  four  or  five  feet,  it  suddenly  merged  into  the  collapsed 
portion,  and  just  at  this  point  a  small  band  was  seen  constricting 
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the  bowel  so  that  nothing  could  pass  beyond.  The  band  was 
easily  broken  with  the  fingers,  but  left  an  indentation  on  the 
bowel.  The  entire  intestinal  tract  below  w^as  empty  and  collapsed. 
The  dilated  portion  of  bowel  w^as  stripped  for  a  short  distance  and 
some  of  its  contents  were  expelled  into  the  collapsed  portion. 
Several  adhesions  were  found  in  the  region  of  the  cecum  but 
they  seemed  innocent.  Recovery  followed  without  incident, 
and  the  patient  was  discharged  April   13. 


IN  MEMORIAM. 


GEORGE  M.  EDEBOHLS,  A.M.,  M.D.,  LL.D. 
1853-1908. 

One  of  the  most  accomplished  and  highly  esteemed  men  of  our 
society  is  no  longer  with  us.  George  Michael  Edebohls,  we  are 
told,  died  of  Hodgkin's  disease,  in  New  York  City,  on  the  eighth 
day  of  August,  1908,  after  four  months'  illness.  And  yet,  "'tis 
ever  wrong  to  say  a  good  man  dies."  "To  live  in  hearts  we 
leave  behind  is  not  to  die."  It  were  better,  then,  with  Tenny- 
son to  say,  "God's  finger  touched  him  and  he  slept ;"  for  he  is 
still  quick  in  our  affectionate  regard,  still  active  in  our  appre- 
ciative admiration. 

Edebohls  was  a  native  of  Manhattan  Island;  born  May  8,  1853, 
of  German  parents,  Henry  and  Catherine  Edebohls,  who  had 
immigrated  to  this  country  about  ten  years  previously.  Receiv- 
ing his  early  education  at  two  of  the  best  Catholic  schools  of  New 
York  City — De  La  Salle  Institute  and  St.  Francis  Xavier's 
College — he  was  graduated,  in  1871,  from  St.  John's  College, 
Fordham,  which  institution,  in  18S6,  conferred  upon  him  the 
degree  of  A.  M.,  and  in  1906  that  of  LL.  D. 

Immediately  after  his  graduation  from  St.  John's  he  entered 
the  College  of  Physicians  and  Surgeons,  Columbia  University,  and 
on  receipt  of  his  medical  degree,  four  years  later,  became  a  mem- 
ber of  the  house  staff  of  St.  Francis  Hospital,  where,  in  the  various 
divisions,  he  spent  nearly  half  a  decade.  In  1880  he  went  to 
Europe,  intending  to  prepare  himself  as  a  specialist  in  diseases 
of  the  eye  and  ear,  but  upon  his  return  to  America  resumed  the 
general  practice  he  had  commenced  while  connected  with  the 
hospital.  As  a  general  practitioner,  however,  he  was  only  moder- 
ately successful. 

His  appointment  as  gynecologist  to  St.  Francis  Hospital,  in 
1887,  was  the  real  beginning  of  his  career,  as  it  gave  opportunity 
for  the  development  of  his  talents  along  the  lines  to  which  he  was 
most  inclined  and  best  adapted.  His  success  soon  became  marked , 
and  it  was  not  long  until  he  had  established  for  himself  a  deserved 
national  reputation,  through  the  excellence  of  his  operative  work 
and  the  high  quality  of  his  literature. 

As  an  operator  Edebohls  was  unsurpassed.     He  exercised  the 
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soundest  judgment  in  forming  his  indication  for  an  operation' 
and  he  wielded  the  knife  gracefully,  with  marked  ability,  and  com- 
plete self-possession.  He  had  a  delicate  touch  and  a  keen  eye, 
backed  by  thorough  experience  and  jealous  love  of  his  work. 
Indeed,  in  dexterity,  coolness  and  neatness  of  execution,  few 
equaled  him.  He  was  a  master  of  anatomy — his  exact  knowl- 
edge being  freshened  perpetually  by  dissections — and  he  toler- 
ated no  slovenliness  and  overlooked  no  errors.  Invariably  his 
patient  held  his  entire  interest,  and  woe  to  the  nurse  or  assistant 
who  was  lax  in  duty  or  amiss  in  care. 

Rarely  in  one  surgeon  do  we  find  combined  the  talents  of  a 
skillful  operator,  an  engaging  author,  a  successful  teacher,  and  an 
ingenious  inventor.  That  way  genius  lies.  Edebohls  possessed 
all  of  these  accomplishments.  His  works  on  "Renal  Decapsula- 
tion for  Chronic  Bright's  Disease"  and  "Renal  Decapsulation 
for  Puerperal  Eclampsia"  have  won  for  him  an  international  re- 
pute. Frequently  now  the  latter  operation  is  being  performed 
in  Europe  with  varying  results,  and  the  studies  on  the  subject 
are  far  from  closed.  The  consensus  of  opinion,  however,  is 
favorable.  The  radical  boldness  of  the  idea  of  surgical  inter- 
vention in  Bright's  Disease  subjected  him  to  no  little  criticism 
and  some  abuse.  But  Edebohls  held  with  Dean  Swift  that 
"censure  is  the  tax  a  man  pays  to  the  public  for  being  eminent," 
and  declined  to  defend  either  himself  or  his  opinions,  believing 
that  time  and  experience  would  prove  his  best  witnesses,  and  they 
have  done  so. 

To  medical  and  surgical  literature  he  was  a  frequent  contribu- 
tor, possessing  a  clear,  concise  style  well  fitted  to  the  expression 
of  his  original  conceptions  and  sturdy  convictions. 

As  professor  of  diseases  of  women  at  the  New  York  Post- 
graduate Medical  School  and  Hospital,  Edebohls  attracted  a 
large  class.  His  lectures  were  attended  by  interested  matric- 
ulates in  great  numbers.  He  was  ready,  fluent,  entertaining,  and 
instructive,  and  many  of  the  younger  practitioners  of  to-day  owe 
to  him  much  of  their  most  valuable  surgical  equipment. 

In  the  field  of  invention  Edebohls  was  constantly  active.  A 
number  of  operations  now  generally  performed  had  their  origin 
at  his  brain  and  hands,  and  an  operating-table,  a  vaginal  specu- 
lum, leg-holders,  needle  holders,  kidney  pads,  and  some  lesser 
surgical  paraphenalia  were  the  inventive  outcome  of  exigencies 
met  within  his  experience. 

He  was  a  member  of  the  American  Medical  Association,  the 
Medical  Society  of  the  State  of  New  York,  and  the  German  Medi- 
cal Society;  a  Fellow  of  the  American  Gyecological  Society,  and 
of  the  New  York  Academy  of  Medicine;  Secretary  of  the  New 
York  Pathological  Society;  Honorary  Fellow  of  the  Societe  de 
Chirurgie  de  Bucharest;  Attending  Gynecologist  to  St.  Francis 
and  the  Post-Graduate  Hospitals,  and  Consulting  Gynecologist  to 
St-  John's  Hospital,  Yonkers,  and  Nyack  Hospital,  Nyack. 

The  illness  which  caused  his  death  is  thought  to  have  been  con- 
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traded  during  the  summer  of  1907,  when  he  and  his  wife,  who 
was  Miss  Barbara  Leyendecker,  accompanied  by  their  two  sons 
paid  a  visit  to  their  married  daughter  and  son-in-law  in  Mexico. 
The  entire  family  w^ere  stricken  with  typhus  fever,  while  there,  and 
the  eldest  son  died  of  it.  This  loss  added  to  anxiety  appears  to 
have  undermined  his  hitherto  robust  constitution.  Gradually 
the  insidious  disease  developed,  and  though  the  enlarged  cervical 
tumors  were  extirpated,  his  life  was  forfeit.  He  was  buried  at 
Blauvelts,  N.  Y.,  where,  as  a  youth  he  had  lived  for  a  time  on  a 
farm  owned  by  his  parents,  the  interment  being  in  a  cemetery 
presented  to  the  village  by  his  father. 

In  person  Edebohls  w^as  tall  and  erect,  of  commanding  presence 
and  graceful  carriage.  In  manner  he  was  grave,  dignified,  and 
scrupulouslv  polite.  Temperamentally  he  was  taciturn,  retiring, 
and  excessively  modest.  Only  after  long  and  close  acquaintance 
did  he  unbend  to  intimac\-  and  comradeship,  and  reveal  as  noble 
quahties  of  heart  as  of  head.  To  reach  this  plane  with  him  the 
writer's  opportunity  was  exceptional;  because  his  aid  was  re- 
quested in  much  of  the  abdominal  surgery  done  by  Edebohls  in 
the  year  following  his  retirement  from  general  practice.  Ede- 
bohls, moreover,  was  an  almost  constant  visitor  at  the  writer's 
hospital  work  for  about  three  years. 

In  the  friendship  and  mutual  understanding  thus  formed,  Ede- 
bohls stood  forth  in  a  variety  of  lights:  as  an  independent  and 
profound  thinker;  as  a  surgeon  of  superlative  natural  talent,  as  a 
worker  of  untiring  energy;  but  that  in  which  he  appealed  most  of 
all  was  as  a  man  of  character  and  conscience;  a  man  who  held 
honor  first  among  the  virtues;  who  spoke  ill  of  no  one  and  whose 
hand  was  ever  ready  to  succor  the  needy  and  assist  the  deserving. 

Edebohls  was  a  great  man.  How  great,  time  w^ill  show.  It 
has  been  said  that  great  men,  great  events,  and  great  epochs 
grow  as  we  recede  from  them;  and  the  rate  at  which  they  grow 
m  the  estimation  of  men  is  in  some  sort  a  measure  of  their  great- 
ness. Already  the  value  of  Edebohls  to  his  profession  and  to  the 
world  at  large  is  finding  recognition.     His,  indeed,  is 

One  of  the  few,  the  immortal  names, 

That  were  not  born  to  die.  H.  J.  B. 


ROBERT  A.  MURRAY.,  M.D. 
1851-1909. 

Dk.  Robert  A.  Murray  died  at  his  residence  112  West  Eighty- 
first  Street  on  Saturday  afternoon,  February  27,  in  the  fifty- 
eighth  year  of  his  age. 

Dr.  Murrav  was  a  son  of  the  late  Alexander  Murray,  an  esteemed 
Scottish  resident  of  New^  York  City  for  many  years.  He  was 
educated  in  the  College  of  the  City  of  New^  York,  graduating  in 
1 87 1,  and  later  received  his  medical  degree  from  the  New  York 
Universitv  Medical  School.     After  serving  eighteen  months  as 
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interne  in  Bellevue  Hospital,  he  entered  general  practice,  rapidly 
establishing  a  large  clientele.  He  was  a  member  of  many  social 
organizations:  St.  Andrews  Society,  Burns  Association,  Cale- 
donian Club,  Republican  Club,  and  the  New  York  Athletic  Club. 
His  genial,  cordial,  and  happy  manner  made  him  a  welcome  mem- 
ber in  all  these  and  at  their  banquets  he  was  always  a  familiar 
figure.  Dr.  Murray  was  interested  and  well  informed  in  all 
departments  of  medicine,  but  obstetrics  was  really  his  specialty 
and  the  one  in  which  he  made  his  reputation.  He  was  at  one 
time  President  of  the  Obstetrical  Society,  of  the  Medico-Surgical 
Society,  the  Medical  Society  of  the  County  of  New  York,  and  the 
Society  of  Medical  Jurisprudence.  He  was  also  a  Fellow  of  the 
New  York  Academy  of  Medicine,  a  member  of  the  American  Gy- 
necological Society,  and  Consulting  Physician  to  the  New  York 
Infant  Asylum  and  IMaternity  Hospital. 

For  twenty  years  the  writer  has  frequently  associated  with  him 
professionally.  He  is  indebted  to  him  for  many  acts  of  profes- 
sional service — to  him  personally  and  in  his  family.  As  a  mem- 
ber of  the  medical  profession,  the  brightness  and  excellency  of 
his  character  is  to  be  seen  and  admired.  It  was  always  good 
to  meet  him.  How  many  times  have  I  noted  his  attentive  re- 
gard to  his  patients,  his  kindness  of  manner,  his  encouraging 
words,  and  his  sympathy.  There  are  those  now  living  who,  while 
reading  this,  will  remember  the  watchful  care,  the  sympathetic 
voice,  the  tender  solicitude  he  showed  to  them  in  sickness. 

As  an  obstetrician  few  could  excel  him.  As  a  physician  he 
exercised  good  sense,  mature  judgment,  and  experience.  He 
was  not  ostentatious.  He  did  not  parade  his  knowledge  and 
praise  his  own  works.  Upright  and  honorable  in  all  the  rela- 
tions of  life,  he  was  specially  concerned  for  the  honor  of  his  own 
profession.  Anything  that  was  mean  or  underhand  or  that 
violated  his  own  high  standard  of  professional  conduct  he  regarded 
with  stern  disapproval.  Imbued  with  the  true  appreciation  of 
the  duties  of  a  physician,  he  practised  the  healing  art,  as  one 
who  finds  his  highest  gratification;  that  he  can  relieve  suffering 
humanity  rather  than  from  a  sordid  sense  of  gain.  Generous 
to  a  fault,  a  loyal  friend,  a  devoted  brother,  we  mourn  his  loss. 

J.  Arthur  Booth. 

Minute  on  the  Death  of  Dr.  Robert  A.  Murray. 

The  Northwestern  Medical  and  Surgical  Society  desires  to 
express  its  deep  sense  of  loss  over  the  demise  of  its  esteemed  col- 
league, Dr.  Robert  A.  ^Murray,  which  took  place  on  February 
27  last.  Dr.  Murray  had  been  an  enthusiastic  member  of  the 
Society  nineteen  years.  It  was  his  pleasure  and  pride  to  be  with 
us,  almost  without  exception,  at  every  meeting. 

He  was  a  contributor  to  scientific  medicine,  and  stimulated 
literary  effort  in  general  and  special  surgery,  and  was  also  a 
comrade  and  colleague  in  all  the  features  which  have  endeared 
this  Societv  to  its  members. 
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His  career  as  an  interne  in  Bellevue  Hospital  in  1874  and  1875 
under  Alonzo  Clark,  James  R.  Wood,  Alfred  L.  Loomis,  Charles 
A.  Budd,  Abraham  Jacobi,  and  others;  his  early  professional  as- 
sociation with  Walter  R.  Gillette;  and  his  rapidly  growing  medi- 
cal practice,  gave  to  his  membership  qualities  of  a  high  order; 
while  his  happy  disposition,  his  fund  of  humor,  and  his  youthful 
geniality  have  left  an  indelible  impress  on  all  his  surviving  col- 
leagues of  the  Society. 

We  desire  to  inscribe  these  admirable  gifts  of  attainment  and 
of  personality  upon  the  records  of  this  Society,  and  to  convey 
our  high  appreciation  of  this  esteemed  colleague  to  the  members 
of  his  family. 

By  your  Committee, 

(signed)     EDWARD    S.  PECK. 


HENRY  LING  TAYLOR. 


March  17,  1909. 
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Meeting  of  March  9,  1909. 

The  President,  J.  Clifton  Edgar,  M.  D.,  in  the  Chair. 

Dr.  H.  J.   BoLDT  presented    four  specimens  bearing  on   the 
diagnosis  and  treatment  of  extrauterine  pregnancy. 


RUPTURED  TUBAL  GESTATION. 


S.  W.,  twenty-eight  years  old,  had  one  child  six  years  ago. 
She  had  been  regular  up  to  her  last  period,  which  she  missed;  two 
or  three  days  later  she  began  to  stain.  On  the  day  when  patient 
was  seen  by  Boldt  she  suddenly  fainted.  When  seen  by  him 
with  her  family  physician  she  was  still  in  collapse.  Diagnosis 
of  ruptured  tubal  gestation  was  made.  The  woman  was  not 
operated  upon  until  the  next  morning;  when  she  had  rallied 
under  the  effects  of  an  intravenous  infusion,  although  when  the 
abdomen  was  opened  her  condition  was  still  somewhat  critical. 
The  abdomen  was  filled  with  blood  from  an  extensive  rupture  in 
the  Fallopian  tube.     The  recovery  was  uninterrupted. 

In  reference  to  the  cause  of  the  abnormal  imbedding  of  the 
conception  product,  it  may  be  mentioned  that  the  husband  had 
an  attack  of  gonorrhea  ten  years  ago,  which  continued  more  or 
less  for  one  year. 

The  embrvo  was  found  free  in  the  abdominal  cavity  and  was 
presented  with  the  specimen.  The  pathologist's  report  showed 
decidual  cells  in  the  tube. 
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LEFT    TUBAL    ABORTION. 

E.  G.,  aged  twenty-one  years;  married  two  months.  Men- 
strual history  negative  until  three  weeks  ago,  when  she  began  to 
bleed;  the  color  of  the  blood  was  not  characteristic  of  tubal  gesta- 
tion, but  it  was  accompanied  by  continuous  cramp-like  pain  in  the 
lower  abdomen,  most  severe  for  two  or  three  hours  mornings. 
Ten  days  ago  the  woman  was  curetted,  which  stopped  the  bleeding 
for  three  days.  The  result  of  the  curetting  was  negative  as  to  the 
obtaining  of  scrapings,  according  to  the  information  given  by  the 
doctor.  The  bleeding  having  returned  without  cessation  of  the 
pains  at  any  time,  Dr.  Boldt  was  requested  to  see  the  patient 
in  consultation.  There  was  no  colostrum  in  the  breasts.  A 
hematocele  of  irregular  outline  was  palpated;  pain  on  moving 
the  vaginal  part  of  the  cervix  was  not  so  marked  as  usual.  The 
diagnosis  was  as  readily  made  in  this  patient  as  in  the  previous 
case,  but  in  this  instance  operation  was  advised  without  further 
delay  and  the  woman  was  operated  upon  the  same  day;  and  as 
had  been  expected  much  fluid  blood  was  found  in  the  abdomen. 
The  ovary  was  retained.     Recovery  uninterrupted. 

The  pathologist's  report  states  that  a  section  through  the  tube 
"shows  blood  clot  scattered  through  which  are  numerous  chori- 
onic villi  and  decidual  cells." 

LEFT   TUBAL    ABORTION. 

R.  G.,  thirty-four  years  old;  married  fourteen  years;  six  children, 
the  last  three  years  ago.  The  menstrual  history  was  negative. 
Five  weeks  ago  the  woman  had  an  attack  of  cramps  in  the  lower 
abdomen  of  such  severity  that  she  fainted.  Three  weeks  ago 
another  severe  attack  of  cramps  in  the  lower  abdomen  accom- 
panied by  profuse  bleeding.  Five  days  ago  another  similar 
attack.  The  diagnosis  of  tubal  abortion  was  made  which  was 
confirmed  on  operation  two  days  later. 

It  is  evident  from  the  specimen  how  firm  the  adhesions  were; 
the  ovary  could  not  well  be  separated  from  the  hematocele  mass, 
and  consequently  the  tube,  hematocele  sac,  and  the  ovary  from 
the  right  side  were  all  enucleated.  A  part  of  the  ovary  was  then 
exsected  from  the  mass  and  implanted  into  the  right  broad  liga- 
ment.      Recovery  uninterrupted. 

The  pathologist's  report  states: — "The  blood-clot  enclosed 
within  the  walls  of  the  tube  shows  a  few  well  formed  chorionic 
villi.  An  occasional  clump  of  decidual  cells  are  seen.  The 
tube  and  ovary  shew  considerable  congestion  and  are  infiltrated 
by  a  few  small  round  cells.  The  ovary  presents  a  recent  corpus 
luteum." 

It  is  obvious  that  in  this  instance  there  was  no  urgent  neces- 
sity for  a  quick  oj)eration;  on  the  other  hand,  it  is  also  evident 
that  while  the  woman's  life  was  not  in  immediate  danger,  her 
symptoms  were  such  that  relief  was  imperative;  moreover,  the 
condition  found  on  operation  was  such  as  to  make  it  likely  that 
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even  if  her  life  would  at  no  time  have  been  endangered,  it  is 
not  hkely  that  she  would  have  made  even  a  symptomatic  re- 
covery without  an  operation. 

The  patient,  who  had  a  tubal  abortion  with  an  abdomen  lull 
of  blood,  certainlv  should  not  have  been  endangered  by  delay  m 
operation;  on  the  other  hand,  the  woman  who  had  an  extensive 
rupture,  was  in  collapse  and  nearly  pulseless  when  seen,  would 
have  had  her  life  more  endangered  by  being  subjected  to  an  im- 
mediate operation;  in  her  case  it  was  more  prudent  to  wait 
until  she  had  recovered  from  the  shock  of  the  sudden  loss  of 
blood  which  took  place  as  the  result  of  the  extensive  rupture. 

HEMATOSALPINX    RESEMBLING    TUBAL    GESTATION. 

E.  C,  thirty-four  years;  no  children;  two  abortions,  the  last 
ten  and  one-half  vears  ago.     Menstrual  history  negative  during 
the  past  two  years.     She  had  been  operated  upon  for  the  removal 
of  a  tuboovarian  cvst.     The  woman  had  for  years  been  troubled 
from  the  effects  of' salpingitis,  but  since  the  operation  two  years 
previouslv   she  had  been  in  fairly  good  condition.     During  the 
past  few  davs  she  had  noticed  "spotting  of  blood"  independently 
of  the  menstrual  period,  and  in  the  right  ihac  fossa  there  was 
more  or  less  pain;  sometimes  the  pain  was  excruciating  in  sever- 
ity.     Bimanual   examination    showed  a  swelling  to  the  right  of 
the  uterus  which  was  distinctlv  tubal,  it  was  sensitive  to  touch 
and  felt  as  though  it  contained  fluid.     The  breasts  contained 
colostrum.     Tubal  pregnancv  was  suspected  and  the  patient 
was  given  a  room  in  a  hospital.     The  swelling  increased  to  double 
its  size  during  the  week  that  she  was  under  observation,  although 
the  pain  was  not  severe.     The  mass,  on  bimanual  examination, 
was  quite  sensitive.     At  no  time  had  there  been  elevation  of 
temperature.      While  I  thought  it  advisable  to  operate  m  the 
belief  that  the  patient  had  an  intact  tubal  gestation,  yet  the  fact 
that  there  was  no  change  in  the  uterus  from  the  normal  to  be 
discovered  on  bimanual  examination  nor  any  pain   on   moving 
the  vaginal  part  of  the  cervix  forward,  a  symptom  of  importance 
to  which  I  have  frequentlv  called  attention,  I  told  the  patient 
that  I  declined  to  say  positively  that  she  had  a  tubal  pregnancy. 
Operation  showed  a  distended  tube  with  dark  tubal  walls;  the 
hemorrhage  that  had  taken  place  within  the  tube  was  due  to  a 
constriction  from  an  adhesion  from  the  intestine  which  closed  the 
caliber  of  the  tube  as  tight  as  though  a  purse  string  had  been  tied 
around  it;  another  band  of  adhesion  was  from  the  inner  surface 
of  the  structures  covering  the  ilium  and  likewise  caused  a  tight 
constriction  around  the  tube.     These  adhesions  of    course    ex- 
plained the  svmptoms  quite  readily.     This  condition  I  do  not 
believe  could  have  been  diagnosed  by  anyone,  and  I  know  of  no 
explanation  now  to  give  for  the  occurrence  of  colostrum  in  the 
breasts.     There  is  no  reason  to  think  that  a  pregnancy  had  existed 
after  the  one  ten  and  one-half  years  ago. 
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The  pathologist's  report  states  that  the  tube  shows  the  lesions 
of  an  old  chronic  Salpingitis  The  ovary  presents  a  number 
of  corpus  luteum  cysts. 

Another  instance  bearing  on  this  came  in  my  care  a  few  days 
ago.  A.  T.,  married  seven  years,  never  pregnant.  Previous 
history  negative.  She  passed  her  normal  time  of  menstruation 
two  days;  then  began  to  bleed,  dark,  sticky  blood  and  profuse, 
accompanied  by  much  pain  in  the  right  iliac  fossa.  On  this  side 
there  is  an  elastic  mass  about  the  size  of  a  small  hen's  egg;  sen- 
sitive to  palpation;  uterus  slightly  softer  than  normal.  The 
diagnosis  of  probable  tubal  gestation  is  made.  On  operation  a 
bilateral  salpingitis  is  found,  the  tubes  three  times  the  normal 
size.  On  the  right  side,  and  intimately  adherent  to  the  middle 
part  of  the  tube  is  a  small  ovarian  cyst.  The  abdominal  end  of 
the  tube  is  curled  around  it  and  the  fimbria  spread  over  the  cyst, 
thus  completely  obliterating  the  abdominal  end  of  the  tube. 
When  the  husband  was  sent  for  he  admitted  that  he  had  had 
gonorrhea,  but  thought  himself  cured  before  marrying. 

DISCUSSION. 

Dr.  H.  C.  Coe. — I  think  that  Dr.  Boldt's  statements  as  to 
the  difhculty  of  diagnosis  are  borne  out  by  all  of  us.  I  do  not 
know  of  anyone  (except  Hirst?)  who  claims  to  be  unerring  in  the 
diagnosis  of  ectopic.  I  would  say  that  it  is  so  common  to  make 
a  diagnosis  of  ectopic  pregnancy  and  then  to  find  a  salpingitis, 
and  vice  versa,  that  it  is  no  longer  a  surprise  in  hospital  practice. 

Three  wrecks  ago,  in  Bellevue,  I  saw  in  the  ward  a  strong, 
healthy  Irish  girl.  She  absolutely  denied  intercourse  and  we 
could  not  obtain  an  admission  even  after  operation.  She  had 
gone  over  a  period  about  ten  days.  She  had  complained  of 
some  pain,  but  when  I  saw  her  she  was  up  and  about  the  ward 
looking  the  picture  of  health.  Dr.  Studdiford  a  few  days  later 
made  a  diagnosis  of  ectopic  pregnancy,  and  he  was  right.  When 
we  opened  the  abdomen  it  w^as  full  of  fluid  and  clotted  blood. 
Her  pulse  w'as  80  at  the  start  and  rose  to  120  during  the  operation. 
She  made  a  good  recovery.  It  was  a  well-marked  case  oif  rupture 
of  the  outer  third  of  the  tube.  These  cases  are  quite  common; 
still  it  is  a  fact,  I  believe,  that  we  more  frequently  stumble  on 
these  cases  rather  than  really  make  a  clear  diagnosis  beforehand. 

Dr.  Howard  C.  Taylor. — I  am  glad  to  hear  Dr.  Coe  and  Dr. 
Boldt  say  they  have  so  much  trouble  in  making  the  diagnosis 
of  ectopic  pregnancy  as  I  have  had  the  same  trouble.  It  is  our 
custom  at  Roosevelt  Hospital  to  send  all  specimens  to  the  labora- 
tory for  routine  microscopical  examination,  and  it  has  been  a 
surprise  to  me  to  note  the  number  of  cases  that  are  reported  as 
ectopic  pregnancy  by  the  pathologist,  the  clinical  diagnosis  of 
which  was  chronic  salpingitis. 

As  regards  the  possibility  of  making  a  positive  diagnosis,  it 
seems  to  me  that  is  absurd.     Some  years  ago  I  had  occasion  to 
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operate  on  a  patient  for  retroversion.  When  the  abdomen 
was  opened,  I  found  a  small  nodule  in  the  tube  which  was  con- 
siderably smaller  than  a  walnut  and  which  I  enucleated  and 
sent  to  the  laboratory  The  report  came  back  that  it  was  an 
ectopic  pregnancy.  She  had  no  symptoms  of  pregnancy;  it 
was  found  purely  by  accident,  while  I  was  operating  on  the  patient 
for  an  entirely  separate  condition.  It  is  absurd  to  say  that  such 
a  case  could  be  diagnosed. 

In  regard  to  the  treatment  of  ectopic  pregnancy,  it  seems  to 
me  the  first  of  Dr.  Boldt's  cases  illustrates  very  well  a  class  of 
cases  we  all  meet;  that  is,  a  class  where  the  patient  is  in  such 
condition  that  to  do  anything  at  all  is  to  take  away  the  only 
chance  the  patient  has.  It  seems  to  me  in  such  cases  it  is  better 
to  wait  until  the  patient  is  in  condition  to  stand  the  operation 
with  greater  safety.  I  have  seen  a  number  of  cases  where  the 
patient  was  saved  by  waiting.  On  the  other  hand,  I  do  not 
believe  in  waiting  longer  than  necessary  to  have  the  patient 
in  condition  for  operation. 

In  regard  to  operating  through  the  vagina  or  abdomen,  while 
I  appreciate  that  men  can  do  these  cases  through  the  vagina, 
personally,  I  cannot,  and  if  I  have  any  case  of  ectopic  pregnancy 
that  I  have  to  operate  on  during  the  acute  condition,  I  personally 
prefer  to  do  it  through  the  abdomen. 

Dr.  C.  G.  Ward,  Jr. — I  had  a  case  about  two  weeks  ago  at 
the  Post-Graduate  Hospital  in  my  service  somewhat  similar  to 
the  case  Dr.  Boldt  has  just  reported  The  patient  came  into  the 
hospital  about  5  o'clock  in  the  evening  with  evidences  of  some 
shock.  It  was  not  possible  to  obtain  a  satisfactory  history  as 
she  was  a  foreigner.  She  had  had  sudden  severe  abdominal  pain 
and  irregular  hemorrhages  for  several  days.  She  became  shocked 
and  in  partial  collapse  on  the  day  she  entered  the  hospital. 
An  ectopic  was  suspected  as  the  probable  condition,  although 
no  mass  could  be  palpated.  As  her  pulse  was  pretty  rapid,  she 
was  given  rectal  saline  infusions,  and  I  thought  it  best  to  wait 
until  the  next  day  before  operating,  as  she  seemed  to  be  improv- 
ing. The  next  day  her  abdomen  was  decidedly  tender  and 
distended,  and  on  attempting  to  make  a  bimanual  examination 
she  went  into  collapse.  Her  pulse  at  the  time  I  operated  had 
improved  a  good  deal  since  the  night  before  so  I  decided,  to 
operate  then.  I  operated  that  afternoon  about  twenty-four 
hours  after  she  had  entered  the  hospital.  She  had  been  acutely 
sick  at  least  thirty-six  hours.  I  opened  the  abdomen  and  found 
a  rupture  of  the  tube  close  up  to  the  horn  of  the  uterus  about  i  1/2 
inches  long.  I  could  not  find  the  gestation  sack  in  the  large 
amount  of  clots  and  free  blood  which  were  present.  She  made 
an  excellent  recovery  without  any  untoward  symptoms. 

Dr.  H.  J.  Bolt. — I  would  like  to  put  extra  emphasis  on  what 
Dr.  Taylor  has  said,  that  in  those  patients  where  operation  is 
deferred  one  should  not  wait  longer  than  the  first  reaction;  do 
not  wait  for  another  hemorrhage. 
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CANCER    OF    THE    CERVIX    UTERI    IN    A    NULLIPARA. 

Dr.  Henry  C.  Coe  reported  the  following  case: 

Mrs.  E.  R.,  age  forty-seven,  married  thirty  years  and  never 
pregnant.  Always  well  until  five  years  ago  when  she  began  to 
have  constant  metrorrhagia.  No  odor.  Menstrual  periods  regu- 
lar. No  pain,  but  has  lost  weight  during  the  past  year.  Ad- 
mitted to  Bellevue  Hospital  January  29,  1909. 

Examination  shows  moderate  enlargement  of  the  uterus,  but 
the  organ  is  quite  movable  and  there  are  no  indications  of  in- 
duration in  or  around  the  broad  and  sacrouterine  ligaments. 
There  is  an  erosion  of  the  portio  the  size  of  a  twenty-five-cent 
piece,  the  mucosa  soft  and  nonadherent,  and  does  not  bleed 
on  palpation.  The  cervix  has  a  peculiar  hard  feel  in  palpation, 
but  there  is  no  hemorrhage  on  introducing  a  sound. 

Operation,  January  30.  It  was  at  first  decided  to  amputate 
the  cervix,  but  on  reviewing  the  history  of  the  case  and  con- 
sidering the  strong  probability  of  the  existence  of  malignant 
^disease,  abdominal  hysterectomy  was  elected.  The  operation 
was  easy  and  there  was  absolutely  no  evidence  of  metastasis. 
The  peritoneal  and  vaginal  flaps  were  sutured,  a  small  central 
opening  being  left  for  drainage.  The  patient  made  an  afebrile 
recovery. 

A  careful  examination  of  the  specimen  was  made  by  the 
pathologist.  Dr.  Charles  Norris,  who  courteously  furnished  the 
appended  report. 

Specimen  includes  uterus,  tubes,  and  ovaries.  Uterus  meas- 
ures from  fundus  to  external  os  9  cm.,  the  length  of  cervix, 
measured  from  internal  os  being  4.5  cm.  From  before  backward, 
at  its  thickest  portion,  the  uterus  measures  3.8  cm.  and  from 
side  to  side  4.5  cm.  The  uterine  musculature,  as  well  as  the 
mucous  membrane  lining  the  narrow  cavity  of  the  bodv  of  the 
uterus  presents  nothing  abnormal.  The  abnormally  long  and 
greatly  thickened  cervix  consists  of  dense,  white  tumor  tissue. 
The  lining  of  the  cervical  canal  appears  slightly  thickened  and 
rough.  The  lips  of  the  cervix  are  slightly  everted  and  at  the 
junction  of  the  mucous  with  the  vaginal  surface  posteriorly 
appears  slightly  eroded.  The  Fallopian  tubes  appear  slightly 
thickened,  and  on  cross  section  in  the  left  tube  in  the  proximal 
third,  the  lumen  appears  completely  obliterated.  The  middle 
third  is  occupied  by  a  blood-clot,  the  normal  folds  being  flattened 
out.  Distal  to  this  the  cross  section  of  the  thickened  tube  dis- 
closes no  central  lumen,  but  numerous  small  cysts.  There  is 
a  small  hydatiform  cyst  attached  to  the  fimbriated  extremity. 
The  left  ovary  presents  a  pale,  wrinkled  surface,  and  on  cross 
section  there  is  found  a  corpus  luteum  with  central  blood-clot. 
The  remaining  ovarian  tissue  shows  nothing  abnormal.  The 
right  tube  is  likewise  considerably  thickened  with  obliteration 
of  the  lumen  and  a  few  small  cystic  spaces.  The  right  ovary  is 
wrinkled  and  sclerotic. 

Microscopically. — Sagittal  sections  through  cervix  and  neck 
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of  Uterus  show  the  following:  Near  the  external  orifice  the 
cervical  tissue  with  hypertrophied  cervical  glands,  but  without 
the  normal  lining  epithelium.  Further  up  one  sees  the  mucous 
membrane  is  replaced  by  a  layer  of  necrotic  fibrin  and  the  inter- 
stitial tissue  of  the  cervix  is  the  seat  of  a  chronic  inflammatory 
process.  Beneath  this  there  is  an  extensive  infiltration  of 
tumor  tissue,  being  composed  of  epithelial  cells  irregularly 
grouped  together.  In  a  few  places  there  are  well  developed  giant 
cells  without  any  evidence  of  keratinization.  The  whole  rep- 
resents a  chronic  hypertrophic  cervicitis  of  the  interstitial 
type,  with  erosions  and  r  gland-cell  carcinoma  originating 
from  the  cervical  glands,  extensively  infiltrating  the  cervical 
tissue. 

Section  through  the  distal  portion  of  the  left  tube  shows  a 
marked  thickening  of  the  muscular  coat  and  separation  of  the 
muscle  bundles  bv  newly  formed  connective  tissue  and  in  places 
collections  of  polynuclear  small  round  cells.  A  distinct  central 
lumen  is  not  found,  but  there  are  very  numerous  closed  cysts, 
some  with  projecting  papillary  processes,  hned  with  high  cylin- 
drical ciliated  epithelium.  The  surrounding  tissue  is  composed  of 
inflammatorv  tissue  with  numerous  fibroblasts,  lymphoid  and 
plasma  cells  and  in  places  polynuclears.  There  are  a  few  eosino- 
philes.  In  the  middle  portion  of  the  tube  the  dilated  lumen  is 
occupied  by  a  fibrin  mass  containing  numerous  polynuclears,  red 
blood-cells,^  and  small  masses  of  desquamated  tubal  epithelium. 
The  villi  of  the  mucosa  are  flattened,  the  submucous  tissue  in- 
filtrated with  pus-cells.  Inflammatory  changes  of  a  similar 
nature  are  present  also  somewhat  in  the  thinned-out  muscular 
coat. 

The  proximal  portion  resembles  the  distal,  save  that  the  epi- 
thelial spaces  are  larger  and  the  muscular  wall  is  relatively  thin. 
Inflammatory  changes  are  marked,  many  of  the  cystic  spaces 
being  filled  with  pus. 

The  ovary  shows  a  typical  recent  corpus  luteum  and  numerous 
corpora  alba. 

Diagnosis.— Chronic  interstitial  and  acute  suppurative  salpm- 
gitis;  chronic  hvpertrophic  cervicitis  with  gland-celled  carcinoma. 

Dr.  Coe  added  that  he  had  reported  the  case  in  order  to  call 
attention  to  the  following  facts: 

1.  The  localization  of  the  disease  in  spite  of  the  presence  of 
symptoms  extending  over  a  space  of  five  years. 

2.  The  difliculty  of  diagnosis  and  decision  as  to  the  propriety 
of  a  radical  operation. 

3.  The  comparative  rarity  of  adenocarcinoma  of  the  cervical 
canal  in  a  nullipara. 

4.  The  fact  that  the  erosion  on  the  portio  vaginalis  might 
readilv  have  been  mistaken  as  the  point  of  origin  of  the  disease, 
in  spite  of  the  fact,  emphasized  by  Dr.  Emmet  (and  borne  out  by 
general  experience)  that  cancer  of  the  portio  is  exceedingly 
rare  in  nulliparae. 
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DISCUSSION. 


Dr.  H.  J.  BoLDT. — I  recall  two  instances  of  cancer  of  the  vagi- 
nal portion  of  the  cervix  in  nulliparae.  As  Dr.  Coe  has  said,  they 
are  exceedingly  rare.  The  question  I  want  to  ask  is:  was  a  di- 
agnosis made  by  Dr.  Coe  that  it  was  a  case  of  cancer  of  the 
vaginal  portion  of  the  cervix? 

Dr.  Coe. — The  portio  presented  a  marked  erosion,  without 
laceration.  It  was,  however,  the  peculiar  induration  of  the  entire 
cervix  that  caused  me  to  decide  upon  a  radical  procedure. 

Dr.  Boldt. — It  is  probably  the  best  in  some  instances.  The 
question  has  arisen  in  my  mind  quite  frequently;  is  the 
abdominal  operation  the  one  to  do  in  instances  of  carcinoma  of 
the  vaginal  portion  of  the  cervix  or  cancer  of  the  body  of  the 
uterus?  I  believe  if  we  examine  the  glands  of  such  patients, 
it  will  be  found  that  they  are  seldom  involved  unless  the  disease 
is  very  far  advanced.  Likewise  in  cancer  of  the  body  of  the 
uterus;  whereas  the  glands  are  early  involved  in  instances  of 
carcinoma  which  spreads  from  the  cervical  canal.  The  German 
writers  divide  the  disease  into  cancer  of  the  cervix  and  cancer  of 
the  portio  vaginalis  and  body  of  the  uterus,  according  as  the 
cancer  developed  in  the  cervical  canal,  in  the  body  of  the  uterus 
or  the  vaginal  portion  of  the  cervix. 

I  have  given  considerable  attention  to  this  question  and  I  still 
feel  that  for  a  patient  who  has  carcinoma  of  the  vaginal  portion  of 
the  cervix,  the  vaginal  operation  is  one  that  is  perfectly  justifi- 
able, and  it  will  give  equally  good  results,  and  this  also  holds 
good  in  instances  of  cancer  of  the  body  of  the  uterus ;  whereas  in 
cancer  spreading  from  the  cervical  canal,  the  abdominal  opera- 
tion is  the  one  to  do,  as  only  by  extensive  operations  can  we  hope 
to  extirpate  the  growth,  so  it  is  said;  yet  I  am  very  much  in 
doubt  whether  it  is  advisable  even  in  those  cases  over  the  simpler 
vaginal  route.  I  shall  be  very  much  pleased  to  hear  the  comment 
of  the  gentlemen  with  regard  to  the  route  of  attack  in  cancer 
when  it  attacks  those  different  parts  of  the  genital  organs.  I 
would  ask  Dr.  Coe  when  he  closes  if  he  has  examined  many  glands 
of  the  patients  operated  upon. 

Dr.  J.  Milton  Mabbott. — I  would  like  to  ask  Dr.  Coe  whether 
the  pathologist  understood  how  rare  a  case  this  was  and  whether 
he  realized  that  his  expression  that  it  was  a  commencing  carci- 
noma would  perhaps  involve  a  new  idea  of  the  pathology  of  the 
cervix?  In  other  words,  how  certain  was  he  of  the  diagnosis, 
because  we  understand  that  pathologists  are  not  always  cer- 
tain; that  they  give  us  an  opinion  if  they  are  pretty  nearly  cer- 
tain, and  that  sometimes  they  admit  that  they  are  not  at  all 
certain?  In  other  words,  I  think  it  would  be  desirable  to  know 
whether  the  pathologist  was  quite  certain  in  this  case,  realizing 
that  it  involved  a  question  of  important  diagnosis. 

Dr.  W.  E.  Studdiford. — In  answer  to  Dr.  Mabbott's  question, 
the  pathologist  was  given  no  idea  as  to  the  unusual  history  of 
this  case.     It  was  simply  pointed  out  to  him  what  portion  of  the 
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Uterus  was  to  be  cut.  The  diagnosis  was  positive  and  I  think 
no  one  who  has  examined  the  sections  would  have  any  doubt 
that  it  was  beginning  carcinoma  of  the  cervix. 

Dr.  H.  C.  Cob. — I  agree  with  Dr.  Boldt  that  the  vaginal  is  pref- 
erable to  the  abdominal  in  the  cases  to  which  he  refers.  It  seems 
to  me  that  the  abdominal  operation  has  not  fulfilled  the  hopes  of 
those  who  have  practised  it  extensively.  In  the  first  place, 
conditions  are  so  essentially  different  from  those  in  the  breast. 
We  cannot  hope  to  have  such  success  when  diseased  glands 
are  recognized,  and  I  think  statistics  will  show  that  in  about  one- 
half  of  the  cases  the  suspected  glands  are  not  affected.  The 
immediate  mortality  in  the  more  difficult  cases  is  large.  A  suffi- 
cient time  has  elapsed  now,  I  think,  to  show  that  the  cases  of 
recurrence  are  just  about  as  numerous  after  the  abdominal  opera- 
tion as  after  the  vaginal.  I  predict  that  the  former  will  even- 
tually fall  into  disrepute. 

I  would  add  to  Dr.  Studdiford's  answer  to  Dr.  Mabbott's 
question,  the  question  did  come  up  of  the  probability  of  there 
being  malignant  disease  of  the  cervix  because  of  the  peculiar 
induration.  The  pathologist  made  numerous  sections  of  the 
cervix  and  studied  them,  but  from  the  gross  appearance  of  the 
specimen  there  was  no  positive  indication  of  carcinoma. 

I  regard  these  cases  as  the  worst  of  all  as  regards  prognosis. 
They  are  not  only  notoriously  insidious  in  their  onset,  but  even 
when  we  remove  the  uterus,  the  lymphatics  and  lymph  nodes 
are  frequently  involved  in  early  cases.  So  that  we  only  expose 
the  patient  to  greater  risk  by  the  abdominal  operation  without 
much  better  prognosis. 

Dr.  G.  G.  Ward,  Jr. — About  the  use  of  the  term,  abdominal 
operation,  you  mean  removing  all  the  glands  and  the  tissues  in- 
volved i* 

Dr.  H.  C.  Coe. — I  mean  an  attempt  to  do  a  radical  operation 
I  don't  think  that  any  operator  knows  whether  he  has  removed 
all  the  cancerous  glands  and  tissues  or  not. 

Dr.  George  Gray  Ward  presented  a  specimen  of 

FIBROMYOMA  UTERI  ASSOCIATED  WITH  PREGNANCY. 

Mrs.  A.  M.  was  referred  to  me  on  February  ii,  1909,  from  the 
obstetrical  department  of  the  Post-Graduate  Hospital  where 
she  had  come  on  account  of  being  pregnant. 

The  patient  was  thirty  years  of  age,  married  seven  months, 
never  had  been  pregnant  before.  There  was  a  tubercular  family 
history.  Her  mother  had  had  a  tumor  in  the  arm  which  weighed 
twelve  pounds.  Her  general  health  was  always  good,  and  she 
had  a  good  color  and  was  well  nourished.  She  had  never  had 
any  sickness,  and  felt  in  good  health.  Her  menstruation  began 
at  sixteen  years,  was  always  regular  but  painful,  duration  three 
to  four  days.  Her  last  period  was  on  December  21.  Her  bowels 
were  somewhat  constipated,  and  urination  frequent.  She  had 
noticed  a  slight  pain  in  the  right  lower  quadrant  of  her  abdomen 
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for  the  past  year.  She  had  noticed  her  abdomen  getting  larger 
for  the  past  five  months,  but  had  attributed  it  to  pregnancy,  even 
though  she  was  till  regular  with  her  menses.  She  had  had  morn- 
ing sickness  for  several  weeks. 

Examination    showed    that    her   abdomen  was  filled  with    a 
nodular  growth,  not  unlike  a  fetus  at  term,  which  extended  half 
way  between  the  umbilicus  and  the  ensiform.     No  fetal  heart  nor 
fetal  movements  could  be  ascertained.     The  cervix  was  firm  to 
the  touch 

The  diagnosis  of  fibromyoma  of  the  uterus  was  not  difficult. 

In  view  of  the  fact  that  she  gave  no  history  of  menorrhagia 
or  metrorrhagia,  it  was  thought  that  the  endometrium  was 
probably  not  encroached  upon  by  the  growth,  and  as  she  had 
amenorrhea  for  seven  weeks,  the  possibility  of  pregnancy  an  an 
associated  condition  was  borne  in  mind. 

The  operation  was  not  difficult.  A  panhysterectomy  was 
made  on  account  of  the  possibility  of  sarcomatous  degeneratiDn, 
as  that  portion  of  the  tumor  which  appeared  to  be  the  fundus 
uteri  had  a  decidedly  soft  and  bluish  appearance.  On  opening 
the  uterine  portion  of  the  growth,  a  chorionic  sac  of  about  eight 
weeks'  development  was  revealed.  Dr.  Brooks,  of  the  Post- 
Graduate  laboratory,  confirmed  the  diagnosis  of  pregnancy.  The 
patient  made  a  smooth  recovery  and  was  out  of  bed  on  the  tenth 
day.  It  is  of  interest  to  note  that  a  growth  of  this  size  involv- 
ing the  uterus  should  not  have  been  accompanied  with  any 
symptoms. 

DISCUSSION. 

Dr.  H.  C.  Coe. — I  think  the  interesting  feature  is  the  effect 
of  the  pregnancy  on  the  tumor.  I  heard  from  a  patient  to-day, 
operated  upon  five  weeks  ago;  she  is  quite  well  now.  She  came 
to  me  in  the  summer,  a  woman  thirty-five  years  old,  married 
ten  years,  without  having  become  pregnant.  She  had  missed  a 
period,  and  I  discovered  two  fibroids,  one  in  the  fundus  and  the 
other  in  the  lower  segment  of  the  uterus.  She  was  extremely 
anxious  to  have  a  child.  She  was  perfectly  well;  never  had  any 
symptoms  at  all.  There  were  no  symptoms  of  pregnancy.  I 
kept  her  under  observation  and  watched  the  uterus  enlarge, 
the  tumor  in  the  lower  segment  gradually  rising  out  of  the  pelvis. 
Unfortunately,  when  she  had  passed  the  fourth  month,  a  sudden 
change  took  place  in  her  condition.  The  tumor  in  the  pelvis 
became  impacted  and  she  suffered  severe  and  constant  pain. 
The  cervix  was  pushed  up  where  it  could  not  be  reached.  It  was 
evident  the  pregnancy  would  have  to  be  terminated.  With 
great  reluctance  I  performed  a  supravaginal  amputation.  I 
found  I  was  fully  justified  because  the  tumor  in  the  pelvis  was 
firmly  impacted  and  was  intraligamentous,  so  as  to  cause 
absolute  dystocia.  It  was  simply  a  question  of  operating  then 
or  a  month  or  two  later. 

It  is  alwa^'s  an  interesting  question  because  we  all  have  cases 
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which  go  to  full  term,  the  tumor  rising  out  of  the  pelvis  and  the 
patient  being  delivered  normally.  Then  we  are  able  to  operate 
later,  if  necessary,  and  the  patient  still  has  a  child. 

Of  course  it  is  always  a  very  painful  thing  to  be  obliged  to  cut 
off  a  woman's  hopes  in  this  way,  but  in  this  instance  I  felt  that 
it  had  to  be  done. 

Dr.  J.  N.  West. — About  four  years  ago  at  the  Post-Graduate 
Hospital  I  had  a  case  of  a  young  woman,  unmarried,  who  gave 
no  history  of  having  any  cessation  of  menstruation,  who  came  to 
me  with  a  diagnosis  of  fibroid  tumor,  upon  whom  I  operated. 
I  found  two  fibroid  tumors  upon  the  uterus,  one  just  above 
the  bladder.  I  removed  the  tumor,  about  two  and  one-half  inches 
in  diameter,  and  in  removing  another  tumor  higher  up  I  opened 
into  the  uterus,  and  to  my  amazement  a  fetus  presented  of 
nearly  three  months'  gestation.  I  had  noticed  that  the  uterus 
was  soft  and  felt  like  a  pregnant  uterus,  but  the  history  the 
woman  gave  was  regular  menstruation  and  no  indication  what- 
ever of  pregnancy.  I  enlarged  this  incision  a  Httle,  scraped  out 
the  placenta  and  curetted  it  with  my  finger,  closed  the  uterus  up 
just  as  one  would  in  any  other  incision  into  the  uterus  and  the 
woman  made  an  absolutely  uneventful  recovery.  I  found  out 
afterward  that  she  had  purposely  deceived  me,  but  the  diagnosis 
had  already  been  made  of  fibroid  tumor.  She  was  willing  to 
undergo  any  sort  of  operation  for  the  sake  of  getting  rid  of  that 
pregnancy. 

Dr.  J.  Milton  Mabbott. — I  rise  partly  in  the  way  of  asking 
for  information  and  perhaps  somewhat  in  the  way  of  criticism 
to  ask  whether  the  present  practice  of  the  profession  is  inten- 
tionally to  do  a  hysterectomy  on  a  pregnant  uterus  for  fibromy- 
oma  in  a  case  like  this  in  which,  as  I  understand,  it  was  true  be- 
fore operation  that  pregnancy  was  kept  in  mind.  In  this  case 
there  were  no  symptoms  of  distress  or  discomfort  due  to  the 
fibroid  tumor.  Of  course  a  woman  with  a  fibroid  tumor 
(as  is  hardly  worth  saying  in  this  audience),  which  is  not 
impacted  or  incarcerated  in  the  pelvic  cavity,  which  in  this 
instance  was  apparently  free  in  the  abdominaf  cavity,  might  in 
some  instances  go  on  and  be  delivered  of  a  child  at  full  term, 
even  allowing  for  the  enlargement  or  development  of  the  fibroma 
during  pregnancy.  She  would  not  be  any  more  uncomfortable 
from  a  fibroid  and  a  pregnancy  than  from  an  ordinary  case  of 
twin  pregnancy.  So  I  wish  to  rise  partly  to  express  an  opinion 
and  to  state  that  in  taking  care  of  a  number  of  such  cases  I 
have  not  desired  to  have  my  patients  subjected  to  that  treatment, 
and  partly  for  further  information  as  to  whether  hysterectomy 
is  absolutely  indicated,  as  it  appears,  and  that  therefore  I  am 
wrong  in  my  idea  that  such  a  case  might  better  have  been  left 
longer  before  surgical  interference. 

Dr.  G.  G.  Ward,  Jr.— I  think  that  if  Dr.  Mabbott  had  seen 
the  patient  and  had  the  opportunity  to  palpate  the  abdomen  and 
had  seen  the  specimen  there  when  it  was  fresh,  not  as  it  is  now. 
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I  think  he  would  agree  it  was  absolutely  impossible  for  the  preg- 
nancy to  go  on.  Of  course  the  specimen  is  much  shrunken  now, 
but  it  occupied  the  abdomen  to  within  two  inches  of  the  ensiform. 
It  would  have  been  entirely  out  of  the  question  for  her  to  go  on 
with  the  pregnancy. 

When  such  a  case  comes  into  my  hands  with  a  growth  of  that 
size,  it  will  come  out,  symptoms  or  no  symptoms,  because  I  know 
they  will  develop  without  any  doubt  shortly. 

Dr.  Dougal  Bissell  presented  the  report  of  a  case  of 

TUBERCULAR    PERITONITIS. 

The  awakening  in  America  of  interest  in  the  subject  of  tuber 
cular  peritonitis  is  justly  ascribed  to  a  memorable  address  by  Dr. 
Wm.T.  Howard  before  the  American  Gynecological  Society  in  1885. 
Those  of  you  who  remember  his  vivid  description  of  the  struggle 
he  made  to  reach  a  correct  diagnosis  in  the  case  he  narrated  re- 
member also  the  great  confusion  of  mind  then  existing,  among 
the  most  proficient,  to  differentiate  between  an  encapsulated 
tubercular  peritonitis,  a  large  flaccid  ovarian  cystoma  and  ascites 
due  to  the  presence  of  some  condylomatous  growth.  Though 
we  have  made  great  strides  in  clinical  study  and  pathological 
research  since  Howard's  epoch-making  observation,  yet  conditions 
do  still  arise  which  baffle  the  most  experienced.  Particularly 
difficult  is  it  for  the  beginner  in  gynecological  surgery  to  differen- 
tiate between  the  different  forms  of  cystic  tumors  of  the  abdomen, 
and  it  may  be  safe  to  say  that  the  majority  fail  in  their  diagnosis 
when  encountering  their  first  encapsulated  tubercular  peri- 
tonitis. 

The  case  I  here  relate  was  of  particular  interest  to  me  from  an 
instructor's  standpoint. 

Mrs.  H.,  aged  forty-two.  Widow  eighteen  years.  One  child. 
First  examined  by  me  August  i,  1908.  Complained  of  menor- 
rhagia  and  metrorrhagia,  constant  backache,  pain  in  left  side, 
nausea,  incontinence  of  urine  at  times.  She  ascribed  her  ill 
health  to  the  lifting  of  some  heavy  weight  four  months  pre- 
vious to  her  visit.  She  was  not  emaciated;  had  lost  but  a  few 
pounds  in  the  last  few  months.  Her  general  appearance  was  not 
distressing.  She  did  not  feel  able  to  complete  a  day's  strenuous 
work  in  the  laundry,  but  was  at  no  time  confined  to  bed.  Tem- 
perature 99°,  pulse  90. 

The  history  suggested  to  me  a  condition  of  retroversion,  with 
left  adnexal  complication,  and  on  making  a  digital  examination 
the  impression  received  corroborated  the  opinion  formed  from 
history.  That  is,  the  uterus  was  found  completely  retroverted 
and  fixed,  with  thickening  in  both  sides.  There  had  existed  no 
symptoms  suggestive  of  an  acute  inflammatory  action  in  the  ab- 
dominal cavity,  no  chill,  no  marked  rise  in  temperature,  nor 
had  she  appreciated  any  enlargement  of  the  abdomen. 

At  the  time  I  first  examined  her  the  abdominal  wall  ofl^ered  no 
special   resistance   nor  was  there  conveyed  to  me  any  unusual 
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impression      In  that  the  abdominal  symptoms  were  nnt  nr. 
as  described  '^'  ""  '''"^°'"^°  ™^  °°'  P='lP"'^d  except 

^clrio^tltcfutrtui^" '^^^^^^^^^ 

not  previously  suspect'ed  ^'  '  ^""^  ^  eomphcafon  to  deal  with 

paWed ''Vw?V"  "■"  ''^'^'""bent  position  the  abdomen  was 
paipated.     l^iuctuation    was    easily    disoprm'hl^      r>„ii 

had  deyeloped  no  symptoms  of  lun/coScati^nf     Th/> 

^K^       •     1     t"^y-   =^>inproms.      Ilie   flmd   occuDied    thp   pnfiro 
Mfcu?'"  ThT"'  f""  "^^  P-^'"'^  '°  the  regionTbove  the  urn 
no    free  the  fl'^Hdl""™  '''''  ■f'^^tablc  that'the  intestines  were 
not  tree,  the  Huid  was  encapsulated  and  of  a  peritoneal  orio^in 

On  opening  the  abdomen  the  case  Droved  to  k!!    ^ 
sulated  tubercular  peritonitis  of  a  fibrouradhes  ve  t   p?  '""'''' 
al.lutC"Z:t  "'"'''''  ™^  P"'"">'  =>-^  anV-in%uant.t.v 
visler'ar^urfacls"  T^''  '■'  '^  ™^'-«"=e  of  the  parietal  and 

the  wall  of  the  tumor  ^"^^^lon.     These  were  posterior  to 

wifh  gia°nt*c:ils""'  ™'  '""°'''^  '""'  ^^P""^d  '»  "e  tubercular, 


SUMMARY. 


e.ar  ^nLt^  th^tX^^hl^reLTperner "^^n^t^- 
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ovarian  tumor  wall  adherent  to  the  peritoneum  from  which  it 
might  be  separated. 

The  only  surgical  treatment  instituted  was  the  complete 
emptying  of  the  contents  of  the  capsule,  exposing  it  to  the 
sunlight  and  atmospheric  influence,  washing  the  cavity  thoroughly 
with  saline  solution,  closing  the  abdomen  without  drainage,  leav- 
ing within  it  about  one  liter  of  normal  salt  solution. 

The  patient  made  an  uninterrupted  recovery  and  was  heard 
from  three  months  later  in  improved  health.  Since  then  I  have 
been  unable  to  get  in  communication  with  her. 

Papers  were  read  by  Drs.  Broun  and  West  on 

TUBERCULAR    PERITONITIS* 
DISCUSSION. 

Dr.  S.  M.  Brickner. — There  are  two  points  in  Dr.  Broun's 
paper  I  would  like  to  take  up,  although  in  the  reading  of  the 
paper  it  was  quite  evident  that  Dr.  Broun  did  not  make  himself 
responsible  for  the  statements.  The  first  is  simply  a  pathological 
point.  The  doctor  stated  that  all  cases  of  tuburlar  salpingitis 
were  accompan:ed  by  tubercular  lesions  of  the  peritoneum.  That 
is  not  always  so  because  the  fimbriated  extremities  of  the  tubes 
become  closed,  and  although  the  serous  lining  of  the  tube  itself 
may  show  distinct  evidences  of  tuberculosis  invasion,  the  peri- 
toneum itself  does  not  respond.  It  may  be  possible  that  this 
is  true  only  in  early  cases,  but  since  autumn  I  have  operated 
upon  two  cases  of  tubercular  salpingitis  and  neither  of  them  had 
a  tubercular  peritonitis. 

The  other  point  is  with  reference  to  the  opsonic  index  and  the 
use  of  tuberculin.  Dr.  White's  article  was  written  over  a  year 
ago.  Since  that  time  Drs.  Kinghorn  and  Twitchell,  of  Sarance 
Lake,  have  studied  the  subject  most  extensively  and  endeavored 
to  find  out  what  the  relation  was  between  the  injection  of  tuber- 
culin and  the  opsonic  index  in  tuberculous  subjects  and  found 
there  was  no  relation  whatever.  The  opsonic  index  is  abso- 
lutely of  no  value  in  tuberculous  subjects;  it  is  of  absolutely 
no  value  because  when  patients  are  improving  rapidly  it  would 
seem  that  the  phase  should  be  positive,  whereas  it  is  as  often 
negative;  and  at  times  when  a  patient  is  failing,  and  one  would 
expect  the  phase  would  be  negative,  it  is  positive. 

However,  the  use  of  tuberculin  is  only  to  be  commended  in 
cases  of  tubercular  peritonitis,  not  according  to  the  method  of 
Sir  Almoth  Wright,  but  in  accordance  rather  with  the  method 
established  by  Dr.  Trudeau.  He  starts  with  the  injection  of  a 
very  minute  dose  of  either  the  bacillary  filtrate  or  the  bacillary 
emulsion  or  both,  and  gradually  the  dose  is  advanced  until  at 
the  end  of  seven  or  eight  months  the  patient  is  receiving  one 
milligram  of  the  combined  mixture.  I  am  not  si)eaking  against 
the  use  of  tuberculin,  but  I  am  speaking  against  the  use  of  tuber- 

*See  original  articles,  pages  812  and  820. 


NEW    YORK    OBSTETRICAL   SOCIETY.  853 

culin  in  these  cases  in  accordance  with  the  dicta  established  by 
Dr.  Wright  a  few  years  ago,  because  this  has  been  proven  in 
tuberculosis  as  of  no  actual  scientific  value. 

I  was  very  glad  to  hear  Dr.  West  speak  in  measured  terms  of 
praise  of  the  von  Pirquet  reaction  in  adults.  In  children  w^e  may 
rely  positively  upon  its  evidence,  if  negative,  that  there  is  no 
active  tuberculous  process  in  the  body,  but  in  the  case  of  adults 
this  does  not  hold  true,  because  there  are  so  many  adults  who 
at  some  time  or  other  in  their  lives  have  suffered  from  some 
slight  tubercular  infection,  that  the  skin  reaction  may  be  positive, 
and  yet  the  patient  may  have  no  active  tuberculous  process. 

Dr.  J.  M.  Mabbott. — I  would  like  to  ask  a  question  from 
either  of  the  readers  of  the  papers,  whether  there  has  ever 
been  recognized  any  drainage  of  ascitic  fluid  through  the  Fallopian 
tubes  and  out  into  the  uterus?  We  have  been  warned  so  much 
about  fluid  going  in  the  opposite  direction  in  the  use  of  the 
uterine  douche;  it  would  be  interesting  to  know  whether  such 
observation  has  ever  been  made. 

Dr.  G.  G.  Ward,  Jr. — In  my  own  experience  I  have  had  quite 
a  few  cases  of  tubercular  peritonitis,  but  I  am  frank  to  say  I 
have  not  made  the  diagnosis  before  operating.  I  had  a  case  just 
two  years  ago  this  June,  in  a  young,  healthy-looking  Irish  girl, 
who  had  apparentlv  a  small  ovarian  cyst,  which  had  become 
acutely  inflamed.  I  opened  the  abdomen  and  found  a  general 
tuberculosis  of  the  peritoneum.  The  intestines  were  matted  up 
with  a  tuberculous  abscess,  and,  as  many  of  you  have  probably 
noticed  in  these  cases,  the  tissues  were  extremely  friable.  I 
enucleated  the  abscess  of  the  ovary  and  I  had  to  resect  about 
three  feet  of  the  bowel  to  get  clear  of  the  part  that  was  involved. 
I  made  the  resection  w4th  a  Connell  stitch  without  great  diffi- 
culty, and  the  patient  made  a  good  recovery.  It  is  now  not  quite 
two  years  and  I  saw  her  only  the  other  day,  and  she  is  apparently 
perfectly  well.  She  is  well  nourished  and  is  earning  her  own 
living. 

Another  case  I  have  in  mind  is  one  Dr.  West  was  interested 
in  three  or  four  years  ago.  Dr.  West  made  the  diagnosis  of 
pyosalpinx.  In  the  abdomen  I  found  not  only  the  pyosalpinx, 
but  the  whole  uterus  involved  with  tubercular  abscesses,  so  I 
had  to  do  a  complete  hysterectomy.  That  case  made  a  good 
recovery  and  is  now  perfectly  w-ell.  They  certainly  do  well 
after  operation,  though  they  look  very  terrible  at  the  time.  I 
think  the  friability  of  the  tissues  is  an  important  thing  to  remem- 
ber when  operating  on  these  cases.  You  are  liable  to  forget  it 
and  serious  injury  to  the  parts  results. 

Dr.  S.  M.  Brickner. — I  think  that  the  time  is  very  rapidly 
approaching  when  not  only  cases  of  tubercular  peritonitis,  tuber- 
culosis of  the  genital  organs,  and  so  on,  but  all  forms  of  tuber- 
culosis, especially  of  the  surgical  variety,  will  be  treated  very 
much  along  the  lines  that  pulmonary  tuberculosis  is  treated 
at  the  present  day.     That  is,  cases  going  to  the  hospitals  for  tuber- 
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culosis  of  the  knee-joint,  etc.,  will  not  simply  be  operated  on  and 
then  turned  loose  upon  the  community  to  shift  for  themselves, 
but  will  receive  the  same  hygienic  attention  and  care  as  patients 
to-day  suffering  from  pulmonary  tuberculosis.  It  has  seemed 
to  me  within  the  last  year  or  two  that  that  will  be  eventually 
the  natural  trend  of  surgeons  who  see  much  of  tuberculous 
disease. 

Dr.  Leroy  Broun. — I  think  that  most  writers  agree  with  Dr. 
Trudeau's  findings  concerning  the  use  of  tuberculin,  and  that  it 
is  of  but  little  value  in  pulmonary  cases  and  general  cases,  but 
that  it  is  of  value  in  localized  chronic  cases.  Stress  is  especially 
placed  upon  that,  that  the  value  is  in  that  class  of  cases  alone. 
In  the  Children's  Hospital  in  London  Riviere  laid  special  stress 
on  the  fact  that  he  utilized  it  in  localized  chronic  cases  and  that 
all  of  his  cases  responded  and  some  were  cured,  but  he  brings  out 
the  statement  that  he  was  very  much  disappointed  in  its  use  at 
first  because  he  used  large  doses  and  subsequently,  where  he 
obtained  the  best  results,  he  used  the  small  doses  of  i/ 12000  of 
a  mill  gram.  The  dosage  is  placed  by  Wright  as  from  1/600 
to  1/3000  of  a  milligram,  even  for  adults;  that  the  large  doses 
when  given  cause  a  too  prolonged  negative  phase  and  even  a 
continuation  of  the  negative  phase. 

Dr.  J.  N.  West. — This  is  not  a  tuberculosis  congress,  but  as 
Dr.  Brickner  has  spoken  of  the  lack  of  value  of  the  opsonic  index 
in  tuberculosis,  I  feel  it  is  not  out  of  place  to  mention  some  im- 
portant work  done  at  the  Post-Graduate  Hospital  within  the 
last  two  years.  Dr.  Ogilvy,  in  conjunction  with  Prof.  Brooks, 
has  been  conducting  a  number  of  experiments  along  the  line  of 
the  value  of  the  opsonic  index  in  cases  of  tuberculosis.  They 
found  that  the  opsonic  idex  was  so  confusing  as  to  be  of  no  prac- 
tical value;  it  was  of  some  scientific  interest,  but  of  no  practical 
value.  In  answer  to  Dr.  Mabbott  I  would  say  that  I  have  never 
seen  any  case  of  drainage  from  the  peritoneal  cavity  through  the 
tubes. 

In  regard  to  Dr.  Brickner's  last  remarks  about  treating  these 
cases  in  the  general  lines  of  a  pulmonary  tuberculosis,  I  think  he 
is  in  error.  It  is  a  peculiar  thing,  but  it  is  thoroughly  demon- 
strated that  surgical  treatment  of  tubercular  peritonitis  gives 
relief  in  the  vast  majority  of  instances  by  simply  opening  the 
abdomen.  Nothing  further  is  required.  Another  point  is 
that  the  surgeon  can  remove  sometimes  a  focus  of  tuberculosis, 
for  instance  in  the  appendicitis  cases,  also  in  tuberculosis  of  the 
tubes  and  uterus;  he  can  remove  his  focus  and  there  have  an 
enormous  advantage  over  any  possible  thing  he  could  do  for 
the  lungs.  Otherwise,  I  think  the  treatment  should  go  along 
just  about  as  in  the  lung  cases. 

Dr.  S.  M.  Brickner. — I  fear  I  did  not  make  myself  clear.  I 
intended  to  say  rather  that  the  surgical  cases  should  he  supple- 
mented after  operation  by  the  treatment  given  pulmonary  cases. 
I  had  no  intention  of  limiting  the  use  of  surgery. 
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Meeting  of  February  19,  1909. 
The  President,  henry  f.  lewis,  m.d.,  in  the  Chair. 

CERVIX    UTERI    WITH   THREE    MOUTHS. 

^^.^:  ^^"^  RiES.— I  have  a  specimen  to  show  which  is  not  of 
th  W  1  r"f  'T^r-  ^^'^°"^^  '^  '^  the  first  time  I  have  seen  anf 
be  s%^f  !^  •  J/t"'^  '^'  '^  demonstrate  it  and  ask  thTmTm-" 

pa|^a;^t^.^L-^sr:^.r^       -^ 

.';H  5£  «;£  "i  ".'Si;=.rss  r  si 

so^boV^^^^^^^^^  ^;,  a^op^-tio^n  thfce^v^ 

The   pathological   importance   of   the   specimen   is   nrobaMv 

defc'rite'dL'.it™atuL^""^  ''^'  ^"-^'^'"^  °'  ^^^^^  ^^^n^ 

RIXG  ABDOMINAL  RETRACTOR. 

have"  bee7usin"in ',:;''''■""'  """'  '°  ^'■°"'  >"">  '^  device  which  I 
rt  !.".        ^  ?^  '"  "y  operative  work  durinj;  the  nast  vear 

somi :  t"nttn   ;  Tai°Tv  '^°"-"'»«.  ""'  -cl  it  has'at tracted 
't      Efforts  haxVhV  '^  opportunity  of  acquainting  vou  with 

in  abd!m  Ll'  vwk"Jh"'et  noJTnW^'  'S^  S""^^  of°retraction 
which  to  wnrl-   h,,f '  '""*o>  no'  Only  affording  more  space  in 
n  order  to  rio'fh,.  "/    ''!  ''='"''=  °f  ""^  ^^^'^'ant  to  help  us. 

rachet  held  IV  :  ,  "'"■'^''  "'■"'  ^  ^"^^ors  device  which  by  a 
wiHfh  „  ^  »  "^  retractors  apart,  by  which  method  we  .^ained  in 
n1»,l  ,  „f'  l^  u°''  '°  '*="«'h.  and  vue  vena.  Do™n°added  a 
fhof.M  ,Vf  "*'  '°  P""  ''°"-°  the  lower  end  of  the  wound  1 
nartrf  th.     '"^^t™™™'  «as  awkward.     We  have  a  flat  uppe 

rho-Soj-rS~^^^^ 

.mpi  dev£;^d  'f  }LseXc\ilra'nSrn':rs'°ouf  of"?h: 

t«t  rrr:'d  tJ'mf;--t-  h:rbt"nm^:dv- 
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exclude  the  skin  by  means  of  gutta  percha,  varnish  or  pastes 
or  steriHzed  plaster  made  by  Seabury  and  Johnson  through 
which  to  make  the  incision,  we  might  exclude  the  subcutaneous 
fat  and  edge  of  the  skin  much  better  by  taking  rubber  dam,  four 
feet  square,  have  it  previously  boiled  in  a  sterilizer,  cut  a  hole 
in  the  center,  and  stretch  it  over  the  instrument.  This  makes  a 
tight  fitting  joint  around  the  smaller  diameter  of  the  ring. 
Having  an  abdominal  incision  made,  clamp  only  the  spurting 
hemorrhage  with  hemostats  and  ligate  or  twist  and  remove. 
Push  the  intestines  out  of  the  way  and  hold  with  laparotomy 
sponges.  Put  this  ring  in  the  abdominal  incision,  throw  the 
rubber  dam  over  the  patient,  and  you  have  the  skin,  the  sub- 
cutaneous fat,  and  peritoneum  excluded  from  the  field  of  oper- 
ation. 

I  have  used  this  ring  in  one  stomach  case  and  in  one  gall-stone 
case,  also  eighteen  pelvic  cases,  and  have  been  very  much  im- 
pressed with  it.  I  have  different  sizes  of  the  ring,  so  that  the 
ring  can  be  found  to  suit  the  incision.  The  incision,  in  other 
words,  does  not  have  to  be  made  to  suit  the  ring.  For  median 
incision  and  pelvic  work,  such  as  round  ligament  and  sacrouterine 
ligament  work,  and  removing  the  iliac  glands  in  cases  of  carcinoma 
of  the  uterus,  it  has  a  most  useful  field,  especially  for  clinical  work 
is  it  good.  Students  are  interested  in  this  ring,  for  the  reason 
they  can  see  deep  down  into  the  abdomen  what  you  are  doing. 
I  handle  everything  with  a  long  Kelly  forceps  and  long  needle 
holders  and  long  clamps,  so  that  everything  I  touch  the  students 
can  see. 

EXOPHTHALMIC  GOITRE. 

Dr.  George  Schmauch. — I  want  to  show  a  woman  with 
serious  Graves'  disease  and  speak  at  the  next  meeting  about  the 
influence  of  the  disease  on  her  children.  This  woman  developed 
exophthalmic  goitre  during  her  first  pregnancy.  First  there 
was  only  a  swelling  on  the  left  side  of  the  neck;  during  the  other 
three  pregnancies,  the  present  large  goitre  developed.  Her  first 
child  was  normal.  The  second  child  shows  some  symptoms  of 
rickets.  The  third  child  up  to  the  age  of  two  j^ears  presented  a 
complete  picture  of  cretinism.  His  head  now  measures  55  cm.  in 
circumference.  The  fourth  child  is  twenty-seven  months  old. 
He  was  born  at  the  end  of  thirty-two  weeks,  a  premature  labor, 
and  about  five  weeks  after  labor  the  child  developed  exoph- 
thalmus.  His  head  was  normal  in  shape  when  born,  but  very 
soon  after  his  head  began  to  bulge.  This  bulging  out  gradually 
increased.  He  was  never  able  to  take  the  bottle,  and  his  mother 
fed  him  on  cow's  milk  for  about  five  months.  He  developed 
holes  in  the  cranium  about  1/2  cm.  in  diameter,  presenting  a 
combined  picture  of  osteomalacia  and  myxedema.  The  child 
has  greatly  improved  in  the  last  two  or  three  months.  His 
mouth  is  still  open  all  the  time.  When  five  or  six  months  old 
he  had  an  umbilical  hernia  and  used  to  shriek,  as  myxedemat- 
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ous  children  do.  He  is  not  yet  able  to  walk,  but  is  improving 
gradually  and  steadily.  The  exophthalmus  is  improving.  A  year 
and  a  half  ago  his  eyes  were  in  such  condition  he  could  only 
see  with  the  upper  half  of  the  pupil.  There  are  very  few  hairs 
on  the  temporal  bones.  It  is  typical  of  these  children  to  have 
coarse  red  hair,  as  this  little  fellow  has.  His  head  is  a  turret 
and  saddle  form.  His  fontanelles  closed  when  he  w^as  five  months 
old.  There  are  noholes  to  be  felt  now  in  the  frontal  or  parie- 
tal bones.     He  has  a  high  palatal  arch. 

DISCUSSION. 

Dr.  Frankenthal. — What  is  the  diagnosis  in  this  case? 

Dr.  Schmauch. —  Forme  fruste  of  myxedema  combined  with 
osteomalacia.  The  point  I  make  in  my  paper  is  that  the  disease 
is  not  inherited,  and  that  children  outgrow  these  things.  This 
boy  has  not  had  any  special  treatment.  When  he  was  five 
weeks  old,  when  the  first  symptoms  appeared,  I  gave  him  lemon- 
juice.  He  ate  one  or  two  lemons  a  day,  and  in  addition  I  gave 
phosphates.  The  boy  has  commenced  to  talk  a  little  and  is 
improving  in  appearance  every  day.  I  have  no  doubt  that  this 
child  in  three  years  will  be  perfectly  normal. 

Dr.  Charles  B.  Reed. — With  such  a  family  history,  would 
you  not  advise  vasectomy  in  the  husband. 

Dr.  Schmauch. — Not  by  any.means,  it  is  not  the  father's  fault. 
I  think  this  boy  will  have  healthy  children.  According  to  the 
laws  of  inheritance,  as  I  understand  them,  it  is  wrong  to  do  such 
operations  as  vasectomy. 

REPORT    OF    OBSTETRIC    CASES. 

Dr.  Frank  W.  Lynch. — I  have  a  few  cases  to  report  that  are 
of  more  than  passing  obstetric  interest.  The  first  case  is  an  ex- 
ample of  fainting  spells  during  pregnancy,  a  condition  which 
is  but  rarely  referred  to,  although  I  suspect  it  is  more  common 
than  the  literature  would  indicate.  The  patient  is  a  young 
woman,  twenty-four  years  of  age,  in  her  first  pregnancy,  who 
denied  ever  fainting  until  she  became  pregnant.  In  walking  an 
hour  or  so  after  breakfast  one  morning,  about  the  fifth  month  of 
pregnancy,  she  fell  in  the  street  when  going  to  a  train.  She  did 
not  lose  entire  consciousness  nor  muscular  control.  She  had  no 
muscular  spasm.  She  felt  giddy,  turned  pale,  sweated,  the 
attack  lasting  about  a  minute.  I  happened  to  see  her  the  next 
day,  examined  the  urine,  which  was  practically  negative,  a 
twenty-four  hour  specimen  of  1,650  c.c,  specific  gravity  loio, 
negative  for  albumin  and  casts,  and  24  grams  of  urea.  About 
three  weeks  after,  while  standing  at  the  telephone  receiving  a 
message,  which  was  not  of  an  exciting  character,  she  fell,  and 
was  found  on  the  floor  some  five  minutes  later.  In  this  attack 
she  lost  consciousness,  but  did  not  pass  urine.  In  the  last  month 
the  attacks  came  on  nearly  every  day,  and  were  never  asso- 
ciated with  spasmodic  movements.     There  was  no  relation  with 
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eating,  and  she  always  lost  consciousness.  I  saw  her  in  one  which 
lasted  thirty  seconds.  The  patient  turned  white;  sweated;  her 
head  sank  to  the  table;  the  pulse  increased  si  ghtly  in  frequency. 
For  a  minute  or  so  thereafter  she  looked  dazed  and  presently 
assumed  a  normal  condition.  The  attack  resembled  petit  mal. 
After  her  delivery,  which  was  uneventful,  she  has  not  had  a  return. 
There  was  nothing  in  her  pregnancy  to  indicate  she  was  run 
down,  because  she  gained  in  weight  and  strength  normally  and 
otherwise  seemed  in  fair  health. 

The  second  case  was  one  of  unusual  interest  in  showing  a  very 
unirritable  uterus.  A  woman,  thirty-three  years  of  age,  had 
been  delivered  three  years  previously  by  a  difficult  forceps  oper- 
ation in  which  several  men  participated,  finally  extracting  a  dead 
child,  leaving  the  woman  paralyzed  so  that  she  was  unable  to 
walk.  Her  left  leg  was  paralyzed  so  completely  that  she  could 
not  walk  for  two  years.  When  I  first  saw  her  she  had  a  marked 
toe-drop,  atrophy  of  the  leg,  and  was  pregnant  five  months. 
She  was  found  to  have  a  funnel-shaped  pelvis,  and  I  attempted 
to  induce  labor  at  the  thirty-sixth  week.  On  April  ii  (this 
was  a  year  ago)  I  introduced  a  rectal  bougie  high  up  into  the 
uterus,  putting  in  a  vaginocervical  pack,  all  of  which  had  no 
effect  whatsoever.  The  patient  slept  comfortably  all  night. 
The  next  day  we  put  in  another  tube  on  the  other  side  of  the 
uterus.  The  membranes  were  unruptured.  This  also  did  not 
excite  labor  pains.  Thirty-six  hours  after  the  first  bougie  was 
introduced  we  put  in  large-sized  Voorhees  bags  under  ether. 
The  cervix  admitted  but  a  finger  and  a  half,  and  I  did  not  think 
it  was  advisable  to  dilate  manually.  Practically  nothing  followed 
but  discomfort.  Presently  we  attached  eight  ounces  of  weight, 
which  pulled  out  the  bag  after  it  had  been  in  six  hours,  without 
exciting  pains.  On  the  following  day,  sixty  hours  after  the  first 
attempt  to  induce  labor,  we  put  in  a  large-sized  Champetier 
de  Ribes  bag  without  anesthesia.  This  bag  when  fully  distended 
gave  no  symptoms  beyond  a  slight  discomfort.  The  next  day 
we  sat  her  up  and  presently  attached  a  three-pound  weight  to  the 
bag,  which  pulled  out  twelve  hours  after  it  was  first  inserted 
without  inducing  pains,  although  the  cervix  was  completely 
dilated.  Consequently,  after  this  happened,  we  interfered  and 
delivered  a  child  weighing  not  quite  7  pounds. 

A  third  case  is  one  in  which  a  fairly  large  child  was  delivered. 
So  much  discredit  has  been  attached  by  continental  observers 
to  the  weights  of  the  very  large  children  we  are  supposed  to  have 
in  this  country  that  I  think  it  is  worth  while  to  record  any  case 
in  which  the  child  weighs  11  or  12  pounds  at  birth.  This  is  the 
largest  child  but  one  that  I  have  seen.  According  to  the  family 
history,  the  patient's  father  was  6  feet  3  inches  in  height  and 
270  pounds  in  weight;  mother,  5  feet  7  inches  and  weighed 
150  pounds.  The  mother  had  seven  children,  all  of  whom  were 
large,  but  the  patient  herself  was  the  largest  of  these.  There 
is  nothing  of  importance  in  the  personal  history  of  the  patient 
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except  that  she  is  said  to  have  weighed  12  pounds  at  birth. 
The  patient  herself  is  5  feet  1 1  inches  in  height  and  weighs 
136  pounds,  or  did  before  pregnancy,  and  had  a  justomajor 
pelvis.  Her  present  pregnancy  was  uneventful,  save  in  the  latter 
months  she  increased  tremendously  in  the  size  of  her  abdomen, 
and  I  would  have  induced  labor  except  for  the  large  size  of  the 
child  and  the  bad  flexion  of  the  head.  Labor  began  the  twenty- 
seventh  of  last  month,  three  days  after  her  calculated  date,  and 
was  followed  by  rupture  of  the  membranes  five  hours  after  pains 
began.  The  child  lay  in  the  right  occipitoposterior  position, 
very  high  in  the  pelvis,  even  at  the  beginning  of  the  second  stage, 
so  I  saw  no  reason  to  interfere,  until  the  second  stage  had 
lasted  for  seven  hours,  when  the  patient  showed  signs  of  ex- 
haustion, and  I  decided  to  deliver.  At  the  time  the  head  was 
found  to  have  rotated  posteriorly,  so  that  the  occiput  was  in  the 
hollow  of  the  sacrum.  Forceps  was  high  midforceps,  and  in  the 
delivery  with  the  occiput  posterior,  I  tore  through  the  external 
sphincter,  but  not  the  internal;  primary  immediate  repair,  with 
fair  union  The  child  was  a  male,  weighing  12  pounds  and  11 
ounces  on  beam  scales;  59  cm.  in  length;  suboccipitobsegmatic 
circumference  of  the  head,  39  cm. ;  occiput,  frontal  circumference, 
41  cm.;  biparietal  diameter,  11.75  cm.;  bitemporal,  10  cm.; 
occipitomental  diameter,  16  1/2;  occipitofrontal,  13.5  cm. ;  largest 
measurement  of  the  thorax,  40  cm.,  and  of  the  shoulders  when 
folded  over,  41  cm.  The  child  did  remarkably  well,  and  when  it 
left  the  hospital  to-day  weighed  13  pounds  and  21/2  ounces. 
The  father  of  the  child  weighed  165  pounds,  is  5  feet  10  inches 
high,  and  has  an  average-sized  head  Apparently,  this  s  an 
example  of  atavism,  the  child  favoring  the  paternal  grandfather's 
side. 

The  next  case  is  one  which  is  a  little  unusual  in  my  experience, 
in  that  this  was  a  face  presentation  occurring  in  a  normal  pelvis 
at  the  brim.  The  history  of  the  patient  is  uneventful,  she 
having  had  one  child  which  died  shortly  after  labor  ten  years 
previously.  I  saw  her  with  Dr.  Mastin  on  January  9,  and  found 
the  fetus  in  a  right  occipitoposterior  position.  The  head  was 
floating  and  apparently  there  was  a  fairly  large  amount  of 
amniotic  fluid.  There  were  signs  of  impending  labor.  I  was 
called  some  five  or  six  hours  later,  and  found  that  the  membranes 
had  ruptured  at  3  o'clock,  soaking  the  bed-clothing.  We  had  no 
means  of  estimating  the  amount  of  the  fluid,  but  apparently  the 
case  would  not  be  considered  as  hydramnios.  I  found  on  external 
examination  we  were  dealing  with  a  lace  presentation  and  on 
vaginal  examination  my  finger  came  at  once  into  the  eyes,  as 
this,  hke  nearly  all  of  these  so-called  face  presentations  in  the 
pelvis,  was  an  extended  brow  rather  than  a  face.  The  interesting 
point  was  that  under  chloroform  through  a  half  dilated  cervix, 
we  converted  the  position  L.  M.  A.,  into  the  corrected  one, 
R.  O.  P.  We  held  the  child  in  the  corrected  position  for  about 
three-quarters  of  an  hour,  when  the  pains  returned  good  and 
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strong,  and  the  corrected  position  seemed  to  persist.  The  child 
was  born  the  next  noon,  seven  hours  after  the  time  of  correction, 
in  a  vertex  presentation.  This  child  weighed  9  pounds  and 
14  ounces,  and  was  a  female.  This  case  is  of  interest  on 
account  of  the  etiology  of  the  presentation,  and  to  me  from  the 
fact  that  the  face  presentation  really  was  corrected.  I  have  seen 
a  number  of  cases  in  which  we  have  tried  to  correct  a  face  posi- 
tion by  converting  it  into  an  occiput.  In  none  of  these  was  it 
possible,  possibly  because  all  were  in  contracted  pelves,  and  all 
of  these  children  later  were  delivered  by  Cesarean  section. 

The  next  case  is  probably  not  unusual,  but  is  an  example  of 
an  eclampsia  occurring  without  previous  urinary  symptoms 
in  a  woman  of  whom  we  had  a  careful  record  as  to  the  urine. 
The  patient  was  a  woman  of  thirty-two,  in  her  first  pregnancy. 
Her  past  history  was  uneventful,  except  she  had  almost  continuous 
nausea  for  the  first  three  months,  and  practically  continuous 
indigestion  in  the  last  three  months.  Labor  began  eighteen 
days  before  her  estimated  date,  and  after  eight  hours  of  very 
ordinary  sort  of  first-stage  pains  she  was  seized  with  one  con- 
vulsion while  the  fetal  head  was  yet  in  the  pelvis,  although  above 
the  pelvic  floor.  The  child  was  delivered  immediately  by  for- 
ceps, after  which  there  was  no  other  convulsion.  This  case  is  of 
interest  in  view  of  the  fact  that  the  urine  had  been  followed 
daily  for  two  months.  The  father  of  the  child  is  a  physiologist,  a 
man  who  is  quite  capable  of  making  careful  urinary  examinations, 
and  I  saw  the  twenty-four-hour  specimen  once  a  week.  The 
urine  was  always  negative  for  casts  and  albumin;  it  presented 
the  ordinary  amount  of  urea,  and  by  the  Kjeldahl  test  showed 
no  increase  in  ammonia  or  anything  which  we  could  say  showed 
a  disordered  relation  of  the  various  nitrogenous  constituents. 
For  instance,  on  the  fifteenth  of  December  the  woman  voided 
2,000  c.c.  of  urine,  which  contained  26  grams  of  urea  nitrogen. 
On  the  twenty-second  of  the  same  month  she  voided  2,100  c.c, 
with  20  grams;  on  the  second  of  January,  3,000  c.c,  with  21  grams- 
on  the  eighteenth  the  urea  fell  to  15.  On  the  twentieth  it  was  19; 
on  the  twenty-fourth  it  was  22.8,  and  the  next  day  she  went  into 
labor  and  fell  into  this  convulsion.  We  catheterized  and  found 
400  c.c.  of  urine  in  the  bladder,  which  contained  the  faintest  trace 
of  albumin,  such  as  you  nearly  always  see  after  hard  labor,  and 
very  few  casts,  such  as  you  frequently  see  after  a  hard  labor. 
But  eight  hours  after  the  bladder  was  emptied  the  next  specimen 
showed  marked  albumin  and  casts,  which  continued  for  one  week, 
after  which  they  disappeared.  There  was  no  demonstrable  en- 
largement of  the  liver;  there  was  no  edema  at  any  time;  there  was 
a  moderate  increase  in  the  size  of  the  thyroid. 

DISCUSSION. 

The  President. — What  is  to  be  gained  by  transforming  a 
chin  anterior  into  an  occipitoposterior? 

Dr.  Joseph  B.  De  Lee. — To  me  the  transformation  of  a  face 
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presentation  into  an  occipital  presentation  is  only  in  exceptional 
cases  difficult.  As  to  the  advantage  of  transforming  a  chin 
anterior  into  an  occipitoposterior  presentation,  one  should  not 
transform 'a  chin  anterior  into  an  occipitoposterior  presentation 
because  cases  of  chin  anterior  position  invariably  terminate 
spontaneously  or  with  the  application  of  forceps.  The  advan- 
tages of  changing  a  chin  posterior  to  an  occipitoanterior,  to  my 
mind,  hardly  admit  of  discussion  because  it  is  a  daily  practice 
and  is  entirely  possible.  1  have,  by  means  of  Thorn's  maneuver, 
or  by  means  of  a  maneuver  which  combines  Thorn's  and  Schatz's, 
and  another  maneuver  I  have  added,  been  able  to  change  a  chin 
posterior  to  an  occipitoanterior,  and  have  brought  the  back  to 
the  side  on  which  the  chest  formerly  lay,  and  have  brought  the 
breech  down  almost  to  the  baby's  chin,  it  being  flexed  on  the 
sternum,  and  have  placed  the  arms  in  front,  and  in  spite  of  that, 
the  child  may  be  elongated  and  the  face  presentation  recur,  as 
has  happened  in  my  own  hands,  and  I  would  explain  it  that 
the  muscles  and  bones  have  been,  to  a  certain  extent,  moulded 
in  their  new  position  and  the  elasticity  of  the  child  in  the  relaxed 
uterus  causes  it  to  assume  the  position  that  it  had  before.  If 
one  takes  the  precaution,  after  such  a  transformation  has  been 
brought  about,  of  drawing  the  head  into  the  pelvis  with  forceps 
or  forcing  it  there  from  the  outside,  the  probability  of  the  recur- 
rence of  face  presentation  is  remote. 

Dr.  George  Gellhorn,  of  St.  Louis,  Mo.,  read  a  paper  (by 
invitation)    entitled 

TREATMENT    OF    INOPERABLE    CANCER    OF   THE  UTERUS.* 
DISCUSSION. 

Dr.  E.  C.  Dudley  said:  I  have,  during  the  past  twenty-five 
years,  treated  a  great  m^any  cases  of  inoperable  cancer  of  the 
uterus  by  many  of  the  various  methods  which  have  been  recog- 
nized, and,  so  far  as  I  can  remember  now,  1  do  not  recall  a  single 
case  in  which  I  ever  did  any  substantial  good  by  those  treat- 
ments. 1  can  recall  a  large  number  of  cases  in  which  I  did  a 
great  deal  of  harm,  and  in  many  cases  may  have  accelerated  the 
disease.  I  was  fortunate,  when  in  Dresden  last  summer,  to  see 
Professor  Leopold  use  the  INIarseilles  electrical  treatment,  i.e., 
striking  the  cancer  by  lightning.  My  very  adverse  first  impres- 
sion of  this  treatment  has  been  corroborated  by  the  essayist. 

On  account  of  the  numerous  disappointments  in  other  methods 
1  have  not  used  the  acetone  treatment,  although  I  think  I  ought 
to  have  done  so,  for  I  have  known  Dr.  Gellhorn  a  number  of  years 
as  a  painstaking,  careful,  and  conservative  man,  of  unswerving 
integrity  in  his  scientific  utterances. 

Dr.  Franklin  H.  Martin  said:  I  have  had  no  experience 
with  this  treatment,  and,  like  Dr.  Dudley,  I  feel  like  apologizing 

*See  paper,  page  799. 


862  TRANSACTIONS    OF    THE 

to  the  distinguished  essayist  for  not  having  attempted  the  use 
of  this  remedy.  If  a  case  should  present  itself  at  any  time  in  the 
near  future,  I  shall  attempt  the  application  of  acetone.  Unlike 
Dr.  Dudley,  however,  I  think  I  have  given  relief  to  patients 
by  means  of  some  of  the  remedies  referred  to,  and  these  remedies 
are  so  well  known  and  their  effect  so  well  known  that  I  need  not 
mention  them  here  again.  We  can  remove  by  these  means 
the  necrosed  tissue  in  these  cases  of  cancer  of  the  uterus,  and 
prevent  hemorrhages,  and  likewise  prevent  a  continuation  of  the 
sepsis,  thus  relieving  them  temporarily  at  least.  It  seems  to 
me,  from  the  description  given  by  the  essayist,  of  this  treat- 
ment, it  is  an  almost  ideal  remedy  for  this  class  of  cases. 

Dr.  E.  C.  Dudley. — In  my  previous  remark,  that  I  had  done 
no  good  in  inoperable  cancer  of  the  uterus,  I  of  course  did  not 
refer  to  temporary  relief  of  symptoms — relief  so  temporary  as 
to  be  quite  unsatisfactory. 

Dr.  L.  E.  Frankenthal. — I  have  nothing  particularly  to  add. 
All  those  who  have  been  engaged  in  this  line  of  work  during  the 
last  twenty  years  have  tried  everything  that  has  come  up  in  the 
literature.  I,  for  one,  have  done  my  share  of  it.  The  best 
results  I  have  obtained  have  been  from  thorough  cauterization. 
I  practically  bake  the  parts  after  having  scraped  off  everything 
I  can,  leaving  merely  a  shell. 

I  think  that  Dr.  Gellhorn's  paper  is  one  of  the  most  scientific 
contributions  we  have  listened  to  for  a  long  time.  It  may  appear 
as  though  he  has  not  presented  very  much  to  us  from  a  surgical 
point  of  view,  but  as  we  digest  his  paper  more  and  more,  we 
will  find  'that  he  has  not  only  entered  into  the  pathology,  the 
symptomatology,  and  the  surgical  aspects  of  the  disease,  but 
into  the  biology  and  chemistry. 

Like  the  previous  speakers,  I  regret  that  I  have  been  neglectful 
of  his  former  papers.  If  I  had  paid  more  attention  to  his  former 
work,  I  believe  I  should  have  been  tempted  to  try  the  method 
he  has  spoken  of  to-night  in  a  case  operated  upon  by  me  yesterday 
by  the  method  of  Schauta.  If  the  woman  survives  the  inter- 
ference which  I  instituted,  I  shall  give  this  treatment  a  thorough 
trial. 

Dr.  Emil  Ries. — I  have  tried  this  treatment.  I  have  had  a 
woman  under  observation  for  a  year  who  came  to  me  a  year  ago 
with  inoperable  carcinoma  of  the  uterus.  I  carried  out  the 
treatment  as  recommended  by  Dr.  Gellhorn,  and  with  quite 
satisfactory  results.  This  woman  was  in  a  very  cachectic  con- 
dition. The  smell  from  the  tumor  drove  the  members  of  her 
family  away  from  her;  but  under  this  treatment  the  odor,  which 
was  very  disagreeable,  has  mostly  disappeared,  so  that  she  is 
now  living  in  comparative  comfort  with  her  family.  Otherwise, 
the  carcinoma  has  gone  its  way,  has  eaten  into  the  bladder,  so 
that  she  has  extensive  carcinomatous  fistula,  and  it  is  only  a 
question  of  a  few  weeks  when  the  woman  will  die.  I  might 
mention  that  in  this  case  it  was  not  possible  for  the  woman  to 
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come  for  treatment  as  often  as  would  have  been  desirable, 
and  in  order  to  cut  down  the  disagreeable  odor  when  she  could 
not  come,  I  advised  the  use  of  a  remedy  which,  I  understand, 
has  not  been  employed  very  much,  namely,  vaginal  douches 
with  kerosene.  This  remedy  cleans  up  these  cases.  The 
woman  uses  a  kerosene  injection  every  few  days.  It  does  not 
hurt  her  and  it  does  aw^ay  with  the  odor  very  nicely.  I  can 
recommend  kerosene  for  patients  who  cannot  come  for  treatment 
regularly;  but  where  they  can  come  for  treatment  regularly, 
the  acetone  treatment  has  its  great  advantages. 

Dr.  George  Schmauch. — One  drawback  in  all  these  treat- 
ments in  cases  of  inoperable  carcinoma  by  cauterization,  especially 
with  zinc  chloride,  is  that  it  replaces  the  carcinomatous  tissue 
by  real  fibrous  tissue,  and  the  consequence  of  such  fibrous 
tissue  is  always  an  aggravation  of  the  pains.  We  are  able  to 
combat  hemorrhage  and  the  bad  odor  by  a  number  of  remedies. 
I  have  used  chloride  of  lime  solution,  which  is  one  of  the 
strongest  deodorizers  of  which  I  know. 

I  shall  certainly  try  the  method  recommended  by  Dr.  Gellhorn 
whenever  a  suitable  case  presents  itself. 

Another  medicine  I  am  acquainted  with,  and  one  which  brings 
about  similar  results  as  the  acetone,  is  aluminum  acetate  un- 
diluted. It  causes  very  little  or  no  pain.  It  does  no  harm. 
You  can  tampon  and  fill  the  whole  vagina  with  it,  and  it  has  the 
similar  advantage  in  hardening  tissue  as  claimed  by  the  essayist 
for  acetone. 

Dr.  Gellhorn  (closing  the  discussion). — In  therapeutic 
matters  it  is  often  difficult  to  distinguish  clearly  between  cause 
and  effect;  and  particularly  in  a  field  such  as  ours,  where  at  best 
only  temporary  relief  can  be  accomplished,  it  is  desirable  to 
eliminate  the  subjectivity  of  one's  judgment  lest  the  wish  should 
become  father  to  the  thought.  I  was,  therefore,  greatly  relieved 
when  I  first  learned  of  the  satisfactory  results  obtained  by  others, 
and  I  am  more  than  gratified  to  hear  that  Dr.  Ries  has  had  simi- 
lar success. 

You  all  know  that  the  conditions  encountered  in  this  fight  of 
keeping  down  the  cancerous  odor  are  often  quite  pathetic.  The 
poor  are  practically  isolated  by  the  stench  they  emanate,  and  are 
only  too  often  deprived  of  the  most  necessary  attention  on  the 
part  of  their  families;  and  even  in  families  that  are  better  situated, 
professional  care  is  required  for  a  long  period  of  time  and  thus  an 
enormous  expenditure  of  money  is  necessitated  so  as  to  render 
the  employment  of  nurses  prohibitive  in  many  cases.  It  is 
undoubtedly  true  that  by  douching,  e.g.,  with  aluminum  acetate 
as  mentioned  by  Dr.  Schmauch,  you  can  reduce  the  odor;  only 
you  have  to  employ  an  almost  continuous  douche.  In  the 
St.  Louis  Skin  and  Cancer  Hospital  we  used  to  give  six  and 
eight  douches  a  day,  and  yet  the  foul  odor  returned  within  an 
hour  after  the  irrigation  had  been  finished.  One  of  the  chief  ad- 
vantages of  the  acetone  treatment,  on  the  other  hand,  is  this,  that 


864  TRANSACTIONS    OF   THE 

it  does  away  completely  with  douches  and  thus  minimizes  the 
attention  due  this  class  of  patients. 

Dr.  Dudley  wanted  to  know  how  often  the  application  of  ace- 
tone has  to  be  made  on  an  average.  Generally  speaking,  the 
patient  would  have  to  remain  under  treatment  as  long  as  she 
lives.  From  my  present  experience,  I  would  say  that  three 
treatments  a  week  for  the  first  two  months  are  necessary,  and 
that  after  that  the  intervals  between  treatments  could  be  length- 
ened if  symptomatic  relief  was  obtained  so  that,  finally,  only  one 
treatment  every  week  would  be  required.  In  case  No.  2  of  my 
paper,  eighteen  treatments  in  all  were  given,  yet  the  patient 
lived  for  six  more  months  in  comparative  physical  comfort  and 
free  from  the  former  symptoms  without  any  further  treatment. 

Acetone  and  acetone  bisulphite  are  not  secret  or  patent  medi- 
cines. Any  chemist  can  prepare  them.  I  believe  acetone  is 
produced  commercially  by  dry  distillation  of  wood.  The  price 
of  acetone  is  insignificant. 

Dr.  Herbert  M.  Stowe  read  a  paper  on 

EXOPHTHALMIC    GOITRE    AND    PREGNANCY.* 


DISCUSSION. 

Dr.  Charles  B.  Reed. — This  is  a  very  instructive  paper  to  me. 
I  was  under  the  impression  that  the  occurrence  of  pregnancy  in 
connection  with  exophthalmic  goitre  was  not  a  very  serious  con- 
dition, and  in  that  idea  I  think  I  am  confirmed  by  the  opinions 
of  Lange  and  Peter  Muller,  both  of  whom  have  written  somewhat 
fully  on  the  subject,  and  also  from  a  couple  of  cases  of  my  own  in 
which  no  particular  difficulty  was  encounterd  in  the  pregnancy. 
Even  in  the  labor  I  was  able  to  note  only  a  slight  increase  in  the 
hemorrhage,  which  would  accord  with  observations  ,  and  possibly 
even  this  increase  would  not  have  been  noticed  if  I  had  not  been 
unduly  anxious  over  it  and  inclined  to  expect  it.  If  the  same 
hemorrhage  had  occurred  in  a  woman  who  had  not  had  ex- 
ophthalmic goitre,  it  is  possible  I  would  have  thought  much  less 
of  it.  Of  course,  we  are  taught  by  Lange's  very  interesting 
experiments,  which  the  writer  referred  to,  to  look  for  and  to  re- 
gard the  physiological  enlargement  of  the  thyroid  in  pregnancy 
as  an  innocent  if  not  beneficial  condition,  and  on  the  same  basis 
we  would  expect  that  even  exophthalmic  goitre,  unless  excessive 
or  appearing  in  an  acute  form,  would  be  relatively  innocent;  con- 
sequently I  feel  very  much  impressed  by  the  doctor's  statistics, 
and  am  gratified  to  hear  the  cases  he  has  presented. 

In  regard  to  the  treatment,  I  would  like  to  call  attention  to  the 
rather  satisfying  results  that  are  being  obtained  at  present  with 
the  serum.  In  one  instance  a  medical  man,  who  is  using  the 
serum,  claims  he  relieves  markedly  the  symptoms  of  exophthal- 
mic goitre.     The  heart  remains  ijelow  100,  the  a])petite  returns, 

*Sec  paper,  p.  7S9 
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the  weight  increases,  and  the  other  symptoms  disappear  in  about 
80  per  cent,  of  his  cases.  This  impresses  me  as  a  large  per- 
centage; but  the  gentleman  is  of  scientific  repute,  and  his  figures 
can  be  relied  on.  It  is,  therefore,  of  interest  to  me  to  call  this 
matter  up  with  the  feeling  that  the  serum  should  be  more  gener- 
ally employed  in  these  cases  during  pregnancy  when  they 
come  under  the  observation  of  the  obstetrician. 

Dr.  George  F.  Suker  — I  came  to   hsten    and    learn,    little 
thinking  that  you  would  accord  me  the  honor  of  making  a  few 
remarks,  as  I  am  but  a  visitor.     The  protean  character  of  Base- 
dow's disease   is   so  remarkable  that  one  feels  himself  scarcely 
able  to  do  the  discussion  justice  in  a  few  moments.     However, 
I  must  say  that  the  doctor's  case  just  cited   is  of  exceeding  in- 
terest to  me  from  the  standpoint  of  an  ophthalmologist.     Preg- 
nancy   in    a    patient  with  the  chronic  type  of  Basedow's  disease 
is  of  relative  unimportance  and  seriousness.     Neither  is  the  de- 
velopment   of  a  chronic  Basedow's  disease  during  pregnancy  a 
very  great  disturbing  factor — either  on  the  part  of  the  patient 
herself  or  the  course  of  pregnancy.      But  the  development  of  an 
acute  Basedow's  disease  during  pregnancy  is  usually  of  great  im- 
port ;  however,  not  so  much  so  as  the  pregnancy  appearing  during 
an  acute  stage  of  Basedow's  disease.     It  is  needless  for  me  to  call 
your  attention  to  the  frequent  thyroid  changes  and  activity  during 
either  normal   menstruation  or  pregnancy,  as  this  is   rather  a 
frequent  clinical  observation.      When  a  Basedow's  disease  com- 
plicates pregnancy  it  is  often  difhcult  to  determine  whether  the 
appearance  of  albumin  in  the  urine  is  a  complication  of  the  preg- 
nancy per  sc  or  due  to  thyroid  toxin  involving  the  kidney.     For 
it  is  not  unusual  to  have  so-called  Bright's  disease  as  an  accom- 
paniment of   Basedow's  disease,  hence  it  would  be  rather  diffi- 
cult  to   decide   when   and   when   not   to   terminate   pregnancy. 
Again  it  is  customary  for  a  pregnant  patient  to  increase  in  weight, 
while  it  is  very  unusual  for  a  Basedow's  patient  to  lay  on  fat. 
Indeed,  increase  in  body  weight  in  any  type  of  Basedow's  disease 
is  an  extremely  favorable  term.     Hence,  as  in  one  condition  the 
patient  lays  on  fat,  in  the  other  loses  fat,  then  the  maintenance 
of  the  average  weight  of  the  patient  would  indicate  that  the 
Basedow's  disease  was  not  a  great  disturbing  element.     There- 
fore,  this  point  is  rather  unusual    in  the  doctor's  case  as  his 
patient  increased  in  weight. 

The  development  of  retinal  hemorrhages  or  the  picture  of 
albuminuric  retinitis  in  a  patient  with  these  two  concurrent 
conditions  would  niore  seemingly  point  to  the  fact  that  the 
Bright's  disease  was  a  direct  consequence  of  the  Basedow's 
rather  than  that  of  pregnancy  as  these  patients  inanifest  a 
greater  amount  of  toxemia  than  an  albuminuric  retinitis  due  to 
the  pregnancy  itself.  In  the  former  instance  the  termination 
of  pregnancy  at  almost  any  period  is  obligatory;  while  in  the 
latter,  the  stage  at  which  the  intraocular  complication  occurs  is 
the  deciding  factor — if  in  the  later  months  of  pregnancy,  tem- 
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porizing  is  often  justifiable.  From  my  observations  I  judge  that 
pregnancy  during  a  chronic  Basedow's  disease  or  the  develop- 
ment of  the  former  during  the  latter  has  very  little  influence 
upon  the  character  of  the  pregnancy  save  perhaps  the  influence 
that  the  thyroid  toxin  may  have  upon  the  development  of  the 
fetus.  The  appearance  of  the  acute  type  of  Basedow's  is  of 
grave  significance,  as  the  mortality  rate  is  extremely  high  in 
such  cases;  hence  one  may  be  justified  in  terminating  the 
pregnancy  or  inducing  an  early  labor.  Suffice  it  to  say  that  a 
pregnancy  accompanying  either  type  of  Basedow's  materially 
accentuates  the  symptoms  of  Basedow's. 

It  certainly  would  be  an  interesting  study  to  note  the  develop- 
ment of  the  child  whose  mother  had  exophthalmic  goitre  during 
the  pregnancy  and  the  nursing  period  of  the  child.  Such  a  study, 
as  far  as  I  know,  has  yet  never  been  undertaken. 

Dr.  Stowe  (closing  the  discussion). — One  point  I  did  not 
bring  out  in  my  paper  was  the  fact  that  between  the  first  abortion 
and  the  last  pregnancy  the  urine  was  examined  three  or  four 
times  and  found  practically  normal.  There  was  a  slight  trace 
of  albumin  and  a  few  casts.  The  kidney  findings  at  that  time 
were  practically  nil.  At  the  onset  of  pregnancy,  during  the 
first  month,  the  kidney  findings  changed  very  suddenly;  the 
albumin  had  markedly  increased;  the  casts  became  more  numer- 
ous; the  urea  was  low,  and  the  ammonium  coefficient  rose 
until  it  reached  19  per  cent.  The  pregnancy  had  to  be  ter- 
minated. According  to  Williams,  we  ought  to  empty  the  uterus 
in  every  case  where  the  ammonia  coefficient  rises  over  10  per 
cent.  In  this  case  that  was  done.  The  patient  died  from  acute 
hyperthyroidism  and  the  toxemia  of  pregnancy. 
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Meeting  of  November  6,  1908. 
The  President,  I.  S.  Stone,  M.  D.,  in  the  Chair. 
Dr.  Fry  reported  a  case  of 

ADENOCARCINOMA  OF  THE  ASCENDING  COLON. 

The  patient  was  a  Jewess,  aged  twenty-five.  She  had  com- 
plained of  pain  in  the  right  side  of  the  abdomen  for  three  or  four 
weeks.  A  mass  about  the  size  of  the  kidney  was  felt  in  the 
right  inguinal  region.  It  was  freely  movable  and  at  first  was 
thought  to  be  a  floating  kidney.  She  had  been  treated  for  appen- 
dicitis for  some  weeks  before  coming  under  his  observation. 
The  abdomen  was  opened  and  the  mass  lifted  out.     It  proved  to 
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be  a  tumor  growing  within  the  colon  about  three  inches  above 
the  cecum.  Some  two  inches  and  a  half  of  the  large  gut,  includ- 
ing the  growth,  were  resected,  and  an  end-to-end  anastomosis 
made.  The  patient  recovered  without  any  unfavorable  symp- 
toms. The  pathologist  examined  the  growth  and  reported 
it  to  be  adenocarcinoma.  The  points  of  interest  in  the  case 
are:  the  unusual  location  of  the  growth  and  the  early  age  of  the 
occurrence  of  malignancv. 

DISCUSSION. 

Dr.  Bovee  said  that  while  the  patient  was  voung,  still  it  was 
not  rare  to  have  carcinoma  of  the  intestine  in  patients  of  twentv- 
five. 

Dr.  Balloch  said  that  in  the  colon  adenoma  is  not  uncommon, 
but  he  thought  the  carcinomatous  degeneration  was  probably  of 
recent  development. 

Dr.  Chas.  S.  White  presented  the  paper  of  the  evening  on 

CEREBRAL  INJURIES  IN  THE  NEWBORN.* 
DISCUSSION. 

Dr.  Balloch,  in  discussing  Dr.  White's  paper,  said  that  fif- 
teen years  ago  he  had  occasion  to  attempt  the  removal  of  a 
cerebral  blood  clot  in  an  infant  with  depression  of  bone  in  the 
parietal  region.  The  entire  clot  had  been  inaccessible  and  later 
the  child  died.  In  cases  in  which  recover v  followed,  cerebral 
lesions  were  likely  to  persist.  He  had  also  had  occasion  to  do 
similar  work  in  the  adult.  In  one  case  a  woman  of  twenty- 
seven  years  was  wounded  by  a  2  2 -caliber  rifle  bullet.  Ten  days 
later  she  developed  convulsions.  Several  years  later  she  was 
seen  by  Dr.  Balloch  who  on  operation  found  the  bullet  subdural 
and  a  cyst  compressing  the  brain.  After  the  operation  the 
epileptiform  attacks  had  been  less  severe  and  occurred  at 
lengthening  intervals. 

Dr.  Sothoron  called  attention  to  the  great  power  of  the 
obstetrical  forceps  in  producing  compression  of  the  head. 

Dr.  Vaughan  thought  that  fracture  of  the  skull  and  intra- 
cranial hemorrhage  should  be  treated  the  same  in  the  adult 
and  the  child.  Infants  stood  operation  as  well  as  the  aged  and 
almost  as  well  as  the  adult.  Of  the  late  effects  of  cerebral 
hemorrhage  the  most  common  were  insanity,  imbecility,  and 
club-foot.  He  thought  that  Cesarean  section  was  to  be  considered 
the  best  method  of  delivery  in  many  doubtful  cases  when  the 
life  of  the  infant  was  of  great  value.  Depressed  fractures  in  the 
infant  skull  could  at  times  be  elevated  bv  pressure  on  the  skull 
at  neighboring  points  as  could  the  dents  in  a  rubber  or  celluloid 
hollow  ball. 

Dr.  Morgan  said  the  prognosis  after  forceps  injury  was  better 

*  See  original  article,  page  898. 
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than  after  prolonged  bone  compression  owing  to  the  better  and 
quicker  redistribution  of  the  blood.  The  injury  by  the  forceps 
was  liable  to  be  unilateral,  while  that  by  the  bony  pelvis  was 
liable  to  be  bilateral. 

Dr.  Fry  said  the  care  of  the  infant  during  labor  should  be 
greater  than  was  common.  Repeated  auscultation  of  the  child's 
heart  should  be  made,  and  after  birth  surgical  treatment  should 
be  given  if  indicated.  He  noted  the  two  functions  of  the  forceps, 
one  for  traction  and  the  other  for  compression.  The  French 
forceps  with  only  2  1/4  inches  separation  of  the  blades  gave 
greater  compression  and  should  be  applied  only  on  the  biparietal 
diameter.  The  English  forceps  with  3  1/4  inches  separation 
gave  less  compression.  The  axis  traction  attachment  on  the 
French  forceps  saved  a  great  deal  of  the  head  compression  since 
the  hands  were  not  applied  to  the  blades  of  the  forceps.  He 
had  seen  but  one  case  of  surgery  in  the  attempt  to  save  the  infant 
after  delivery  by  pubiotomy,  the  infant  developing  cerebral 
svmptoms  two  days  later.  The  occipital  bone  had  been  fractured 
and  the  operation  had  not  saved  the  child. 

Dr.  Stone  had  seen  a  case  where  axis  traction  forceps  were 
applied  with  great  force,  in  which  the  infant  had  presented  a 
dent  in  the  bone  over  the  left  ear.  In  that  case  the  child  had 
presented  no  symptoms,  had  developed  healthily,  and  at  present, 
at  the  age  of  three  3'ears,  was  well  and  of  good  mental  condition 
though  the  depression  was  still  present. 

Dr.  Vaughan  had  seen  this  case  and  saw  no  reason  for  oper- 
ation. 

Dr.  Acker  thought  that  cases  of  cerebral  injury  at  birth 
were  fairly  common  and  that  the  use  of  the  forceps  was  preferable 
to  prolonged  labor.  He  had  seen  two  cases  of  porencephalon 
which  he  attributed  to  injury  at  birth,  one  with  involvement  of 
one  hemisphere  and  the  other  case  with  involvement  of  both 
hemispheres. 

Dr.  Sprigg  thought  that  forceps  depression  of  the  skull  was  not 
uncommon,  but  he  had  never  seen  an  operation  on  the  head  of  an 
infant  for  such  cause.  It  was  wise  to  prevent  skull  compression 
by  doing  a  Cesarean  section  rather  than  to  allow  severe  labor. 

Dr.  Fry  said  the  mortality  from  high  forceps  at  Columbia 
Hospital  for  Women  was  30  per  cent. 

Dr.  Miller  said  that  the  only  case  of  cerebral  hemorrhage  in 
an  infant  that  he  had  seen  had  been  in  a  forceps  case.  He 
thought  that  forceps  were  more  often  applied  too  soon  than  too 
late  and  that  other  procedures  than  high  forceps  were  to  be 
preferred. 

Dr.  White,  in  closing,  said  that  his  attention  to  the  subject  had 
been  attracted  by  the  high  mortality  of  the  infants  delivered  by 
high  forceps  at  Columbia  Hospital,  and  that  hemorrhage  was 
more  serious  than  depressed  fracture.  He  thought  that  Cesarean 
section  might  well  be  considered  in  lieu  of  high  forceps. 
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Meeting   of  November   20,    1908. 
The  President,  I.  S.  Stone,  M.  D.,  in  the  Chair. 
Dr.  Stone  presented  the  report  of  a  case  of 

RETROPERITONEAL    MYXOFIBROMA    SPRINGING    FROM    THE    LOWER 

LEFT  ANTERIOR  ASPECT  OF  THE  UTERUS  AND  WEIGHING 

EIGHT    POUNDS. 

Mrs. ,  an  inmate  of  St.  Elizabeth's  Hospital  for  the  Insane, 

had  a  rapidly  growing  tumor  situated  in  the  lower  abdomen  and 
giving  her  the  appearance  of  being  pregnant  at  the  seventh 
month.  The  history  was  very  imperfectly  given  for  obvious 
reasons,  and  her  friends  appeared  to  know  but  little  about  the 
length  of  time  the  tumor  had  been  growing.  The  rapid  growth 
since  her  residence  in  the  hospital  gave  good  reason  for  fearing 
either  maliganacy  or  cystic  degeneration.  The  location  of  the 
uterus  was  easily  ascertained,  and  while  the  cervix  could  not 
be  reached,  the  fundus  was  found  very  high  on  the  right  side  of 
the  growth.  The  difficulties  and  dangers  of  the  operation  being 
fully  related  to  the  relatives  of  the  patient,  operation  was  per- 
formed September,  1908. 

The  abdomen  was  opened  in  the  median  line  from  the  pubis  to 
a  point  tw^o  inches  above  the  umbilicus.  The  uterus  was  found 
as  expected  imposed  upon  the  large  tumor  to  the  right  and  con- 
siderably above  the  umbilical  level.  The  bladder  was  elevated 
quite  out  of  the  pelvic  cavity  and  was  spread  over  the  anterior 
aspect  of  the  tumor.  The  growth  was  of  a  bright  red  color  and 
presented  a  somewhat  lobulated  appearance.  It  was  semi- 
solid, or  at  least  appeared  to  be  composed  in  part  of  fluid,  although 
there  was  no  free  fluid  found  in  its  interior  after  removal.  The 
tumor  was  firmly  fixed  to  all  organs  with  which  it  was  connected, 
was  not  supplied  with  free  connective  tissue,  grasped  the  ureter 
closely,  firmly  compressing  its  lumen.  The  growth  w^as  wedged 
betw^een  the  bladder  and  the  uterus  and  under  the  peritoneum 
and  bladder.  The  broad  ligament  covered  its  upper  and  posterior 
surface,  the  bladder  its  anterior,  and  the  vagina  was  left  exposed 
almost  its  entire  length  when  the  removal  was  completed.  The 
whole  pelvis  was  denuded  of  its  peritoneum,  and  its  contents 
disarranged.  The  left  ureter  was  enormously  dilated  owing  to 
the  pressure  mentioned  above.  The  growth  had  grasped  the 
ureter  after  it  had  been  elevated  by  traction  of  adjoining  organs. 
All  vessels  that  were  seen  spurting  were  tied.  The  condition 
of  the  patient  would  not  permit  of  careful  technic.  A  large 
quantity  of  gauze  was  packed  upon  the  vagina  and  arranged 
so  as  to  be  easily  removed  through  that  canal.  Pressure  was 
applied  by  abdominal  binder.  All  this  failed  to  check  bleeding, 
and  the  patient  died  of  hemorrhage  and  shock  eight  hours  after 
operation. 
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DISCUSSION. 

Dr.  Bovee  had  never  seen  a  tumor  which  separated  the  blad- 
der from  the  vagina.  He  had  removed  one  similar  tumor  weigh- 
ing twenty-six  pounds  in  which  he  had  twice  inserted  a  trocar 
expecting  to  obtain  fluid,  but  had  gotten  none.  He  recognized  the 
deceptiveness  of  concealed  hemorrhage  into  the  sac  of  such  a 
tumor,  but  had  always  considered  such  to  be  controllable  by 
packing. 

Dr.  Stone,  in  closing,  mentioned  the  fact  that  the  ureter  was 
embedded  in  the  tumor  to  such  an  extent  that  the  mass  had  to  be 
split  in  order  to  remove  the  ureter  which  was  as  large  as  his 
forefinger. 

Dr.  Fry  reported  a  case  of 

CESAREAN    SECTION. 

Performed  November  19,  1908.  He  had  previously  delivered 
the  same  woman  by  this  method,  ]\Iay  27,  1907.  Chief  interest 
in  the  case  lies  in  the  fact  that  it  is  the  first  time  in  the  District 
of  Columbia  that  Cesarean  section  has  been  performed  by  the 
same  operator  twice  upon  the  same  patient.  There  were  no 
adhesions  between  the  abdominal  wall  and  the  uterus.  The  line 
of  the  uterine  incision  was  marked  by  a  light  grayish  color.  At 
the  request  of  the  patient  and  her  husband,  she  was  made 
sterile  by  cutting  the  tubes  and  turning  in  the  proximal  ends 
between  the  la3-ers  of  the  broad  ligament. 

Dr.  Bovee  did  not  consider  the  request  of  the  woman  and 
her  husband  sufficient  ground  for  rendering  the  woman  sterile, 
even  though  each  pregnancy  had  to  be  ended  by  Cesarean  section. 

Dr.  Fry  said  that  as  a  rule  he  did  not  follow  the  request  of  the 
patient  in  rendering  the  woman  sterile.  In  the  better  class  of 
women  he  more  often  considers  the  desire  of  the  patient. 

Dr.  Prentiss  read  a  paper  on 

symphysiotomy,  with  report  of  a  case.* 

discussion. 

Dr.  Fry  asked  whether  the  first  child  delivered  by  high  for- 
ceps had  died,  and  received  a  response  in  the  affirmative.  He 
called  attention  to  the  first  symphysiotomy  as  being  done  by  a 
physician  in  Texas.  He  considered  the  limit  of  7.5  cm.  as  the 
lowest  at  which  symphysiotomy  should  be  done  and  that  in  justo- 
minor  pelves  that  S.o  was  the  minimum  limit.  He  gave  the 
mortality  of  symphysiotomy  or  pubiotomy  in  selected  cases  as 
I  to  2  per  cent.,  but  said  that  as  a  rule  it  is  greater  than 
that.  In  this  case  he  thought  elective  Cesarean  section 
would  have  been  the  choice.  Cesarean  section  gave  an  easier 
convalescence  whereas  symphysiotomy  gave  bladder  and  rectum 
troubles  that  were  much  harder  to  care  for.  He  had  had 
*  See  original  article,  p.  827. 
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a  case  of  septic  thrombosis  and  Williams  had  had  several.  An- 
other danger  is  too  great  separation  of  the  bones  at  operation  and 
delivery  with  laceration  of  the  anterior  vaginal  wall  and  sepsis. 
Dr.  Fry'  believed  that  the  cases  in  which  symphysiotomy  w^as 
indicated  were  those  in  which  the  safe  time  for  Cesarean  section 
had  passed  on  account  of  intrauterine  manipulation  increasing 
the  chances  of  sepsis  if  the  peritoneum  were  opened,  as,  for  in- 
stance, where  the  head  is  not  engaged  but  forceps  had  been 
applied.  His  last  case  w^as  one  of  impacted  occiput  posterior 
with  a  ten  pounds  baby  in  a  justominor  pelvis  in  which  labor 
had  been  induced  at  the  thirty-seventh  week.  Cesarean  sec- 
tion was  not  safe  on  account  of  the  induction  of  labor  by  intra- 
uterine manipulations.  In  that  case  both  patients  got  well,  but 
the  convalescence  was  protracted,  the  patient  being  kept  in  a 
canvas  sling.  As  to  technic,  he  liked  the  small  nick  in  the  mu- 
cous membrane  through  which  a  probe-pointed  bistoury  was  in- 
troduced. 

Dr.  Moran  considered  the  range  of  usefulness  of  symphysi- 
otomy so  small  that  it  w^as  of  very  doubtful  value.  It  needed  an 
accurate  diagnosis  of  the  size  of  the  pelvis  and  of  the  fetal  head. 
The  only  case  in  which  he  would  use  it  w'as  where  the  head  had 
already  passed  the  brim  of  the  pelvis. 

Dr.  Miller  had  seen  but  one  case  and  that  was  followed  by 
sepsis  and  death  from  laceration  of  the  soft  tissues.  In  Dr. 
Prentiss'  case  he  thought  he  would  prefer  to  mould  the  head  by 
labor  and  then  apply  forceps  as  Dr.  Prentiss  had  already  inter- 
rupted the  pregnancy.  The  diagnosis  of  heart  embolism  was 
probably  truer  than  the  more  common  diagnosis  of  pulmonary 
embolism.  Recent  work  has  suggested  permanent  widening  of 
the  narrow  pelvis  by  operation  before  the  pregnancy  begins  or 
during  the  first  half  of  the  pregnancy. 

Dr.  Prentiss  said  that  the  mortality  from  selected  cases  could 
not  be  gotten  from  the  literature  w^hich  gave  the  mortalitv  as 
6  per  cent.  In  this  case  the  embolus  entered  the  ovarian 
vein,  ascended  the  vena  cava  and,  after  an  estimated  duration 
of  thirty-six  hours,  entered  the  auricle.  The  only  symptoms 
had  been  slight  indisposition.  In  caring  for  a  case  like  this  again 
he  probably  would  choose  a  Cesarean  section. 


Meeting  of  December  4,   1908. 

The  President,  I.  S.  Stone,  M.  D.,  in  the  Chair. 

Dr.  Vaughan  read  the  essay  of  the  evening  on 
Meckel's  diverticulum  and  other  bands  as  causes  of  ileus.* 

discussion. 

Dr.  Balloch,  in  opening  the  discussion,  said  that  in  view 
of  the  numerous  causes  of  intestinal  obstruction  it  was  sur- 
prising we  did  not  see  more  cases  of  ileus.     He  had  seen  one  case 

*See  original  article,  p.  831. 
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of  inflammation  of  Meckel's  diverticulum  and  more  recently  a 
case  of  a  diverticulum  as  a  band  in  a  case  of  obstruction.  He  did 
not  think  that  anyone  now  waited  to  make  a  positive  diagnosis 
of  the  cause  of  the  obstruction  before  operating,  as  early  operation 
was  more  imperative  in  obstruction  than  in  any  other  condition. 
In  the  diagnosis  of  the  site  of  the  lesion  if  there  was  no  tym- 
panities  the  obstruction  would  frequently  be  found  in  the  jeju- 
num. He  would  like  to  know  what  proportion  of  the  cases  had 
unreasonably  severe  cathartic  treatment  before  they  were  seen 
by  a  surgeon. 

Dr.  Miller  considered  the  early  diagnosis  more  important  in 
obstruction  than  in  any  other  abdominal  condition.  Many 
feared  to  operate  because  of  the  possibility  of  there  being  merely 
fecal  impaction  or  dynamic  ileus.  He  had  seen  one  case  of 
diverticulitis. 

He  mentioned  intussusception  as  one  form  of  obstruction  in 
which  Meckel's  diverticulum  might  be  involved. 

In  postoperative  intestinal  obstruction  at  Johns  Hopkins 
Hospital,  50  per  cent,  of  the  cases  died.  The  obstruction  was 
due  most  often  to  numerous  bands  of  adhesions  and  of  multiple 
kinks  in  the  intestine.  Epiploic  appendages  by  adhesions  or 
band  formation  or  an  adherent  vermiform  appendix  at  times 
caused  obstruction. 

Dr.  Kelley  said  that  as  a  rule  the  fact  that  a  Meckel's  diver- 
ticulum was  the  cause  of  obstruction  was  found  only  by  accident. 
He  had  seen  one  case  of  collapse  from  catharsis  in  a  case  of  total 
obstruction.  Obstruction  also  not  infrequently  occurred  from 
hernia  that  is  not  demonstrable  before  operation.  He  thought 
that  more  of  his  cases  died  than  got  well. 

Dr.  Van  Rensselaer  had  seen  one  case  of  hernia  with  Meckel's 
diverticulum  as  the  constricting  band.  He  said  that  2  per  cent, 
of  all  cases  have  a  diverticulum.  That  the  diagnosis  might  be 
suggested  before  operation  by  pufiiness  around  the  umbilicus. 

Dr.  Cook  did  not  know  any  rule  which  would  tell  when  to  give 
cathartics  and  when  to  operate. 

Dr.  White  did  not  think  any  sharp  line  could  be  drawn 
between  operative  and  nonoperative  cases  except  by  the  use 
of  purgatives.  He  considered  esserine  hypodermatically  and 
alum  enemas  the  most  prompt  and  effective  purgatives.  He 
did  not  consider  any  shock  too  profound  for  operation. 

Dr.  Shands  had  recently  had  a  case  of  intestinal  obstruction 
in  which  there  was  a  loop  of  bowel  in  precarious  condition. 
This  loop  he  had  short  circuited  with  a  Murphy  button  and  the 
patient  had  recovered  without  complication. 

Dr.  Prentiss  had  had  a  woman  sixty-seven  years  of  age 
giving  symptoms  of  acute  appendicitis,  in  whom  there  was  a 
loop  of  bowel  distended  and  gangrenous  six  hours  after  the  first 
symptoms.  After  operation  she  had  recovered  quietly.  In  the 
border-line  cases  he  considered  operation  safer  than  catharsis. 

Dr.  Balloch  did  not  think  that  cathartics  should  be  avoided 
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altogether,  but  that  if  moderate  catharsis  was  not  effective  that 
operation  was  indicated. 

Dr.  Cook  asked  how,  in  the  cases  where  obstruction  w^as  due 
to  adhesions,  a  future  adhesive  condition  could  be  avoided  by 
operation. 

Dr.  Val^ghan  knew  of  no  measures  to  prevent  future  adhe- 
sions, but  that  the  surgeon  relieved  the  present  exigency  and 
trusted  that  there  would  be  no  recurrence.  A  covering  of  olive 
oil  had  been  suggested  to  prevent  new  adhesions.  He  did  not 
think  the  diagnosis  of  obstruction  due  to  Meckel's  diverticulum 
possible  before  operation.  He  did  not  think  that  operation  was 
to  be  undertaken  lightly,  as  many  of  the  cases  died  on  the  table 
or  soon  after.  At  the  other  extreme  he  thought  that  operation 
should  be  undertaken  in  positive  obstruction  unless  the  patient 
was  already  moribund.  In  some  cases  merely  a  temporary 
operation  for  relief  should  be  done. 


Meeting  of  December  i8,  1908. 
The  President,  I.  S.  Stone,  M.  D.,  in  the  Chair. 
Dr.  Thomas  read  a  paper  on 

ASTHMA  IN  CHILDREN.* 

Dr.  Morgan,  in  discussing  the  paper,  said  that  the  etiology  of 
asthma  in  children  was  little  known  and  that  the  types  and 
variations  were  great  although  the  number  of  cases  were  few. 
The  condition  is  rare  in  the  dispensary.  It  is  said  to  be  more 
common  in  the  gouty  and  in  males.  The  epidemics  of  asthma 
reported  from  Guam  are  probably  capillary  bronchitis  rather 
than  true  asthma. 

Dr.  Wall  doubted  the  value  of  Sauter's  statistics.  Personally 
he  had  seen  only  three  cases  in  his  service  at  the  Children's 
Hospital  and  Dispensary.  He  confined  the  diagnosis  to  those 
cases  with  expiratory  dyspnea  and  expiratory  sibilant  and 
sonorous  rales. 

Dr.  Loren  Johnson  had  never  seen  a  case  of  true  asthma  in  a 
child.  It  was  said  to  be  associated  frequently  in  babies  with 
eczema. 

Dr.  Donally  said  that  many  of  the  cases  had  a  reflex  origin, 
the  stimulus  arising  anywhere  in  the  respiratory  or  in  the  gas- 
trointestinal tracts.  It  might  appear  as  a  nervous  manifestation 
of  rickets. 

A  toxic  cause  of  asthma  was  seen  where  attacks  always  followed 
the  eating  of  an  o^gg,  even  if  the  egg  was  give  in  cake  or  hidden 
in  some  other  unknown  combination.  Of  all  cases  of  asthma 
at  all  ages  one-third  were  said  to  begin  before  the  eleventh  year 
of  age. 

♦See  original  article,  p.  904. 
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Dr.  Thomas  acknowledged  all  the  weakness  of  the  statistics, 
but  thought  that  the  diagnosis  was  very  easily  made  and  the 
figures  to  be  high  rather  than  low.  The  Guam  epidemic, 
from  the  low  mortality  and  the  fact  that  many  of  the  cases  got 
well  in  twenty-four  hours,  would  not  seem  to  be  one  of  capillary 
bronchitis.  He  noted  that  the  diagnosis  could  be  corroborated 
in  part  by  the  increase  in  the  eosinophile  blood-cells. 


Meeting  of  January  15,  1909. 
The  Vice-President,  Dr.  Miller,  in  the  Chair. 
Dr.  Donnally  read  the  essay  of  the  evening: 

INTESTINAL   BACTERIA   OF   INFANTS   AND  THE    USE   OF  THE    LACTIC 

ACID    BACILLUS.* 

DISCUSSION. 

Dr.  Wall,  in  discussing  the  paper,  said  that  personally  he  had 
not  often  fed  lactic  acid  bacilli.  He  noted  the  investigations 
that  showed  that  animals  living  in  the  arctic  regions  lived  without 
intestinal  bacteria,  while  animals  living  in  the  tropics  died  when 
deprived  of  their  intestinal  flora.  The  disappearance  of  the 
flora  of  the  infantile  intestine  as  age  increased  was  an  interesting 
condition.  It  was  also  interesting  to  note  that  while  in  the 
small  intestine  much  carbohydrate  fermentation  took  place, 
yet  very  little  proteid  putrefaction  occured.  Probably  the  two 
processes  were  antagonistic  and  possibly  the  good  of  the  lactic 
acid  fermentation  was  in  controlling  the  proteid  putrefaction. 
The  efifect  of  the  lactic  acid  bacilli  on  the  typhoid  bacilli  might  be 
important  in  the  case  where  the  colon  bacilli  had  disappeared. 
The  subject  of  infantilism  in  this  connection  was  very  interesting. 
He  had  seen  one  child  five  years  of  age  with  an  open  fontanel. 

Dr.  Borden  asked  what  was  known  concerning  the  function 
of  the  pancreas  and  infantilism.  Moynihan  had  recently  claimed 
that  infantilism  might  follow  pancreatic  incompetency.  Dr. 
Borden  suggested  that  feeding  with  pancreatic  juice  might  cure 
infantilism  and  modify  the  intestinal  flora.  Personally  he  had 
been  interested  in  the  intestinal  flora  from  the  surgical  aspect. 
He  had  endeavored  to  decrease  the  postoperative  intestinal  dis- 
tention, abdominal  pain,  temperature,  and  malaise  which  were  so 
common  in  the  tropics  on  account  of  the  greater  number  of  bac- 
teria in  the  intestines.  He  had  started  to  clear  the  intestinal 
tract  as  suggested  by  Moynihan  by  catharsis  two  days  before 
the  operation,  followed  the  cathartic  by  enemata,  and  then  gave 
sterile  food,  brushed  the  patients  teeth  every  two  hours,  and 
used  antiseptic  mouth-washes  freely.  After  this  plan  he  got  a 
marked  decrease  in  intestinal  trouble.  The  upper  end  of  the 
intestinal  tract  was  in  this  way  comparatively  free  from  germs 
and  hence  gastroenterostomy  results  should   be  improved. 

*See  original  article,  p.  888. 
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Dr.  Adams  thought  the  variations  in  the  intestinal  flora  might 
well  account  for  the  differences  in  the  ability  of  various  children 
to  digest  foods.  One  case  at  the  Children's  Hospital  that  had 
persistently  done  badly  on  modified  milk  promptly  improved  and 
got  well  on  whole  milk.  However,  he  feared  that  there  was  an 
element  of  commercialism  behind  the  exploitation  of  many  of 
these  new  schemes  and  that  they  would  not  prove  as  helpful  as 
anticipated. 

Dr.  Abbe  called  attention  to  the  various  types  of  fermented 
milk  on  sale  some  of  which  might  be  useful  and  good,  but  others 
certainly  contained  streptococci  and  yeasts  and  other  undesirable 
elements,  as  demonstrated  by  Dr.  Piffard  and  others,  so  that  it 
was  essential  to  use  only  such  preparations  as  were  known  to 
contain  no  harmful  agents. 

Dr.  Cook  said  that  for  a  long  time  lactic  acid  had  been  appre- 
ciated by  the  people  as  evidenced  by  the  old  saying  that  "milk 
a  little  turned  was  very  wholesome,"  and  so  far  as  he  knew  the 
use  of  fermented  milk  was  still  purely  empirical. 

Dr.  Acker  testified  that  butter-milk  was  to  him  very  helpful. 
Dr.  Magruder  emphasized  the  importance  of  having  a  clean 
milk  carefully  fermented. 

Dr.  Wall  called  attention  to  the  statements  that  a  sour-milk 
diet  as  commonly  used  among  the  Bulgarians  produced  many  cen- 
tenarians. He  believed  that  the  lactic  acid  bacillus  of  this  Bul- 
garian type  killed  many  other  types  of  bacteria  and  in  that  was 
distinctly  useful  in  certain  intestinal  conditions.  He  did  not 
think  that  in  this  instance  the  commercialism  suggested  by 
Dr.  Adams  was  to  be  considered. 

Dr.  Donnally,  in  closing,  said  that  he  had  not  considered  the 
effect  of  the  pancreas  in  all  its  possibilities.  The  presence  of  in- 
testinal juices  did  decrease  the  intestinal  flora  and  so  the  inade- 
quacy of  the  pancreas  might  be  considered  a  factor  in  intestinal 
disorders  and  infantilism.  One  reason  for  the  small  number  of 
bacteria  in  the  upper  intestine  of  course  was  the  rapid  movement 
of  the  intestinal  contents  as  compared  with  the  stagnation  in  the 
lower  bowel.  He  knew  that  cleaning  of  the]  mouth,  gums,  and 
also  the  region  between  the  teeth  and  the  gums  was  helpful  in 
decreasing  the  intestinal  bacteria.  Metchnikof  had  been  charged 
with  commercialism  in  connection  with  lactic  acid  bacilli  prepa- 
rations, but  such  charges  probably  were  not  true.  The  selec- 
tion of  the  proper  organisms  for  the  milk  fermentation  was  very 
important.  Especially  deleterious  were  certain  of  the  yeast  fer- 
ments which  might  become  permanent  lodgers  in  the  intestines, 
making  it  a  better  culture  ground  for  cholera  and  typhoid  bac- 
teria. The  streptococcus  was  also  a  common  but  undesirable 
agent  in  milk  fermentation.  The  lactic  acid  streptobacillus  of 
Bulgaria  seemed  an  entirely  safe  and  at  times  helpful  species, 
and  it  was  this  form  that  the  paper  of  the  evening  had  considered. 
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For  a  small  manual  designed  for  practitioners  and  students,  this 
volume  is  unusually  complete.  It  gives  a  concise,  yet  sufficient 
account  of  all  the  gynecological  conditions,  their  diagnosis  and 
treatment,  both  operative  and  conservative.  The  views  ex- 
pressed agree  on  the  whole  with  those  accepted  in  this  country. 
It  is  surprising,  however,  that  the  author  sees  fit  to  mention  such 
obsolete  methods  as  the  use  of  laminaria  and  the  treatment  of 
fibromata  by  electricity  and  by  vaginal  ligation  of  the  uterine 
arteries.  The  author  recommends  a  number  of  operations  of  his 
own  device.  Though  but  a  manual,  Gottschalk  has  managed 
to  convey  a  refreshing  sense  of  individuality  and  solidity  to  the 
book.  R.  T.  F. 

Geschichte  der  Geburtshilfe  in  Wien.  Im  Auftrag  der 
Wiener  Geburtshilflichen-Gynakologischen  Gesellschaft,  gear- 
beitet  und  herausgegeben  von  Dr.  J.  Fisher,  mit  einem 
Vorwort  von  Hofrat  Prof.  Dr.  Schauta.  Octavo,  pages 
523;  32  Illustrations  and  5  Plates.  Franz  Deuticke,  Leipzig 
and  Vienna  1909.     Price,  14  marks. 

This  history  has  been  issued  by  the  Obstetrical  and  Gyneco- 
logical Society  of  Vienna  in  commemoration  of  the  removal  of 
the  obstetrical  clinics  from  the  old  Krankenhaus  to  the  newly 
erected  buildings.  The  h'"story  begins  in  the  Middle  Ages  when 
obstetrics  in  Vienna  was  wrapped  in  the  densest  ignorance  and 
superstition.  Boer  (i 751- 1835)  "^^^^s  the  first  to  introduce  modern 
conceptions,  which  he  had  acquired  largely  during  his  travels 
in  France  and  England.  The  unfortunate  death  of  the  royal 
princess  Elizabeth  postpartum  occasioned  Boer's  partial  disgrace 
and  early  retirement.  Semmehveis  is  accorded  full  justice  in  the 
chapter  devoted  to  his  life  and  work.  The  Holmes-Semmelweis 
priority  question  is  referred  to,  but  not  discussed. 
'  The  Vienna  schoo)  of  obstetrics  has  always  played  an  important 
role  in  the  progress  of  this  specialty  and  can  boast  of  some  of  the 
greatest  luminaries  of  the  obstetrical  art  in  its  roster.  We  need 
only  mention  the  immortal  Semmehveis,  Braun,  Breisky, 
and  Chrobak.  Indeed,  this  volume  forms  a  flattering  testimonial 
to  the  great  services  of  the  Vienna  school  to  the  science  of 
obstetrics.     The  work  is  interestingly  written  R.  T  .F. 
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Introduction  a  l'etude  clinique  et  a  la  pratique  des  Ac- 
coucHEMENTS.     Anatomie.     Presentations  et  Positions.     Me- 
canisme.     Toucher.    Manoeuvres.    Extraction  du  Siege.    Ver- 
sion.    Forceps,  par  le  professeur  L.-H.  Farabeuf  et  le  doc- 
teur  Henri  Varnier.     Preface  de  M.  le  professeur  A.  Pinard. 
— Dessins  demonstratifs  de  L.-H.  F.  donnant  avec  les  repeti- 
tions necessaires  375  figures  dont  plusieurs  nouvelles.     Nou- 
velle  edition  revue  et  augmentee  par  le  professeur  L.-H.  Fara- 
beuf.   Prix.  15  fr.  (G.  Steinheil,  editeur,  2,  rue  Casimir-Dela- 
vigne,  Paris-vi.)     pages  488.     Large  octavo. 
Farabeuf,  the  survivor  of  the  two  original  authors,  has  under- 
taken  the  revision  of  this,  the  second  edition.     By  omitting  all 
unnecessary  details,  such  as  instruction  in  the  preparation  of 
patients,  the  conduct  of  labor  and  puerperium,  etc.,   a  great 
amount   of  space  has   been   gained      The   book   takes   up,   in 
order,  the  anatomy  of  the  pelvis  and  of  the  fetus;  the  possible  pres- 
entations of  vertex,  breech,  and  shoulder;  the  details  of  diagnosis 
of  the  positions;  the  mechanism  of  labor;  version  and  application 
of  the  forceps.     Although  written  to  be  comprehensible  to  the 
beginner,    the    exposition    is    so  short    and    clear,    that    every 
obstetrician  will  enjoy  the  perusal  of  this  volume,  which,  step  by 
step,  traces  every  possible  position  (except  brow^  presentation). 
The  illustrations  are  remarkable  for  a  combination  of  simplicity 
and  exactness;  they  are  so  excellent  that  they  almost  replace 
a  manikin  for  the  use  of  students. 

Farabeuf  condemns  forceps  at  the  superior  strait  entirely, 
though  he  describes  their  application;  Cesarean  section  or  sym- 
physiotomy should  replace  this  barbarism.  For  posterior  posi- 
tions of  the  occiput  the  reverse  application  of  the  forceps  is  not 
mentioned. 

It  is  to  be  hoped  that  thib  valuable  introduction  to  obstetrics 
Tfill  soon  become  accessible  to  English-speaking  students. 

R.  T.  F. 

Action   de   la   Contraction   Uterine   sur   l'Oeuf   Humain 
Phenomines  passifs  de  la  Grossesse  et  du  Travail.     Par 
Dr.  Paul  Bouguet,  Medicin  de  la  Maternite  de  Brest.      Direc- 
teur  de  Cours  departemental  d'accouchement.     Large  octavo, 
pages  175,  with  an  Atlas  of  45  plates.     G.  Steinheil,  Paris,  1908. 
This  monograph  contains  a  theoretical  discussion  of  the  growth 
and  expulsion  of  the  human  fetus,  chiefly  from  the  physiological 
and  mechanical  aspect.     Great  importance  is  ascribed  to  the 
"silent"  uterine  contractions  during  pregnancy  which  account 
for    hemorrhage    and    premature    labor    in     placenta    prsevia. 
Teachers  or  scholars  interested  in  the  theory  of  obstetrics  will 
find  an  excellent  resume  of  the  subject  in  this  monograph,  in  addi- 
tion to  the  author's  own  views  which  frequently  differ  from  other 
previously  accepted  doctrines,  especially  in  regard  to  the  bag  of 
waters  and  of  the  passive  role  of  the  lower  uterine  segment. 
The  atlas  contains  but  few  original  figures,  the  majority  are  col- 
lected from  well-known  sources.  R-  T.  F. 
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A  Manual  of  Obstetrical  Technic,  as  Applied  to  Private 
Practice,  With  a  Chapter  on  Abortion,  Premature 
Labor,  and  Curettage.  By  Joseph  Brown  Cooke,  M.  D. 
Adjunct  Professor  of  Obstetrics  in  the  New  York  Polyclinic 
Medical  School,  etc.,  etc.  Illustrated,  page  258.  Sixth  Edi- 
tion; Enlarged  and  fully  Revised.  J.  B.  Lippincott  Co., 
Philadelphia  and  London,  1908. 

The  beginner  in  the  private  practice  of  obstetrics  will  find  a 
useful  guide  in  this  little  book.  It  contains  an  outline  of  what 
to  do  and  what  not  to  do,  and  also  many  helpful  hints  not  found 
in  more  advanced  text-books.  The  fact  that  six  editions  have 
been  called  for  within  ten  years  attests  its  popularity. 
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obstetrics. 
Coxalgic  Pelves. — Paul  Bar  {Bull.  Med.,  Dec.  12,  1908)  calls 
attention  to  the  deformity  of  the  pelvis  which  exists  in  women 
who  have  suffered  from  hip-joint  disease,  and  which  is  much 
modified  by  the  treatment  to  which  the  tuberculous  disease  was 
subjected.  The  case  presented  was  that  of  a  woman  who  was 
attacked  by  hip-joint  disease  at  the  age  of  two  years  and  who 
was  kept  in  bed  for  some  six  years.  This  immobilization  in  bed 
resulted  in  the  development  of  a  normal  pelvis.  In  cases  not 
kept  in  bed  pelvic  contraction  may  occur  owing  to  the  false 
distribution  of  the  body  weight  which  is  borne  upon  the  sound 
leg,  the  acetabulum  being  pushed  in  and  the  pelvis  becoming 
fiat  on  that  side.  If  the  tuberculosis  attacks  the  acetabulum 
there  may  be  a  fungous  growth  within  the  basin,  thus  decreasing 
the  size  of  the  cavity.  The  entire  iliac  bone  of  the  diseased  side 
may  be  atrophied.  The  ischium  may  be  pushed  inward  with 
the  ischio-pubic  ramus,  which  has  an  important  bearing  on  the 
engagement  of  the  head  at  labor.  The  biischiatic  diameter 
will  be  shortened.  To  measure  this,  place  the  woman  on  the 
table;  in  a  normal  pelvis  the  two  ischia  are  in  one  horizontal 
plane,  while  in  a  deformed  pelvis  one  is  nearer  to  the  anus  and 
generally  in  a  lower  plane.  When  a  child  in  the  second  year  lies 
in  bed  the  basin  receives  no  pressure  from  the  weight  of  the  body. 
As  soon  as  it  sits  up  or  walks  weight  deforms  the  weakened 
pelvic  bones.  The  coxalgic  pelvis  varies  in  form  with  the  posi- 
tion in  which  the  child  was  kept.  Lying  on  the  back,  the  pos- 
terior portion  of  the  sacrum  may  be  flattened,  with  a  lessening 
of  the  antero-posterior  diameters.  If  the  child  sits  there  will  be  a 
flattening  of  the  ischia,  especially  of  the  healthy  side  on  which 
she  rests  most.  The  most  important  lesions  are  at  the  superior 
strait  and  are  due  to  the  position  in  walking.  Here  the  healthy 
side  is  pressed  in  and  flattened  and  when  there  is  a  decided  limp; 
the  diseased  side  may  be  also  flattened  by  the  sudden  blow  in 
the  acetabulum  at  each  step. 
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Tetanus  of  Uterine  Origin. — A.  Brault  and  G.  Faroy  (Presse 
Med.,  Dec.  9,  190S)  describe  tetanus  of  uterine  origin  as  appearing 
when  the  lesions  of  the  mucous  membrane  are  comparatively  slight 
or  even  entirely  unperceived.  In  other  cases  the  point  of  inocu- 
lation is  entirely  inaccessible.  It  generally  occurs  as  a  result  of 
attempts  at  abortion.  The  bacillus  of  Nicolaier  is  not  always 
to  be  found  in  the  tissues.  The  authors  record  a  case  of  attempted 
abortion  in  which  the  patient  came  into  the  hospital  affected  by 
tetanic  symptoms  involving  the  limbs  and  the  jaw.  In  spite  of 
all  treatment  she  succumbed.  The  examination  of  the  secre- 
tions showed  the  presence  of  the  bacillus  of  Nicolaier.  The 
examination  of  the  uterus  postmortem  showed  the  walls  divided 
into  three  layers;  externally  was  a  layer  of  whitish  normal 
uterine  muscle;  within  was  one  of  hemorrhage  and  the  internal 
layer  consisted  of  necrotic  uterine  tissues.  The  bacilli  of  Nico- 
laier were  not  found  in  it. 

Rupture  of  the  Membranes  to  Produce  Premature  Labor. — 
Otto  V.  Herff  (Milnch.  med.  IVocIi.,  Dec.  15,  1908)  advocates 
the  induction  of  premature  labor  in  contracted  pelvis  in  order 
to  deliver  a  living  child  without  danger  to  the  mother.  It  is 
easy  to  induce  premature  labor  by  rupturing  the  membranes 
with  the  finger  or  with  a  sound.  This  procedure  will  bring  on 
contractions  within  twelve  to  twenty-four  hours.  There  is  no 
danger  of  sepsis  nor  is  there  any  other  danger  to  the  mother. 
The  life  of  the  child  is  not  endangered  and  the  mortality  is  com- 
paratively small.  Results  are  much  better  than  from  any  form 
of  operation  at  the  time  of  labor.  The  author  has  delivered 
loo  infants  in  seventy-eight  patients  with  contracted  pelvis, 
conjugate  from  7  1/2  to  8  1/2  inches,  by  this  method.  It  is 
not  applicable  in  primiparae  or  in  severe  degrees  of  contraction. 
The  average  length  of  labor  was  26  i  /2  hours.  Seven  women 
had  slight  fever.  One  woman  died  from  atony  of  the  uterus 
combined  with  a  cervical  tear,  version  and  extraction  having 
been  done.  Of  loi  children,  eighty-six  were  born  alive  and  five 
died  the  following  day.  The  author  considers  these  results 
as  better  than  would  have  been  obtained  by  operation. 

Gymnastics  in  the  Puerperal  State  and  After  Gynecological  Oper- 
ations.— vSchucking  (Zent.  f.  Gyn.,  Dec.  19,  1908)  advocates  the 
use  of  gymnastic  exercises  while  lying  in  bed  for  women  who 
have  had  a  normal  labor  and  for  those  who  have  had  abdominal 
operations.  It  keeps  the  muscles  in  better  condition  and  lessens 
the  weakness  which  results  from  prolonged  lying  in  bed.  Careful 
movements  of  the  limbs  are  made  on  the  back  and  lying  on  the 
side  and  abdomen.  The  frequency  of  the  pulse  and  its  character 
must  be  observed  by  the  physician  during  the  exercises.  In- 
crease of  rapidity  and  lowering  of  blood-pressure  contraindicate 
these  exercises.  In  general  the  blood-pressure  is  increased  by 
exercise.  After  severe  operations  exercises  are  carefully  done 
to  increase  the  power  of  the  abdominal  muscles  and  lessen  the 
tendency  to  hernia.     They  are  also  useful  to  prevent  thrombosis 
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and  embolism  which  occur  through  the  slowing  of  the  circula- 
tion from  the  prone  position. 

Prevention  of  Puerperal  Infection  by  Injections  of  Turpentine 
into  the  Uterus. — Fabre  and  Trillat  {Bull,  de  la  Soc.  d'Obst.  de 
Paris,  Dec.  17,  1908)  record  the  results  of  the  use  of  intra- 
uterine injections  of  turpentine  after  labor  as  carried  out,  from 
1907  to  1908,  in  1,439  labors.  All  usual  aseptic  precautions 
were  employed  during  labor.  The  injections  were  of  a  10  to 
1,000  solution,  two  liters  being  used.  All  cases  in  which  the 
temperature  rose  above  38°  C.  were  considered  as  bad  results. 
The  morbidity  in  the  1,439  cases  was  14  per  cent.,  an  improve- 
ment over  the  previous  results  in  the  same  hospital.  They 
conclude  that  the  injection  of  turpentine  into  the  uterus  after 
labor  sensibly  lessens  the  morbidity,  especiall}^  as  regards  strep- 
tococcus infection.  The  streptococcus  septicemias  have  been 
less  frequent  and  less  severe.  No  dangerous  symptoms  resulted 
from  the  injections,  and  only  two  cases  showed  a  slight  redness 
of  the  vulva  following  them. 

Fatal  Transmission  to  the  Fetus  of  a  Postconceptional  Syphilis. 
— Fieux  and  P.  Mauriac  (Ann.  de  Gyn.  et  d'Obstet.,  Dec, 
1908)  describe  a  case  of  syphilis  in  the  mother  who  became 
infected  in  the  seventh  month  of  pregnancy.  The  fetus  was  so 
infected  that  it  was  born  dead  and  macerated.  Examination 
of  the  enlarged  liver  and  spleen  showed  spirochete  pallida.  It 
has  been  said  that  late  infection  of  the  mother  will  not  cause  in- 
fection of  the  fetus.     This  case  shows  the  contrary  to  be  the  case. 

Expulsion  of  a  Decidua  Always  a  Sign  of  Pregnancy. — M.  S. 
Remy  {La  Presse  Med.,  Dec.  26,  1908)  describes  a  case  of  abortion 
in  which  was  expelled  a  decidua,  to  one  horn  of  which  was  attached 
externally  a  diminutive  ovum.  The  ovum  was  lodged  near  by, 
probably  in  the  entrance  of  the  tube.  The  author  regards  this 
as  the  terminationfof  an  ectopic  gestation.  Expulsion  of  a  sac 
resembling  a  decidua  is,  according  to  some  authors,  an  evidence 
of  membranous  dysmenorrhea.  But  these  decidual  sacs  are 
larger  than  the  interior  of  a  uterus  of  normal  size;  they  are  thicker; 
finally  they  occur  in  women  who  are  married  and  may  expect 
pregnane}',  not  in  young  unmarried  girls.  They  are  generally 
expelled  from  eight  to  twelve  weeks  after  the  last  menstruation. 
They  occur  alsojin  the  intervals  between  normal  gestations.  They 
are  not  the  product  of  an  abnormal  mucous  membrane,  but  rep- 
resent the  hypertrophied  mucosa  of  a  gravid  uterus  in  which 
pregnancy  has  ended,  and  the  superficial  portion  of  the  mucous 
membrane  has  undergone  a  retrogressive  metamorphosis  and  the 
decidua  has  become  detached.  The  internal  surface  of  such  a 
decidua  is  smooth,  with  no  remnant  of  a  decidua  reflexa.  It 
may  be  the  sign  of  an  ectopic  gestation  which  has  been  inter- 
rupted. The  unfavorable  site  of  implantation  of  the  ovum  causes 
its  detachment,  or  the  ovum  ruptures  without  producing  symp- 
toms, internal  abortion  takes  place,  and  shortly  afterward  the 
decidua  is  expelled  externally. 
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Etiology  of  Eclampsia. — A.  Van  Cauwenberghe  {Ann.  de  la  Soc. 
de  Mid.  dc  Gaud,  vol.  Ixxxviii,  1908)  gives  a  very  careful  study 
of  all  the  different  theories  which  have  been  proposed  to  account 
for  the  causation  of  eclampsia.  It  is  pretty  generally  admitted 
that  this  is  a  toxic  condition.  As  to  how  the  toxin  arises  is  as 
yet  unknown.  The  sudden  onset  of  grave  nervous  symptoms, 
the  paroxysmal  nature  of  the  convulsions,  and  the  rapid  re- 
establishment  of  health  as  soon  as  the  toxemia  ceases  all  corre- 
spond to  the  type  of  toxic  diseases.  The  liver  and  the  kidneys  are 
the  two  organs  that  have  been  found  most  changed  pathologically, 
and  both  of  them  have  been  considered  the  site  of  origin  of  the 
toxemia.  After  considering  the  arguments  in  favor  of  the 
liver  as  a  producer  of  the  poisoning,  by  a  failure  to  remove  the 
toxins,  the  author  tells  us  that  the  hepatic  changes  are  a  result 
of  the  process,  not  a  causative  factor.  The  kidney  is  in  the  same 
position  with  regard  to  the  toxemia  as  the  hver.  Its  lesions  are 
secondary.  The  microbic  theory  of  eclampsia  has  some  sup- 
porters, but  is  not  based  on  clinical  or  pathological  facts.  The 
third  group  of  theories  regards  the  placenta  as  the  toxin  producer. 
This  and  the  theory  of  syncytiolysis  are  at  variance  with  the  fact 
that  often  the  most  severe  symptoms  occur  at  a  time  when  these 
tissues  are  not  yet  at  the  height  of  development.  After  criti- 
cising all  these  theories,  the  author  brings  forward  another;  that 
failure  of  the  digestive  organs  to  act  properly,  as  shown  by  the 
nausea,  vomiting,  and  intestinal  symptoms,  instead  of  being 
a  result  of  the  toxemia,  is  the  cause  of  the  development  of  toxins 
which  produce  the  intoxication.  This  causation  is  held  to  ac- 
count for  the  excellent  effect  of  a  pure  milk  diet  on  this  condition 
with  its  albuminuria.  (This  theory  suggests  the  query:  Why 
does  not  eclampsia  occur  frequently  in  the  absence  of  pregnancy 
if  digestive  disturbances  are  the  cause  of  eclampsia?*) 

Gonococcus  Infections  after  Abortion  or  Labor. — F.  B.  Gurd 
{Amcr.  Jour.  Med.  Sci.,  Dec,  1908)  says  that  the  gonococcus 
either  alone  or  as  a  primary  infecting  agent  plays  a  much  more 
important  role  in  the  production  of  puerperal  fever  than  is  usually 
appreciated  by  most  observers.  Various  microorganisms,  espe- 
cially the  streptococcus  and  bacillus  coli  are  usually  present 
about  the  vaginal  outlet,  although  apparently  infrequently  found 
in  the  upper  part  of  the  vagina  of  the  healthy  woman.  These 
organisms  are  ever  ready  to  attack  the  tissue  whose  resistance 
has  been  destroyed  by  the  action  of  the  gonococcus.  As  corolla- 
ries there  follow  (a)  the  necessity  for  the  most  careful  examina- 
tion of  the  history  of  the  patient  and  of  the  vaginal  discharge 
early  in  pregnancy  in  all  cases  presenting  the  least  grounds  for 
suspicion;  {b)  the  necessity  for  more  than  ordinary  caution  in 
examining  externalh'  all  pregnant  women  presenting  even  the 
slightest  evidence  of  an  inflammatory  condition. 

Renal  Decapsulation  for  Puerperal  Eclampsia. — W.  B.  Jones 
{Buff.  Med.  Jour.,  Jan.,  1909)  records  two  cases  in  which  he 
employed  this  procedure,  with  one  recovery.     Of   the   twenty- 
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six  cases  which  have  been  reported  all  had  reached  a  condition 
believed  to  be  hopeless.  Some  of  these  who  apparently  were  on 
the  way  to  recovery  after  the  operation  died  from  acute  bronchi- 
tis or  pneumonia  and  one  after  twelve  days  from  septicemia  origi- 
nating in  the  wound.  In  spite  of  this  50  per  cent,  recovered, 
although  the  operation  is  in  its  infancy.  The  writer  says  that 
with  the  beginning  of  eclampsia  all  accepted  treatment  should 
be  carried  through,  the  various  remedies  being  used  simulta- 
neously as  nearly  as  possible,  and  the  rest  in  rapid  succession, 
the  response  to  treatment  being  carefully  noted.  This  will  all 
be  finished  in  six  or  eight  hours  and  by  that  time  if  the  con- 
dition is  not  satisfactory,  if  recovery  is  not  reasonably  certain, 
decapsulation  should  be  done  upon  both  kidneys.  No  anesthetic 
is  required  as  the  patient  is  comatose.  Other  treatment  should 
be  continued  without  interruption. 

Bacteria  of  the  Puerperal  Uterus. — By  A.  W.  W.  Lea  and 
E.  J.  Sidebotham  {Jour.  Obst.,  Gyn.,  Brit.  Emp.,  Jan.,  1909).  In  a 
series  of  fifty-eight  cases  in  which  the  lochial  secretion  was  ex- 
amined between  the  second  and  ninth  days  after  delivery,  organ- 
isms were  found  to  exist  in  the  cervical  canal  and  cavity  of  the 
uterus  in  80  per  cent,  of  observations.  The  organisms  were 
mainly  those  which  have  been  shown  to  be  present  in  the  vaginal 
secretion  during  pregnancy.  There  is,  however,  considerable 
evidence  to  show  that  organisms  also  ascend  from  without  during 
the  early  days  of  the  puerperium.  The  course  of  the  puerperium 
was  in  the  great  majority  of  cases  entirely  uninfluenced  by  the 
presence  of  organisms.  Streptococci  were  cultivated  in  20  per 
cent,  of  cases  and  frequently  showed  marked  power  of  hemolysis. 
The  presence  of  hemolytic  streptococci  in  the  vaginal  or  uterine 
secretion  cannot  be  regarded  as  in  itself  an  indication  of  the 
existence    of   infection. 

Clinical  Significance  of  Glycosuria  in  Pregnant  Women. — J. 
Whitridge  Williams  {Amcr.  Jour.  Med.  Sci.,  Jan.,  1909)  dis- 
cusses this  subject  on  the  basis  of  the  collected  histories  of  66 
pregnancies  associated  with  glycosuria.  Of  the  cases  of  pregn- 
ancy occurring  in  diabetic  patients  he  found  57  pregnancies  in 
34  women:  Gross  mortality  24.58  per  cent.;  during  labor  and 
puerperium,  12.29  per  cent.;  children  alive,  50.88  per  cent.; 
born  dead,  36.88  per  cent.;  aborted,  12.24  P^r  cent.  Of  cases 
of  diabetes  developing  during  pregnancy  he  found  9  in  9  women : 
Maternal  mortality,  78  per  cent.;  in  first  ten  days,  45  per  cent.; 
one  to  fifteen  months  later,  33  per  cent.;  fetal  mortality,  66.67 
per  cent.  He  says  that  a  positive  reaction  with  Fehling's 
solution  during  pregnancy  does  not  necessarily  indicate  the 
existence  of  diabetes,  but  is  usually  due  to  lactosuria  or  to  tran- 
sient, alimentary,  or  recurrent  glycosuria.  In  such  cases  it  is 
imperative  to  determine  whether  the  sugar  occurs  as  lactose  or 
glucose,  as  lactosuria  is  without  clinical  significance,  and  is 
probably  associated  with  premature  activity  of  the  breasts. 
The  significance  of  glycosuria  is  not  so  clear.  If  alimentary  in 
character   it    may    be    regarded    with    impunity.     Otherwise    it 
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may  be  of  the  transient  or  recurrent  variety,  or  may  indicate  the 
existence  of  true  diabetes.  If  the  glycosuria  appears  late  in 
pregnancy,  does  not  exceed  2  per  cent,  in  amount,  and  is  not 
accompanied  by  s\mptoms,  it  is  probably  transient  and  may 
disappear  spontaneously  at  any  time  or  persist  until  the  end  of 
pregnancy.  In  either  event  it  is  usually  of  slight  clinical  signifi- 
cance, and  merely  indicates  that  the  patient  should  be  carefully 
watched.  If  the  sugar  appears  early  in  pregnancy  and  in  large 
amounts  the  condition  is  more  serious,  as  it  may  be  impossible 
to  make  a  positive  diagnosis  until  after  delivery,  when  the 
condition  disappears  in  glycosuric  but  persists  in  diabetic  cases. 
Pregnancy  may  occur  in  diabetic  women  or  diabetes  may  become 
manifest  during  pregnancy.  Either  is  a  serious  complication, 
although  the  prognosis  is  not  so  alarming  as  is  frequently  stated ; 
many  patients  do  perfectly  well,  while  a  smaller  proportion  die 
in  coma  or  collapse  at  the  end  of  pregnancy,  or  during  or  shortly 
after  labor.  If  the  output  of  sugar  is  large  and  cannot  be  con- 
trolled, or  at  least  markedly  diminished  by  suitable  dietetic 
and  medicinal  treatment,  the  induction  of  abortion  or  premature 
labor  is  indicated  even  in  the  absence  of  serious  symptoms,  and 
much  more  so  when  they  are  present. 

Large  and  Progressive  Hematometra  in  the  First  Months  of 
Pregnancy. — H.  Duret  (Jour,  des  Set.  Mid.  de  Lille,  Jan.  23,  1909) 
describes  a  case  of  hematometra  occurring  between  the  fetus 
and  the  uterine  surface  in  a  woman  pregnant  about  six  weeks. 
She  was  flowing,  and  at  the  same  time  the  size  of  the  uterus 
increased  rapidly.  At  operation  it  was  found  that  some  of  the 
blood  escaped,  while  the  larger  portion  was  retained  in  the  uterus. 
At  the  operation  a  large  amount  of  clotted  and  fluid  blood  was 
removed  by  t  he  curet.  The  curet  entered  the  amniotic 
sac  and  the  fluid  flowed  away  clear,  showing  that  the  hemor- 
rhage was  outside  of  the  fetal  membranes.  A  macerated  fetus 
was  extracted.  The  placenta  came  away  whole,  and  was  appar- 
ently normal.  The  patient  died  without  fever,  of  exhaustion. 
She  had  lost  blood  incessantly  for  days  before  the  operation. 
Such  cases  are  not  very  common.  It  is  difficult  to  explain  their 
etiology  and  why  the  blood  does  not  all  escape  externally  but 
remains  imprisoned  in  the  uterus.  The  blood  comes  from  the 
vessels  of  the  uterus  and  separates  the  membranes  partially, 
while  the  latter  limit  its  flow  externally.  An  effort  of  the  patient 
may  have  caused  the  rupture  of  some  of  the  uterine  vessels. 
The  author  believes  that  this  accident  occurs  in  women  who 
have  chronic  endometritis,  which  favors  an  abnormal  detach- 
ment of  the  fetal  membranes  from  the  uterus.  In  the  author's 
case  operation  did  not  save  the  life  of  the  patient.  Exhaustion 
contraindicates  interference.  The  differential  diagnosis  from 
extrauterine  pregnancy,  fibroma  and  placenta  previa  presents 
some  difficulties.  The  location  of  the  increase  in  size  shows  that 
the  uterus  alone  is  involved,  while  hemorrhage  is  incessant.  It 
is  not  always  possible  in  the  early  months  to  say  whether  preg- 
nancy is  present  or  not. 
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Comparative    Value    of    Different    Methods    of    Hebotomy. — 

Cyrille  Jeannin  {La  Prcsse  Med.,  Jan.  23,  1909)  says  that  hebot- 
omy is  a  real  advance  over  symphyseotomy.  He  describes  the 
technic,  advantages,  and  dangers  of  the  different  methods  of 
hebotomy.  His  conclusions  are  these :  completely  subcutaneous 
hebotomy,  in  spite  of  its  elegance,  seems  the  least  valuable 
method.  The  obstetrical  advantage  which  it  possesses  is  the 
ease  of  introduction  of  the  saw.  This  is  counterbalanced  by  the 
risks  of  perforation  of  the  bladder  with  the  needle.  Partially 
subcutaneous  hebotomy  is  much  more  prudent,  but  is  still 
liable  to  cause  thrombosis,  while  it  is  difficult  to  limit  the  size 
of  the  wound,  and  hard  to  disinfect  it.  It  has  not  the  advantage 
of  the  subcutaneous  method  of  leaving  no  wound  of  the  soft 
parts.  The  writer  prefers  open  hebotomy  to  all  other  methods. 
It  alone  conforms  to  the  best  surgical  conception;  it  permits  the 
avoidance  of  wounds  of  the  bladder,  gives  better  hemostasis  and 
better  drainage,  as  well  as  sufficient  separation  of  the  bones. 
As  for  the  position  of  the  incision,  that  of  Gigli  is  too  far  inward, 
that  of  Van  der  Velde  too  far  out,  while  that  of  Calderini, 
between  the  two,  is  best  of  all.  It  predisposes  to  hernia  less 
markedly  than  that  of  Van  der  Velde. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY 

Abdominal  Myomectomy. — S.  Pozzi  [La  Presse  Med.,  Dec. 
30,  1908)  advocates  the  removal  of  fibroids  by  enucleation,  leav- 
ing the  uterus  in  place.  In  such  cases  it  is  necessary  that  the 
adnexa  should  be  normal  and  that  the  fibroid  should  be  remov- 
able without  danger  of  hemorrhage  or  infection.  If  the  fibroma 
projects  into  the  cavity  of  the  uterus  the  author  does  not  advocate 
myomectomy.  If  the  procedure  has  been  begun  it  should  not 
be  given  up  unless  the  opening  into  the  uterine  cavity  is  too 
great  or  there  is  danger  of  infection.  If  the  fibroma  is  developed 
high  up  in  the  lateral  aspect  of  the  uterus  it  cannot  be  removed 
on  account  of  danger  of  wounding  the  vascular  trunks.  The 
capital  indication  for  myomectomy  is  the  existence  of  a  single 
pedunculated  fibroid.  It  is  only  necessary  to  cut  the  pedicle 
and  suture  the  lips  of  the  wound.  If  the  fibroma  is  single,  sessile, 
median,  occupies  the  fundus,  anterior  or  posterior  face  of  the 
uterus,  and  the  woman  is  young,  myomectomy  should  be  pre- 
ferred to  abdominal  hysterectomy.  The  uterus  is  to  be  drawn  as 
far  as  possible  out  of  the  abdominal  cavity,  and  a  saggital  inci- 
sion made  directly  upon  the  tumor,  through  the  entire  thickness 
of  the  uterine  wall.  The  fibroma  is  then  enucleated,  all  debris 
removed,  the  vessels  ligated,  and  the  uterine  wound  sutured. 
If  there  are  several  tumors  the  same  procedure  is  undertaken 
over  each  one.  In  older  women  the  same  operation  may  be 
done  with  a  single  fibroma  if  the  rest  of  the  genital  organs  are 
healthy.  It  is  preventive  and  complementary  to  other  ab- 
dominal operations  in  young  women.  In  pregnancy  it  should 
be  done  only  exceplionallw 

Extraction  of  Intrauterine  Fibroma  by  Forceps  Aided  by 
Dilatation  of  the  Cervix.  —vSechevron  (.Arch.  Prov.  dc  Chir.,  Dec, 
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1908)  says  that  occasionally  a  fibroma  that  projects  into  the 
cavity  of  the  uterus  becomes  detached,  dilates  the  cervix,  and  is 
expelled  by  muscular  contraction.  A  sessile  or  pedunculated 
fibroid  may  be  removed  by  imitating  this  procedure  of  nature. 
The  cervix  is  artificially  dilated,  the  fibroid  seized  with  forceps, 
drawn  down,  and  removed.  The  first  procedure  is  dilatation  of 
the  cervix;  next  comes  prehension  of  the  fibroma;  then  traction 
and  passage  through  the  canal;  lastly  vaginal  extraction.  If 
the  cervix  is  dilatable  and  the  fibroma  pressing  on  its  inner  sur- 
face the  operation  is  easy,  bloodless,  and  without  danger.  With 
a  closed  uterus  hysterectomy  is  generally  preferred.  A  few 
attempts  at  dilatation  may  first  be  made.  If  there  are  hemor- 
rhage, pain,  and  increased  size  of  tumor  from  retention  of  blood 
the  cervix  softens  and  thins  and  is  easily  dilated.  Dilatation 
is  accomplished  by  the  hand,  and  the  extraction  is  easy.  If  a 
resistant  capsule  makes  removal  diflficult,  scissors  may  be  used 
to  liberate  the  growth.  Operative  difficulties  are  constituted 
by  rigid  cervix  and  size  of  tumor.  Rigidity  occurs  in  women 
who  have  not  borne  children,  are  of  advanced  age,  and  without 
uterine  contractions.  The  lips  may  then  be  incised.  Inversion 
of  the  uterus  is  a  rare  accident.  The  author  gives  histories  of 
seven  cases  upon  which  he  operated. 

Backache  in  Women. — L.  F.  Garrigues  {Jour.  Amer.  Med. 
Assn.,  Jan.  2,  1909)  says  that  pelvic  backache  is  of  two  kinds. 
In  one  there  is  pain  and  tenderness  at  the  fourth  and  fifth  lumbar 
vertebrae,  where  the  spinal  nerve  center  governing  the  internal 
pelvic  organs  is  situated.  This  pain  and  tenderness  may  be 
due  to  any  painful  disease  of  the  internal  genitals.  In  the  second 
variety  there  is  a  tender  spot  on  either  side  of  the  second  sacral 
vertebra,  which,  he  contends,  is  due  to  cellulitis  of  the  uterosacral 
ligaments.  The  sole  variety  of  backache  that  is  found  only  in 
women  is  that  due  to  cellulitis  of  the  uterosacral  ligaments;  as 
that  due  to  irritation  of  the  spinal  center  is  duplicated  in  the 
male  in  prostatic  and  other  genitourinary  troubles.  Pressure 
over  inflamed  uterosacral  ligaments  gives  rise  to  severe  pain  in 
the  back  at  the  outer  sides  of  the  second  sacral  vertebra.  Pulling 
the  uterus  forward,  thus  putting  the  ligaments  on  the  stretch, 
also  gives  rise  to  the  pain.  The  chronic  forms  of  inflammation 
of  the  uterosacral  ligaments  may  follow  the  acute  or  may  come 
on  gradually  from  slight  septic  absorption  from  the  uterus;  for 
instance,  from  an  old  laceration,  or  erosion,  or  gonorrhea,  or 
following  childbirth,  also  as  part  of  a  pelvic  peritonitis  or  exten- 
sion of  inflammation  from  a  diseased  ovary  which  is  adherent  to 
them.  It  is  this  chronic  cellulitis  of  the  uterosacral  ligaments 
that  gives  rise  to  the  interminable  backaches  which  usually  are 
so  little  benefited.  The  treatment  of  acute  cellulitis  is  to  put  the 
patient  to  bed,  apply  an  ice-bag  to  the  lower  abdomen  and 
administer  active  saline  cathartics.  Locally,  tampons  dipped 
in  5  per  cent,  iodin-glycerin  are  useful,  and  hot  vaginal  douches 
may  be  given.      If  suppuration  occurs,  or  before  in  a  severe  case, 
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the  mass  should  be  incised  by  vagina  and  drained.  In  mild 
cases  of  the  chronic  variety  painting  of  the  posterior  vaginal 
fornix  with  tincture  of  iodin  two  to  three  times  a  week,  also  5 
per  cent,  ichthyol-glycerin  tampons,  or  vaginal  suppositories 
inserted  at  night  are  useful.  If  by  this  means  we  do  not  get 
sufficient  absorption,  pelvic  massage  may  be  added.  This 
rarely  removes  the  backache  entirely  and  is  painful.  The 
writer  reports  relief  of  severe  backache  in  two  cases  in  which, 
through  a  transverse  incision  in  the  posterior  vaginal  fornix, 
he  divided  the  uterosacral  ligaments  close  to  the  uterus.  In  one 
he  added  a  ventral  suspension,  in  the  other  used  a  stem  pessary. 
The  peritoneum  holds  the  divided  ends  of  the  ligament  from 
dropping  too  far  apart,  and  the  gap  must  eventually  be  filled 
by  a  nerveless  fibrous  tissue. 

Temporary  Colostomy  for  Fecal  Fistula. — J.  M.  Elder  (Surg. 
Gyn.  Obst.,  Jan.,  1909)  reports  four  cases  of  postoperative  fecal 
fistula  following  pelvic  operations  and  treated  by  colostomy 
above  the  bowel  end  of  the  fistula.  Colostomy  was  done  in  two 
stages,  but  the  opening  through  the  abdominal  parietes  was 
made  after  the  manner  of  the  intermuscular  incision  for  removal 
of  the  vermiform  appendix.  Bringing  the  colon  up  through 
these  separated  muscles  gave,  in  most  cases,  good  sphincteric 
control  of  the  artificial  anus.  The  fistulous  tract  received 
practically  no  treatment  beyond  irrigation  through  into  the 
intestine  once  or  twice  after  the  colostomy.  The  patients  all 
went  home  after  the  colostomy  and  remained  there  for  periods 
varying  from  three  to  seven  months.  The  fistulae  closed  usually 
within  a  month  after  colostomy  was  established.  The  instruc- 
tions were  not  to  return  for  closure  of  the  colostomy  until  at 
least  six  weeks  after  closure  of  the  old  fistula. 

Ovarian  Grafts  with  and  without  Vascular  Anastomosis. — 
Mauclaire  (Archiv.  Gen.  de  Chir.,  Dec,  1908)  has  successfully 
grafted  ovarian  tissue  in  two  human  subjects,  in  one  with  vascular 
anastomosis  between  the  ovarian  and  epigastric  vessels.  In 
women  the  results  of  autoimplantation  are  undoubted,  although 
not  numerous.  Such  cases  have  maintained  menstruation  in 
spite  of  double  castration.  The  author  sums  up  all  cases  to  be 
found  in  literature  which  have  given  positive  results.  Of  auto- 
implantation there  are  nineteen  recorded  cases;  of  heteroplastic 
imj)lantation,  thirteen.  The  clinical  indications  for  hemoplastic 
grafting  are  to  prevent  the  neuropathological  symptoms  re- 
sulting from  bilateral  oophorectomy,  especially  obesity.  He- 
teroplastic grafts  are  employed  for  the  same  purpose  as  well 
as  to  make  pregnancy  possible  after  double  ovarian  castra- 
tion. Another  indication  is  congenital  atrophy  with  amenorrhea, 
or  infantilismus.  This  grafting  is  without  danger  in  animals  and 
in  women.  Menstruation  may  continue  after  homoplastic 
grafting.  Conception  has  been  observed  after  homoplastic  graft- 
ing in  animals  and  women.  Positive  cases  are  comparatively 
few  in  comparison  with  the  numerous  experiments  in  this  line. 
In  most  cases  the  ovarian  graft  atrophies  for  lack  of  sufficient 
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nutrition  and  does  not  functionate.  The  author  considers  it 
possible  to  nourish  the  graft  by  anastomosis  of  the  ovarian  with 
other  blood-vessels.  His  cases  have  given  positive  results. 
Grafts  should  be  manipulated  as  little  as  possible  and  preferably 
with  gloves.  The  reestablishment  of  the  nerve  supply  is  less  im- 
portant than  that  of  the  vascular. 

Racemose  Ovarian  Cysts. — Le  Jemtel  {Ann.  de  Gyn.  et  d'Obst., 
Dec,  1908)  says  that  these  cysts  occur  at  any  age  and  with 
no  special  symptoms  that  will  distinguish  them  from  any  other 
form  of  ovarian  cyst.  The  only  features  that  are  at  all  character- 
istic are  their  softness  and  the  fact  that  they  are  freely  movable. 
They  may  be  attached  to  the  ovary,  or  parovarium,  constitut- 
ing true  supernumerary  ovaries.  The  cysts  are  several  in  num- 
ber, distinct,  without  a  special  membrane,  with  fragile  walls, 
and  cavities  filled  with  a  transparent,  sticky,  mucoid  substance. 
The  solid  part  consists  of  connective  tissue  rich  in  cells  contain- 
ing mucin.  The  epithelium  varies  in  form  from  cuboidal  to  cili- 
ated cylindrical  cells.  The  ovary  to  which  they  are  attached  may 
be  a  sort  of  pedicle  for  the  tumor,  or  the  tumor  may  be  attached 
to  its  most  prominent  portion.  The  ovary  contains  normal  and 
developing  Graafian  follicles.  These  tumors  may  develop  slowly 
or  rapidly.  The  only  treatment  is  removal  with  the  correspond- 
ing ovary. 

Anatomy  of  Cysts  of  the  Labia  Minora. — Josef  Bondi  (Monat.  f. 
Geburts.  u.  Gyn.,  Dec,  1908)  says  that  there  are  three  kinds  of 
cysts  of  the  labia  minora:  fatty  cysts,  lymphatic  cysts,  and 
mucocolloid  cysts.  The  most  important  are  the  mucous  cysts, 
because  epithelium  producing  mucin  is  not  normally  found  in  the 
labia.  The  author  has  met  in  the  last  eight  months  with  eight 
examples  of  this  form  of  cyst,  of  which  he  gives  the  histories. 
These  tumors  lie  under  the  skin  and  grow  slowly  and  without 
producing  symptoms,  so  that  the  patient  does  not  know  of  their 
existence.  They  occupy  the  upper  half  of  the  labium  minus. 
The  walls  are  thin  and  contain  no  muscular  fibers.  The  contents 
are  pure  mucin  or  mucin  mixed  with  colloid  material.  They  may 
be  solitary  or  multiple.  In  one  example  of  this  form  of  cyst  the 
author  found  remains  of  changed  epithelium,  large  polygonal 
granular  cells,  that  lie  between  granulation  and  connective  tissue 
cells  in  structure.  The  question  of  the  causation  of  these  cysts  is 
important.  In  some  cases  ciliated  epithelium  is  found  in  the 
cysts.  Under  no  normal  conditions  are  any  such  cells  found  in 
the  labia.  These  cells  must  be  the  remains  of  some  developmen- 
tal structure,  such  as  the  ]\Iullerian  and  Wolffian  bodies.  The 
location  of  the  cysts  is  against  an  origin  from  ]Muller's  canal,  which 
is  median.  The  Wolffian  body  lies  in  the  lateral  wall  of  the 
vagina  and  contains  ciliated  epithelium.  The  author  believes 
that  these  cysts  are  remains  of  the  Wolffian  bodies.  These  cells 
remain  inactive  for  a  long  time,  until  some  unknown  cause  sets 
up  their  activity.  Pregnancy  and  puberty  seem  to  have  no  such 
effect. 
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The  enormous  hordes  of  bacteria  present  in  the  aUmentary 
canal  are  a  matter  of  common  knowledge.  Their  number  has 
been  estimated  at  one  hundred  and  twenty-six  billions  for  the 
human  excreta  daily,  and  while  the  most  of  these  are  dead  at 
the  time  of  their  exit  from  the  intestinal  canal,  they  are  none  the 
less  evidence  of  bacterial  life  at  higher  levels. 

What  benign  purposes  in  the  human  economy  are  served  by 
these  bacteria,  is  a  natural  inquiry.  Are  they  essential  or 
helpful  in  normal  digestion?  This  is  a  disputed  point.  That 
they  are  not  essential  to  digestion  appears  to  be  evidenced  by 
the  work  of  Levin  who  examined  the  intestinal  contents  of 
arctic  animals  in  Spitzberg.  The  digestive  tract  was  found  to  be 
in  most  instances  entirely  sterile  in  white  bears,  reindeer,  eider 
ducks,  penguins,  etc.  These  animals  live  where  bacteria  are 
few  in  number.  On  the  other  hand,  in  tropical  countries,  parrots, 
birds  which  often  live  150  years,  are  said  to  possess  alimentary 
tracts  comparatively  free  from  bacterial  life.  Laboratory 
experiments  show  that  some  animals  {e.g.,  guinea-pigs)  may 
thrive  in  the  absence  of  intestinal  bacteria,  while  other  animals 
(chickens,  tad-poles,  turtles)  do  not  so  thrive,  indicating  that 
with  them  intestinal  bacteria  are  necessary  to  normal  nutrition. 
For  man  the  question  is  at  present  an  unsettled  one. 

According  to  Herter,  from  whose  writings  I  am  quoting  freely, 
the  real  significance  of  the  normal  intestinal  flora  probably  lies 
not  in  any  immediate  relation  to  processes  of  digestion,  but 
in  a  wholly  different  direction.     He  says,  "I  believe  the  chief 
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significance  of  the  obligate  intestinal  bacteria  {e.g.,  B.  lactis 
aerogenes,  B.  coli,  B.  bifidus)  lies  in  their  potential  capacity  for 
checking  the  development  of  other  types  of  organisms  capable 
of  doing  injury.  Under  ordinary  conditions  of  life,  in  temperate 
climates,  and  still  more  so  in  hot  ones,  a  human  being  is  liable 
to  take  into  the  alimentary  tract,  with  food  and  drink,  micro- 
organisms which  are  capable  of  doing  injury  if  they  find  oportunity 
to  multiply  in  the  digestive  tract.  Water,  milk,  cheese,  oyters, 
game,  preserved  and  fresh  meats,  etc.,  are  liable  to  contain 
injurious  bacteria.  Among  such  bacteria  are  pyogenic  strep- 
tococci and  staphylococci,  the  paratyphoid  bacilli,  typhoid 
bacilli,  the  dysentery  bacilli,  proteus  vulgaris,  and  the  spore- 
bearing  anaerobes — B.  putrificus  (Bienstock),  B.  aerogenes  cap- 
sulatus,  B.  botulinus,  etc." 

There  are  numerous  facts  which  point  to  well-defined  antagon- 
isms between  the  saprophytic  forms  of  bacterial  life  and  the 
representatives  of  the  colon  bacillus  group.  The  results  of 
inoculating  fecal  material  from  nurslings  and  bottle-fed  infants 
with  putrefactive  bacteria  point  to  the  existence  of  bacterial 
inhibitory  powers  on  the  part  of  the  fecal  flora  of  normal  infants. 
These  experiments  have  been  made  by  inoculating  and  incu- 
bating the  fecal  matter  of  normal  nurslings  and  also  mixtures 
of  the  material  with  nutrient  agar.  Some  organisms  especially 
those  occurring  normally  in  the  intestinal  tract  grow  better  upon 
a  mixture  of  the  infant's  feces  and  agar  than  upon  agar  alone; 
such  are  the  colon  bacilli,  B.  lactis  serogenes,  staphylococcus 
intestinalis,  streptococcus,  as  also  proteus,  the  paracolon  bacilli, 
and  B.  putrificus.  On  the  other  hand,  the  typhoid  and  dysentery 
bacilli  failed  to  grow  even  when  the  proportion  of  infant's  feces 
was  reduced  to  one  part  feces  to  400  parts  of  agar.  Sometimes 
Flexner's  dysentery  bacillus  failed  to  grow,  at  others  showed  a 
growth  on  media  containing  one  part  of  nursling  feces  and  100 
parts  of  agar.  No  difference  between  the  inhibitory  action  of 
the  feces  of  nurslings  and  bottle-fed  children  could  be  observed. 
With  the  feces  of  a  child  suffering  from  a  chronic  catarrhal  con- 
dition of  the  gastroenteric  tract  and  marasmus,  a  great  diminu- 
tion in  the  inhibitory  action  on  the  bacteria  was  observed. 

Experiments  made  with  meconium  showed  that  this  material 
held  no  bactericidal  substances.  On  the  contrary,  when  mixed 
with  agar  it  became  an  excellent  nutrient  medium  for  bacteria, 
although  by  itself  it  is  only  a  poor  medium  for  most  varieties. 

Bacteria  of  the  intestinal  tract  +hus  appear  to  possess  an 
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elective  antagonistic  action  against  foreign  types  of  micro- 
organisms. 

The  stools  and  the  contents  of  the  large  intestine  from  normal 
nurslings  number  among  their  inhabitants  the  following:  B. 
bifidus,  B.  coli,  B.  lactis  aerogenes,  B.  acidophilus,  B.  aerogenes 
capsulatus,  and  certain  intestinal  streptococci.  There  are  a 
number  of  less  constant  inhabitants  of  less  importance.  B. 
bifidus,  first  described  by  Tissier  in  1900  in  his  Paris  thesis,  is  the 
dominant  organism  of  the  nursling's  stool.  It  forms  lactic 
acid  on  sugar  media,  is  antiputrefactive,  and  does  not  attack 
proteids.  B.  aerogenes  capsulatus,  noted  as  being  present,  is  the 
most  important  representative  of  the  putrefactive  type  of  intes- 
tinal bacteria.  This  germ  is  commonly  spoken  of  in  the  United 
States  as  the  "gas  bacillus"  and  is  extremely  scarce  in  the  normal 
intestinal  flora  of  infants,  but  has  distinct  and  important  sig- 
nificance in  intestinal  disease,  sometimes  in  acute  cases,  but 
more  particularly  in  subacute  and  chronic  affections. 

The  location  in  the  intestinal  tract  of  these  various  bacteria 
is  a  subject  of  interest  as  we  are  thus  put  in  possession  of  knowl- 
edge as  to  the  different  forms  of  decomposition  that  are  possible 
at  different  levels  of  the  tract  in  health.  In  disease  the  decom- 
positions are  quite  different  from  the  normal.  The  number  of 
intestinal  bacteria  increases  gradually  from  above  downward 
in  the  small  intestine,  undergoing  a  sudden  and  extreme  increase 
at  the  level  of  the  cecum.  In  normal  nurslings  the  mouth 
contains  few  bacteria,  and  such  as  it  contains  are  for  the  most 
part  organisms  derived  from  the  skin  and  nipple — staphy- 
lococcus pyogenes  aureus,  bacilli  of  the  colon  group,  and  B. 
lactis  aerogenes.  In  the  stomach  the  number  of  bacteria  is  also 
small,  which  is  true  likewise  of  duodenum,  jejunum,  and  upper 
portion  of  ileum.  The  few  organisms  found  in  these  portions  of 
the  tract  are  chiefly  of  the  B.  coli  group  and  B.  lactis  aerogenes. 
In  the  lower  level  of  ileum  the  bacteria  become  more  and  more 
numerous,  while  in  the  cecum  and  appendix  the  number  is 
enormous.  In  lower  ileum  B.  coli  group  is  supplemented  by  B. 
bifidus,  while  in  the  cecum  bifidus  predominates.  Below  the 
cecum  bifidus  prevails,  to  be  present  in  almost  pure  culture  in 
descending  colon  and  rectum. 

The  concentration  of  bacteria  is  thus  seen  to  occur  normally 
in  the  region  from  lower  ileum  to  anus.  By  the  time  the  rectum 
is  reached  many  of  the  bacteria  have  become  dead  and  are  incap- 
able of  cultivation.     The  source  of  these  intestinal  bacteria  is 
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primarily  through  the  mouth,  the  stomach  and  intestinal  juices 
offering  less  resistance  to  the  passage  of  bacteria  downward, 
than  is  the  case  in  adults.  B.  bifidus  is  believed  to  gain  entrance 
through  the  anus  only,  and  to  come  from  the  air.  These  organ- 
isms are  found  in  the  meconium  which,  as  stated,  is  a  poor  culture 
medium,  yet  to  it  may  be  attributed  the  physiological  function 
of  excluding  foreign  bacteria  and  favoring  those  organisms 
destined  to  become  the  permanent  inhabitants  of  the  digestive 
tract. 

In  general  it  may  be  said  that  the  number  of  bacterial  forms 
present  in  the  digestive  tract  of  children  nourished  with  cow's 
milk  is  considerably  greater  than  in  the  case  of  breast-fed  chil- 
dren. This  is  true  even  where  children  are  fed  on  cow's  milk  that 
has  been  heated  by  boiling  or  by  pasteurization.  And  the 
difference  in  number  is  even  greater  in  those  cases  where  heating 
has  not  been  practised,  since  this  procedure  destroys  a  large 
portion  of  the  bacteria  present  in  the  milk  and  especially  the  lactic 
acid  producers.  Where  heating  has  been  employed  the  increase 
in  the  number  of  bacteria  in  the  digestive  tract  as  compared 
with  the  number  of  varieties  present  in  the  intestine  of  breast- 
fed children  is  dependent  at  least  in  part  upon  the  presence  of 
anaerobic  bacteria  or  facultative  varieties  capable  of  forming 
spores.  The  importance  of  this  fact  has  to  do  not  so  much  with 
the  numbers  of  bacteria  introduced  in  the  cow's  milk,  but  with 
their  pathogenicity.  Milk  may  contain  the  bacilli  of  typhoid 
fever  and  dysentery  as  well  as  other  injurious  forms,  notably 
streptococci  and  the  putrefactive  anaerobes. 

In  the  bottle-fed  baby  B.  bifidus  is  not  the  predominant 
microbe  of  the  colon  as  in  the  nursling,  but  the  place  of  predomi- 
nance is  occupied  by  organisms  of  the  B.  coli group.  There  are 
several  forms  of  bacteria  present  in  the  large  intestine  which  are 
capable  of  dissolving  and  peptonizing  casein,  and  these  forms  are 
distinctly  more  abundant  in  bottle-fed  children  than  in  the 
nursling.  The  products  of  intestinal  decomposition  in  normal 
nurslings  are  remarkably  small  in  amount  when  we  consider  the 
large  numbers  of  bacteria  that  inhabit  the  lower  part  of  the  intes- 
tinal tract.  These  products  are  somewhat  higher  than  in  the 
case  of  bottle-fed  children. 

The  bacteria  in  the  digestive  tract  in  childhood  constitute  the 
same  types  as  during  infancy  with  B.  bifidus  much  less  numer- 
ous, and  additional  types  of  bacteria  more  numerous,  especially 
the  putrefactive  anaerobes  (the  gas  bacillus  and  B.  putrificus). 
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but  the  number  of  these  is  still  small  as  are  also  the  putrefactive 
processes  in  the  intestine. 

Surprisingly  little  is  known  about  the  influence  of  different 
classes  of  food  upon  the  nature  of  the  microorganisms  in  the 
digestive  tract  and  we  are  yet  largely  without  the  help  which  this 
knowledge  would  afiford  the  intelligent  use  of  dijQferent  types  of 
foods  for  the  control  of  pathological  conditions.  Such  changes 
in  the  bacteria  as  may  be  wrought  by  alteration  in  the  diet  are 
thought  to  be  only  temporary,  however.  Hilgerman  has  shown 
that  the  intestinal  mucosa  is  much  more  permeable  to  some 
bacteria  during  the  period  of  infancy  than  in  later  life  and  he  is 
inclined  to  believe  with  Behring  that  the  mucous  membrane 
is  lacking  at  this  period  in  natural  protective  substances  capable 
of  hindering  the  penetration  of  bacteria. 

In  the  words  of  Metchnikoff,  "the  science  of  bacteriology  has 
clarified  the  problem  of  so  many  of  the  most  varied  infectious 
diseases,  while  it  is  powerless  to  answer  questions  relating  to  the 
most  part  of  affections  of  the  digestive  tube"  of  which  only 
Asiatic  cholera  and  bacillary  dysentery  are  definitely  understood 
as  to  their  etiology.  But  upon  the  subject  of  cholera  nostras, 
of  infantile  cholera,  and  of  so  many  other  acute  and  chronic 
diseases  of  the  organs  of  digestion  (enteritis,  appendicitis,  colitis) 
our  knowledge  remains  in  an  astonishing  state  of  imperfection. 
And  yet  these  diseases  present  a  high  degree  of  importance, 
because  the  state  of  the  digestive  tube  is  reflected  throughout 
the  entire  organism  and  influences  the  skin,  the  circulatory 
system,  and  the  apparatus  of  excretion,  and  even  exerts  a  mani- 
fest action  upon  the  nervous  system  and  on  the  psychic  life. 

And  Tissier,  who  has  devoted  so  much  study  to  intestinal  dis- 
eases of  children,  says,  "The  etiology  of  gastroenteritis  of  the 
infant  is  even  at  the  present  time  quite  little  known."  Escherich, 
the  well-known  pediatrist  of  Graz,  during  his  search  for  the  cause 
of  infantile  diarrhea,  that  disease  which  holds  first  rank  as  a  factor 
in  human  mortality,  first  described  the  colon  bacillus  and  B. 
lactis  aerogenes,  but  failed  to  find  the  exciting  cause  of  athrepsia, 
although  he  describes  as  "blue  bacillosis",  because  the  bacilli  are 
Gram-positive,  a  peculiar  form  of  diarrhea. 

The  colon  bacillus,  after  a  period  of  much  blame,  has  come  to 
hold  a  place  of  secondary  importance;  streptococci  and  staphylo- 
cocci to  which  much  has  been  attributed,  have  not  been  estab- 
lished as  causes.  Lesage  has  described  a  bacillus  of  green  diar- 
rhea.     In   fetid   stools   many  investigators,  including  especially 
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Booker  and  Brudzinski,  have  found  B.  proteus  quite  constantly- 
The  gas-bacillus  of  Welch  and  Nuttall  was  found  by  Tissier  in 
acute,  green,  frothy  diarrhea  of  infants,  while  Herter  regards 
it  as  an  etiologic  factor  more  particularly  in  subacute  and  chronic 
intestinal  diseases.  Metchnikoff  regards  its  etiologic  r61e  as 
probable,  but  does  not  regard  it  as  proven.  He  says  further, 
"It  is,  then,  extremely  probable  that  in  a  great  number  of  intes- 
tinal diseases,  their  principal  symptoms,  diarrhea  and  constipa- 
tion, have  their  cause  in  some  microbe  installed  in  the  digestive 
tube.  Only  for  the  present,  the  nature  of  these  microbes  as  also 
their  pathogenic  role  are  far  from  being  known  in  a  satisfactory 
manner." 

Attention  was  called  above  to  the  fact  that  normally  B.  bifidus 
is  the  predominant  organism  of  the  intestine  in  the  case  of  nurs- 
lings, w^hile  in  bottle-fed  babies  it  is  somewhat  exceeded  by  the 
colon  bacillus,  and  in  childhood  its  numbers  are  still  less  as 
compared  to  other  organisms.  In  November,  1908,  a  mono- 
graph appeared  by  Herter,  "Infantilism,"  based  on  ten  cases, 
studied  by  himself  and  Holt.  The  following  are  some  of  his 
conclusions; 

1.  "There  is  a  pathological  state  of  childhood  marked  by  a 
striking  retardation  in  growth  of  the  skeleton,  the  muscles,  and 
the  various  organs  and  associated  with  a  chronic  intestinal  infec- 
tion characterized  by  the  overgrowth  and  persistence  of  bac- 
terial flora  belonging  normally  to  the  nursling  period. 

2.  "The  chief  manifestations  of  intestinal  infantilism  are 
arrest  in  the  development  of  the  body;  maintenance  of  good 
mental  powers,  and  a  fair  development  of  the  brain;  marked 
abdominal  distention;  a  slight  or  moderate  or  considerable 
degree  of  simple  anemia;  the  rapid  onset  of  physical  and  mental 
fatigue;  irregularities  of  intestinal  digestion  resulting  in  frequent 
diarrheal  seizures.  Clinical  features  of  secondary  importance 
are  excessive  appetite,  various  minor  signs  of  nervous  instability, 
a  subnormal  temperature,  cold  hands  and  feet,  and  slight  signs 
of  rickets. 

3.  "A  study  of  the  bacterial  flora  of  the  intestinal  tract  in 
cases  of  infantilism  shows  that  the  dominant  bacteria  of  the 
upper  and  lower  colon  and  probably  of  the  ileum  are  largely 
Gram-positive  organisms  belonging  to  the  groups  of  organisms 
which  may  be  designated  as  the  B.  bifidus  type,  the  B.  infantilis 
type,  and  the  coccal  type.  .  .  .  Noteworthy  is  the  absence  of 
organisms  of  the  B.  coli  and   B.  lactis  aerogenes  type  not  only 
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from  the  feces,  but  from  material  collected  through  the  use  of  a 
catha;rtic.   .  .  . 

4.  "Among  the  urinary  expressions  of  the  bacterial  state 
associated  with  intestinal  infantilism  is  to  be  constantly  found 
an  excess  of  putrefactive  products  of  intestinal  origin.  Promi- 
nent among  these  are  indican  and  phenol  compounds.  At  times 
indol-acetic  acid;  at  others  the  aromatic  oxyacids."   .  .  . 

Pathologically,  beside  retardation  of  growth  he  has  found  a 
chronic  inflammation  located  in  the  ileum  and  colon  and  asso- 
ciated with  the  presence  of  abnormal  forms  of  bacteria.  He 
attributes  to  abnormal  putrefactive  products  of  intestinal  origin  a 
chronic  intoxication  which  affects  the  central  nervous  system 
and  muscles.  During  convalescence  the  infantile  organisms  are 
gradually  replaced  by  the  types  of  intestinal  organisms  of 
normal  children,  to  reappear  in  ascendency  during  relapses 
which  are  very  common  in  the  disease. 

12.  "A  permanently  undersized  individual  is  the  outcome, 
even  in  the  most  favorably  progressing  instances,  of  the  severe 
form  of  infantilism.  This  condition  is  not  incompatible  with  a 
fair  degree  of  mental  development." 

Attention  may  be  called  to  the  "phenomenon  of  substitution," 
by  which  is  meant  that  in  conditions  of  disease  different  forms 
of  bacteria  may  replace  permanently  or  temporarily  the 
normal  intestinal  flora.  It  now  appears  established  that  i 
per  cent,  to  2  per  cent,  of  typhoid  patients  become  bacillus  car- 
riers, in  whom  after  convalescence  the  typhoid  bacilli  constitute 
the  prevailing  organism  of  the  intestinal  flora  over  the  normal 
type.  It  is  asserted  that  an  individal  may  likewise  become  a 
carrier  of  dysentery  bacilli.  In  other  diseases  foreign  or  normal 
types  of  bacteria  have  been  shown  to  predominate  over  the  types 
usually  predominating  in  the  intestinal  flora  of  health,  namely, 
the  colon  bacillus  and  the  B.  lactis  o^rogenes  groups. 

In  this  paper  I  cannot  discuss  the  large  subject  of  autoin- 
toxication which  is  closely  related,  for  it  is  well  established  that 
intestinal  bacteria  may  produce  unquestionably  harmful  sub- 
stances, such  as  butyric  acid,  acetic  acid,  phenol,  hydrogen 
sulphid,  ammonia,  and  others. 

The  idea  that  in  diseases  of  the  intestine  bacteria  must  play  an 
important  part  has  suggested  efforts  to  prevent  or  cure  these 
diseases  by  the  use  of  harmless  bacteria.  Escherich,  the  author 
of  the  first  systematic  work  upon  the  intestinal  flora  of  infants, 
called  attention  to  the  antagonism  between  acid  fermentation 
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and    putrefaction    or    "alkaline    fermentations."     To    combat 
putrefaction  he  proposed  to  administer  carbohydrate  food,  such 
as  lactose,  or  to  add  to  the  nourishment  cultures  of  bacteria- 
producing  acid.     In    1898   de  Jager  expressed   the   idea   thus: 
"Abnormal    fermentations    cannot    be    combated    by    sterilized 
food.      Bacteriology    teaches    us    two    means    for    doing    this: 
change  of  nutritive  media  or  administration  of  an  inoffensive 
bacterium."     In  carrying  out  the  latter  plan  he  gave  to  infants 
whey  of  soured  milk  containing  a  great  number  of  living  microbes. 
In  the  same  year,  1898,  Quincke,  having  found  intestinal  antisep- 
sis of  slight  value,  spoke  of  the  use  of  beer  yeast,  having  found 
it  to  be  often  efficacious  against  acute  and  chronic  diarrheas 
and  other  troubles  associated  with  an  increase  of  indican  in  the 
urine,  and  was  successful  in  diminishing  or  eliminating  in  this 
way  this  product  of  intestinal  putrefaction.      Roos  found   the 
administration  of  living  or  dead  yeasts  to  relieve  constipation, 
while  cultures  of  colon  bacilli  on  agar  inclosed  in  keratinized 
capsules  for  administration   have   a  laxative  value  when  taken 
in  the  living  state.      Brudzinski,  in  1900,  in  Escherich's  pediatric 
clinic,  after  finding  a  fairly  constant  association  of  B.  proteus 
in  fetid  stools  of  infants,  administered  to  some  of  his  patients 
with  marked  success  pure  cultures  of  B.  lactis  aerogenes  which 
had  been  found  by  Baginsky  to  arrest  in  vitro  the  development 
of  proteus.      B.  lactis  aerogenes  has  been  frequently  referred  to  in 
this  paper  as  a  normal  inhabitant  of  the  intestine;  it  possesses 
an  ability  even  greater  than  the  colon  bacillus  to  ferment  sugars 
with  the  formation  of  lactic  acid  and  gas.      Brudzinski  inocu- 
lated 10  c.c.  of  sterile  whey  with  B.  lactis  serogenes  and  kept  it 
twenty-four  hours  in  the  incubator;  these  10  c.c.  of  pure  culture 
in  whey  were  added  to  each  feeding  immediately  before  it  was 
given.     Soon  after  the  administration  of  this  mixture,  the  fetid 
odor  and  proteus  disappeared  from  the  stools,  and  improvement 
followed.     One  infant  was  almost  moribund  at  the  beginning  of 
treatment,  and  yet  after  ingestion  of  cultures  of  B.  lactis  sero- 
genes the  stools  lost  their  fetor,  B.  proteus  and  B.  pyocyaneus 
disappeared,  and  the  child  recovered.     In  a  case  of  dysentery 
in  a  child,  proteus,  not  found  at  first,  in  a  day  or  two  was  abund- 
ant, so  he  came  to  regard  this  organism  of  secondary  importance 
etiologically  and  its  presence  in  the  stools  as  due  to  especially 
favoring  conditions  for  its  development  offered  by  the  inflam- 
matory products  of  the  intestinal  wall. 

Tissier  used  successfully  in  the  treatment   of  intestinal   diar- 
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rheas  of  children  a  symbiosis  of  B.  bifidus  and  B.  acidi  paralactici 
grown  in  peptone-lactose  solution,  and  claims  to  have  effected 
a  true  return  to  the  normal  flora  of  the  intestine  by  their  adminis- 
tration. "The  digestive  troubles  and  general  symptoms  im- 
prove. Constipation  or  diarrhea  ceases.  Tongue  clears.  Urine 
contains  no  more  indoxyl  sulphate.  The  symptoms  of  auto- 
intoxication—  cardiovascular,  pulmonary,  articular,  nervous — 
disappear,  but  more  slowly."  He  used  a  diet  very  low  in  animal 
proteid  and  had  his  patients  drink  a  solution  of  lactose  from 
time  to  time  during  the  day,  in  order  to  furnish  these  bacteria 
suitable  nutritive  material  for  their  further  multiplication  in  the 
intestine. 

Metchnikoff  has  in  the  last  few  years  given  great  emphasis  to 
the  antagonistic  value  of  harmless  lactic  acid  producers  to  some 
of  the  bacteria  found  in  the  intestine,  the  cause  of  abnormal  pu- 
trefactions and  disease  conditions  there.  He  calls  attention 
to  the  ancient  use  of  soured  milks  as  a  food  and  their  wide  use  to- 
day in  many  countries,  including  Russia,  Turkey,  parts  of  Asia 
and  of  Africa.  These  curdled  milks  are  prepared  from  the  milk 
of  cows,  mares,  buffaloes,  sheep,  goats,  or  camels,  and  in  different 
countries  have  different  names,  such  as  koumiss,  kefir,  leben,  ya- 
hourth,  etc.  These  have  proven  not  only  good  foods,  but  have 
been  found  of  value  in  disease  of  the  digestive  tract  and  kidneys 
and  in  pulmonary  tuberculosis.  Their  chief  value  is  thought  to 
result  from  the  lactic  acid  fermentation  which  produces  them, 
while  some  are  open  to  the  objection  that  an  alcoholic  fermenta- 
tion also  occurs,  due  to  certain  yeasts  in  the  ferment  added  to  the 
milk. 

He  has  advocated  especially  the  use  of  B.  bulgaricus  because 
it  is  believed  to  be  the  most  energetic  producer  of  lactic  acid 
known,  and  is  the  chief  organism  in  yahourth  or  Bulgarian  sour 
milk.  One  of  its  advantages,  according  to  Metchnikoff,  besides 
being  antiputrefactive,  is  its  antagonism  to  the  colon  bacillus, 
which  he  regards  as  an  enemy  constantly  present  with  us,  be- 
cause of  its  putrefactive  powers  exercised  not  in  attacking  native 
proteids,  but  peptones,  and  giving  rise  to  phenols,  mercaptan,  and 
hydrogen  sulphid  which  are  injurious.  The  gas  bacillus,  or  B. 
aerogenes  capsulatus,  is  regarded  as  of  prime  importance  in  intes- 
tinal putrefaction  and  as  an  etiologic  factor  in  enteritis  of  infants 
and  adults.  The  gas  bacillus  and  the  colon  bacillus  live  well 
together  and  abet  each  other  in  putrefaction. 

B.  bifidus,  the  predominating  germ  in  normal  nurslings' intes- 
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tines,  is  a  lactic  acid  former  which  likewise  antagonizes  the  colon 
bacillus. 

Workers  in  Metchnikoff's  laboratory  have  studied  the  changes 
in  milk  produced  by  B.  bulgaricus  and  found  that  it  makes  25 
grams  of  lactic  acid  per  liter.  Other  acids  are  present  in  in- 
significant traces,  but  it  does  not  produce  alcohol  nor  acetone 
nor  break  up  proteids.  When  the  milk  is  fermented  by  it  alone, 
fats  are  attacked  somewhat  and  an  impleasant  taste  results. 
He  therefore  advises  its  use  with  B.  acidi  paralactici  to  prevent 
this.  Milk  curdled  by  these  organisms  in  symbiosis  contains 
only  10  grams  of  lactic  acid  per  liter.  Moreover,  a  large  pro- 
portion, 38  per  cent.,  of  the  casein  is  rendered  soluble  during  the 
fermentation,  and  68  per  cent,  of  the  phosphate  of  lime  is 
likewise  rendered  soluble.  The  fats  are  not  affected  and  the 
curdled  milk  possesses  a  rather  pleasant  sour  flavor. 

Use  of  milk  fermented  in  this  way  is  said  to  cause  the  disap- 
pearance of  the  fetid  odor  from  the  stools,  and  the  disappearance 
or  a  marked  diminution  of  indican  from  the  urine.  The  amount 
of  indican  in  the  urine  is  regarded  as  the  best  means  we  have  of 
determining   the   intensity   of   intestinal   putrefaction. 

Gregoff  has  reported  sixteen  cases  attacked  with  subacute  or 
chronic  diarrhea  due  to  intestinal  disease,  in  eleven  of  whom 
improvement  or  cure  was  obtained  by  means  of  the  curdled 
milk.  Treatment  by  other  means  had  not  been  successful  in  some 
of  the  cases.  The  indican  of  the  urine  was  diminished.  He 
treated  some  cases  of  constipation  successfully  the  same  way. 

Combe,  in  his  book  on  intestinal  autointoxication,  speaks  of 
investigations  on  the  action  of  soured  milk  against  putrefaction 
undertaken  in  his  clinic,  but  he  had  not  obtained  definite  results. 

Wegele  has  reported  the  value  of  Bulgarian  milk  in  diseases  of 
the  stomach  first  as  a  desirable  food  and  because  of  the  value 
of  the  lactic  acid  as  taking  the  place  of  hydrochloric  acid  deficient 
in  chronic  gastric  catarrah,  and  in  achylia  gastrica  where  diar- 
rhea frequently  occurs. 

Klotz  failed  to  get  results  in  the  treatment  of  acute  disease 
in  infants.  He  found  it  of  distinct  value  in  malnutrition  with 
atrophy.  Several  infants  who  made  poor  progress  with  breast- 
feeding, buttermilk,  and  with  modified  milk,  reacted  well  with 
curdled  milk  or  modified  milk  containing  the  lactic-acid  bacilli. 
To  make  the  test  severe  he  used  the  treatment  in  bad  cases. 
Klotz  further  cites  the  case  of  an  infant  with  a  very  severe  eczema 
of  the  face.     During  three  months  of  treatment  he  obtained  no 
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result,  when  he  began  the  use  of  curdled  milk  and  produced  a 
cure  in  three  weeks. 

In  his  paper  before  the  American  Pediatric  Society  last  May, 
1908,  on  modern  laboratory  feeding.  Dr.  Rotch  made  place  in 
his  proposed  prescription  blank  for  lactic  acid  bacilli  to  be  used, 
first,  for  the  therapeutic  value  of  the  lactic  acid  which  the  growth 
of  these  bacilli  in  milk  produces  and  which  is  helpful  in  the 
"digestion  of  proteids;"  when  this  is  the  only  aim  the  bacilli 
are  to  be  killed  by  heat  when  the  proper  degree  of  acidity  has  re- 
sulted. According  to  Rotch,  0.25  per  cent,  of  lactic  acid  just 
curdles  milk;  0.50  per  cent,  gives  a  thick  curdled  milk;  while  0.75 
per  cent,  separates  the  milk  into  curds  and  whey.  When  the 
bacilli  are  used  for  their  antiputrefactive  value,  they  must  be 
administered  in  the  living  state.  Rotch  says:  "Dr.  Dunn  can 
show  case  after  case  where  lactic-acid  feeding  has  not  been  un- 
availing. These  cases  have  done  better  than  any  set  of  cases 
that  we  have  previously  treated." 

In  conclusion  I  would  say  that  the  use  of  lactic  acid  bacilli 
is  far  from  resting  on  a  scientific  basis  at  the  present  time.  Much 
more  investigation  will  be  required  to  determine  their  value  and 
their  limitations.  Herter  says  that  he  is  investigating  the 
question  systematically,  and  those  interested  can  look  forward 

to  his  contribution  to  the  subject. 
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The  advances  in  obstetrics  during  the  past  decade  have  been 

chiefly  in  operative  procedure  upon  the  mother.     While  I  do 

not  wish  to  detract  from  the  prestige  of  Cesarean  section,  pubi- 

otomy,  symphysiotomy,  and  vaginal  Cesarean  section,  I  do  believe 

that  progress  along  one  other  line,  if  not  neglected,  has  at  least 

not  been  developed  to  the  level  of  the  surgical  measures  upon  the 

mother.     Surgery  upon  the  infant  has  been  neglected  in  the 

brilliancy  of  other  achievements  in  the  surgical  field.     It  has 

occurred  to  me  that  in  our  zeal  to  deliver  a  living  child,  we  have 

lost  sight  of  the  fact  that  the  ideal  condition  is  not  fulfilled  unless 

the  offspring  is  healthy  and  has  the  right  to  live.     Physically, 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society   Nov.  6, 
1908. 
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surely,  all  men  are  not  born  equal,  and  it  is  often  a  pelvis  or 
forceps  that  shapes  our  ends.  It  is  to  the  question  of  injuries 
to  the  fetal  head  during  labor  that  I  wish  to  invite  your  attention. 

The  head  bears  the  brunt  of  the  labor.  Upon  good  authority, 
Holt(i),  it  is  stated  that  not  less  than  one-third  of  the  deaths  of 
infants  which  occur  during  parturition  are  caused  by  cerebral 
hemorrhage.  It  is  generally  conceded  by  pediatricians  and 
obstetricians  that  rapid  as  well  as  tedious  labor  is  a  potent 
factor  in  compressing  the  fetal  head,  and  in  precipitate  labor, 
serious  injury  may  be  done  the  child  by  contact  with  the  floor, 
sidewalk,  etc.  Tedious  labor  involves  tremendous  pressure 
and  perhaps  excessive  flexion  or  extension,  causing  constriction 
of  the  veins  of  the  neck  and  consequent  engorgement  of  the 
cerebral  sinuses.  Long  forcible  contraction  of  the  uterus 
probably  increases  the  blood-pressure  by  exerting  a  positive 
peripheral  pressure  upon  the  fetus. 

Instrumental  delivery,  especially  the  low  or  medium  forceps 
operation,  deserves  less  blame  than  is  generally  ascribed  to  it. 
The  high  forceps  cases  suffer  the  greatest  amount  of  injury  and 
the  morbidity  is  well  recognized.  It  is  difficult  to  accurately 
estimate  the  force  exerted  upon  a  fetal  head,  and  while  the 
amount  of  compression  by  forceps  per  se  may  be  slight,  in  trac- 
tion through  a  narrow  pelvis  we  have  the  principles  of  a  wedge 
put  into  operation,  and  the  actual  compression  on  the  parietal 
eminences  b}-  forceps  blades,  especially  should  they  not  have 
been  perfectly  applied,  is  necessarily  great.  I  have  attempted 
to  approximate  this  in  a  crude  way,  for  crude  it  must  be  as  we 
cannot  duplicate  the  living  pelvis  or  the  fetal  head.  I  placed  a 
Sargent  dynometer  between  the  blades  of  forceps  and  attempted 
to  deliver  the  instrument  through  an  improvised  pelvis,  and 
did  so  with  less  exertion  than  is  usually  required  in  an  actual 
living  case.  The  dynometer  registered  tw^enty-five  pounds. 
By  diminishing  the  outlet  of  the  imitation  pelvis,  more  traction 
was  necessary  and  the  effort  usually  required  to  deliver  a  child 
registered  from  sixty-five  to  seventy  pounds.  With  very  great 
resistance,  the  compression  runs  up  to  155  pounds. 

Hemorrhage  is  the  principal  result  of  brain  injury  at  parturi- 
tion. It  is  usually  from  the  arachnoid  and  pia,  and  therefore 
under  the  dura,  and  probably  as  often  basilar  as  cortical.  It  is 
unusual  to  find  the  extravasation  wdthin  the  cerebrum.  The 
quantity  of  the  effusion  varies  from  a  dram  to  several  ounces, 
and  as  a  rule  is  spread  out  in  a  thin  layer,  extending  at  times 
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over  the  entire  hemisphere.  Hemorrhage  is  caused  by  direct 
pressure  and  rupture  of  the  small  veins,  but  it  may  follow  rupture 
of  the  longitudinal  sinus  from  overlapping  of  the  parietal  bones. 
With  fracture  of  the  vault,  epidural  hemorrhage  is  likely  to 
occur,  in  fact,  the  vessels  of  the  dura  are  rarely  damaged  without 
fracture.  Continued  high  intracranial  pressure  retards  the 
venous  circulation,  and  thrombosis  of  the  sinuses  is  not  uncom- 
mon. Edema  of  the  brain  is  also  a  possibility.  Pressure  of  the 
forceps  blade  may  be  so  intense  as  to  cause  a  depressed  fracture 
or  an  indentation  of  the  vault.  Newton  (2)  reports  such  a  case 
with  operation  and  recovery.  In  this  instance  the  depression 
was  I  1/2  X  2  3/8  inches  over  the  left  parietal  bone,  and  forceps 
were  not  used. 

It  is  at  least  interesting  to  note  the  relation  of  forceps  to 
mortality  of  the  fetus.  From  a  compilation  by  Dr.  Julian  M. 
Cabell(3),  of  the  records  of  Columbia  Hospital  from  1874  to  1904, 
comprising  5 ,760  cases,  forceps  (high,  medium,  and  low  not  always 
specified)  were  applied  236  times,  and  in  twenty-four  of  these 
cases  no  mention  is  made  of  the  child's  condition  or  even  whether 
it  survived;  but  considering  such  cases  as  having  recovered,  I 
found  that  twenty-four  died  within  a  month  and  thirty-four  were 
still-born,  a  mortality  of  10.2  per  cent,  and  14.9  per  cent.,  re- 
spectively, or  25.1  per  cent,  collectively.  I  would  not  interpret 
these  statistics  to  mean  that  one-fourth  of  the  infant  mortality 
is  due  to  forceps,  because  unquestionably  the  fetus  was  dead 
before  delivery  was  attempted  in  some  cases,  while  in  others 
death  may  have  been  purely  coincident  with  and  not  dependent 
upon  instrumental  delivery.  But  these  figures  indicate  that 
forceps  make  an  impression  upon  infant  morbidity  and  mor- 
tality and  must  be  reckoned  with. 

Williams(4)  holds  that  the  high  forceps  operation  is  attended 
with  a  very  high  fetal  mortality. 

Aside  from  the  immediate  effects  of  the  hemorrhage,  we  find 
the  blood-clots  later  replaced  by  fibrous  tissue  slowly  organized 
or  succeeded  by  single  or  disseminated  cavities,  known  as  por- 
encephalitis. The  presence  of  a  large  clot  prevents  the  normal 
development  of  the  brain,  and  atrophy  and  shallow  convolutions 
are  unwelcome  inheritances,  giving  rise  in  early  life  to  imbe- 
cility, arrested  development  or  athetosis. 

The  symptoms  of  intracranial  hemorrhage  lack  the  distinctive- 
ness of  the  same  condition  in  the  adult,  yet  are  sufficiently 
characteristic  for  a  positive  diagnosis.     A  prominent  and  very 
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reliable  symptom  is  convulsions.  These  may  be  unilateral, 
bilateral,  tonic  or  clonic  and  appear  from  the  first  to  the  third 
day,  rarely  as  late  as  the  sixth.  McNutt(5)  states  that  general 
convulsions  are  seen  in  the  vertex  presentations,  while  local 
spasms  are  more  likely  to  be  associated  with  breech  cases.  There 
may  be  one  or  many.  Twdtching  of  the  muscles  may  precede 
the  spasms.  The  convulsions  may  be  the  forerunner  of  mono- 
plegia or  hemiplegia,  while  at  other  times  the  onset  of  paralysis 
is  insidious.  Paralysis  is  more  common  in  the  breech  than  in 
the  vertex  cases.  Death  may  follow^  the  motor  disturbances,  or 
the  paralysis  may  be  succeeded  by  spasticity  of  the  muscles  with 
increased  reflexes. 

Turnbull(6)  reports  a  case  in  which  labor  occupied  three  days 
and  forceps  were  eventually  used.  The  position  was  L.  O.  A. 
The  child  was  apparently  healthy.  Twenty-four  hours  later 
it  cried  strangely,  had  a  tonic  convulsion  involving  the  entire 
body;  the  pupils  were  equal  but  moderately  contracted,  and  no 
squint  was  present.  The  respirations  were  irregular  and 
stridulous,  deglutition  was  imperfect.  The  sHghtest  movement 
of  the  child  or  lightest  sound  caused  renewed  crying  and  con- 
vulsions. Coma  and  death  followed  twenty-one  hours  after  the 
onset  of  the  first  symptom.  At  the  necropsy  no  fracture  was 
found.  The  base  of  the  skull  on  both  sides,  but  chiefly  on  the 
left,  was  filled  with  dark  fluid  blood  and  blood-clot  as  high  as  the 
level  of  the  Sylvian  fissure.  No  trace  of  a  ruptured  vessel  could 
be  found.  The  lateral  ventricles  were  distended  with  clear 
fluid.  Pressure  of  effused  blood  on  the  veins  of  Galen  and 
cranial  sinuses  had  given  rise  to  edema  of  the  brain  and  internal 
hydrocephalus. 

The  asphvxia  of  the  new-born  is  more  frequently  ascribed  to 
pulmonary  than  circulatory  pathology,  yet  intracranial  hemor- 
rhage during  parturition  stands  in  the  r61e  of  a  prominent 
etiological  factor.  Cheyne-Stokes  breathing  is  often  present, 
but  frequently  an  irregular  type  is  substituted.  The  pulse  is 
relativelv  slow%  less  than  a  hundred,  firm  and  bounding.  I  have 
not  had  an  opportunity  to  note  the  blood-pressure  in  these 
cases.  From  observation  in  a  hmited  number  of  normal  infants, 
irrespective  of  color  and  sex,  all  less  than  twenty-one  days  old,  I 
found  the  blood-pressure  (Riva  Rocca)  to  average  56— the 
highest  80,  in  an  infant  of  sixteen  days,  which  was  crying 
frantically  at  the  time,  and  the  lowest  43.  in  a  female  of  sixteen 
days,  weighing  6.5    pounds.     One   breech    case    and    one    mid- 
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forceps  case  were  among  the  number,  but  both  were  near  the 
average.  The  presence  of  plus  blood -pressure  in  intracranial 
hemorrhage  in  the  adult  is  rather  a  constant  symptom,  and 
theoretically,  at  least,  should  be  found  in  similar  conditions  in 
early  life.  Tense  fontanelles,  without  pulsation,  is  an  additional 
symptom,  w^hich,  in  conjunction  with  the  above  enumerated 
signs,  confirm  the  diagnosis. 

Seitz(7)  lays  great  stress  upon  the  constant  screaming  of  the 
infants  as  a  valuable  sign.  The  crying  is  not  of  the  usual  type  of 
early  life,  but  is  an  almost  incessant  effort.  He  points  to  vomit- 
ing, failure  to  suckle,  and  lividity  as  corroborative  symptoms. 

Dercum(8)  reports  a  case  of  local  pachymeningitis  hemorrhagica 
in  which  bulging  of  the  eye  and  the  Gorden  reflex  were  present. 
This  reflex  is  obtained  by  striking  or  stroking  the  gastrocnemius 
at  its  insertion  into  the  tendon,  causing  extension  of  the  toes. 

What  is  the  future  for  cases  that  do  recover  from  the  im- 
mediate effects  of  intracranial  hemorrhage?  We  may  look  for 
slight  or  marked  arrested  mental  or  physical  development  or 
even  imbecility.  On  the  other  hand.  Little's  disease  may 
appear,  which  he  defines  as  "spastic  rigidity  of  the  limbs  of  the 
new-born."  Athetosis  is  a  symptom  that  is  not  infrequent,  and 
there  is  no  question  in  my  mind  whatsoever  that  not  a  small 
percentage  of  the  defects  in  our  asylums  are  examples  of  intra- 
cranial hemorrhage  at  birth. 

The  prognosis  of  intracranial  hemorrhage  of  the  new-born  may 
properly  be  classified  as  immediate  and  remote. 

The  mortality  in  the  first  ten  days  is  high.  In  Seitz's(9)  series  of 
twentv-three  cases  but  five  recovered,  of  which  number  one  has 
since  died  and  another  is  an  imbecile.  This  is  the  largest  number 
recorded  by  any  single  observer,  and  his  mortality  was  more 
than  78  per  cent. 

Recovery  from  the  acute  condition  does  not  warrant  a  roseate 
prognosis.  Seeds  have  been  sown  for  slower  but  irreparable 
changes.  In  the  wake  of  intracranial  hemorrhage  is  left  the 
defective  intellectuality  of  the  epileptic,  the  pervert,  degenerates, 
imbeciles,  and  idiots.  It  is  beyond  dispute  that  milder  cases  rhay 
completely  recover,  but  in  the  pronounced  type  the  prognosis  of 
the  ultimate  result  must  bs  purely  conjecture. 

We  have  not  found  a  panacea  for  this  affection,  but  a  better 
understanding  of  the  condition  warrants  the  belief  that  the  mor- 
tality can  be  materially  decreased.  Operative  measures  point 
the  wav  in  which  we  can  accomplish  this  by  removal  of  the  clot 
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and  consequent  pressure  and  by  the  control  of  hemorrhage. 
Very  few  cases  have  been  given  the  benefit  of  this  rational  treat- 
ment. In  the  largest  series  of  cases  in  America,  nine  were 
operated  upon  with  four  recoveries  (Gushing  (lo)),  a  mortality  of 
44.5  per  cent,  or  a  reduction  of  33  per  cent,  in  the  death  rate 
over  the  nonoperative  treatment.  While  the  number  of  cases 
is  few,  yet  the  results  are  so  encouraging  that  operative  inter- 
ference must  become  popular. 

Early  operation  gives  the  best  results,  and,  contrary  to  the 
general  opinion,  infants  stand  the  operation  well.  The  head  is 
shaved  and  cleansed  and  chloroform  administered.  A  large 
horse-shoe  flap  is  cut  base  down  over  the  parietal  bone,  through 
skin,  muscle,  fascia,  and  periosteum,  then  these  tissues  are  slightly 
elevated  along  the  incision  to  admit  the  introduction  of  bone 
cutting  forceps  at  the  coronal  suture.  Some  operators  remove  a 
button  of  bone  with  a  trephine,  then  cut  the  soft  bone  with 
scissors.  Gushing  elevates  the  edge  of  the  parietal  bone  and  cuts 
the  osseous  flap  with  a  specially  constructed  forceps.  The  bone 
flap  is  broken  across  the  base,  and  turned  back  with  the  skin 
and  fascia.  If  a  hemorrhage  exists,  the  translucent  dura  appears 
bluish-black.  The  dura  should  be  incised  about  a  quarter  of  an 
inch  from  the  edge  of  the  bone,  reflected,  and  the  clot  removed 
by  irrigation  with  warm  salt  solution  and  the  gentle  use  of  the 
finger  or  instrument.  The  dura  must  afterward  be  accurately 
approximated  with  fine  catgut  and  the  wound  closed  without 
drainage.  Should  difficulty  arise  in  closing  the  dura  from  pres- 
sure within,  a  lumbar  puncture  will  be  found  serviceable.  Should 
operation  upon  one  side  fail  to  disclose  hemorrhage  or  pressure, 
exposure  of  the  opposite  hemisphere  is  justifiable.  Recur- 
rence denotes  renewed  bleeding,  and  a  second  operation  should 
be  undertaken  with  the  same  promptness  as  the  first. 

Gloser  study  of  the  infant  with  attention  to  the  details  of  its 
mental  and  physical  imperfections,  will  do  much  to  place  labor 
in  its  proper  relation  to  the  morbidity  and  mortality  of  infancy, 
and  a  consideration  of  the  child's  welfare  should  play  an  important 
part  in  deciding  on  the  method  by  which  to  assist  the  mother. 
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ASTHMA  IN  CHILDREN.* 

BY 

JOHN  D.  THOMAS,  M.  D., 

Professor  Physical  Diagnosis,  Georgetown  University  Medical  School;  Associate  Visiting 

Physician  to  the  Georgetown  University  Hospital  and  Emergency  Hospital; 

Visiting  Physician  to  Tuberculosis  Hospital. 

Washington,  D.  C. 

The  subject  of  the  paper  for  this  evening  has  been  chosen 
partly  because  in  looking  up  the  matter  not  long  since  I  found  so 
many  differing  views  upon  the  point  of  the  incidence  of  asthma 
in  childhood,  and,  furthermore,  because  from  my  conversation 
with  physicians  in  Washington,  I  have  been  convinced  that 
the  disease  does  not  exist  to  any  great  extent — even  moderately — 
here;  while  on  the  other  hand,  we  every  day  meet  with  asthma 
in  adults. 

It  is  certainly  true  that  most  of  our  authorities  on  pediatrics 
entertain  widely  differing  views  upon  the  existence  of  the  con- 
dition in  children  and  infants.  I  shall  not  attempt  to  deal 
with  the  theories  of  the  causation  of  asthma  nor  at  all  with  the 
treatment  but  try  and  bring  out  some  of  the  points  of  interest 
in  regard  to  the  incidence  of  the  disease  and  wherein  it  may  differ 
from  the  type  as  seen  in  the  adult. 

Case. — R.  E.  Age  at  time  of  first  (slight)  attack  (1903)  two 
years;  not  seen  by  me;  mother  reported  it  to  me.  Age  now, 
eight  years. 

Family  History. — Father  of  a  very  nervous  temperament, 
otherwise  healthy.  Mother  somewhat  opposite  temperament: 
healthy;  a  brother  and  a  sister  have  pulmonary  tuberculosis. 
Patient  is  first  child  of  its  parents;  he  has  two  sisters,  both  well. 
Breast  fed.  When  not  a  year  old  his  parents  went  from  here  to 
New  Zealand,  where  they  lived  about  eighteen  months,  and 
where  I  think  he  had  his  first  slight  attack  of  asthma.  When  he 
returned  he  was  healthy,  but  had  the  facies  of  a  mouth-breather, 
yet  his  mother  said  he  did  not  sleep  with  his  mouth  open, 
nor  did  he  seem  to  breath  through  his  mouth  when  I  saw  him. 

Examination  of  his  postnasal  space  revealed  no  adenoids. 

March  6,  1906,  had  some  little  pain  in  stomach,  a  slight  cold 
and  little  fever.     The  pulmonary  symptoms  developed  rapidly, 

*Read  before  the  Obstetrical  and  Gynecological  Society  of  Washington,  D.  C, 
Dec.  18,  1908. 
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and  I  saw  him  in  evening  and  found  fever  ioi.6°  by  axilla;  pulse 
140;  and  rapid  respirations,  typically  asthmatic  in  character. 
Dyspnea  both  on  inspiration  and  expiration,  but  the  expiration 
much  prolonged.  Lungs  full  of  squeaking,  piping  rales  and  some 
areas  where  air  evidently  could  not  get  free  access.  Lungs 
hyperresonant  on  percussion;  no  expectoration.  Cough  dry  and 
hard. 

March  7,  better;  cough  loose,  temperature  99.6,  pulse  better; 
respirations  slower  and  not  dyspneic.  Auscultation  showed 
constriction  of  bronchi  to  be  much  less. 

March  8,  much  better;  breathing  easily;  lungs  clearing  up. 
Temperature  99°,  axilla;  pulse  slowing.  Noticed  marked  odor  of 
acetone;  tongue  coated;  has  vomited  once  to-day,  just  after 
taking  milk,  and  it  was  curdled. 

As  far  as  the  asthma  was  concerned,  after  a  slight  constriction 
of  the  tubes  on  ]\Iarch  10,  he  cleared  up  all  right;  but  a  very  in- 
teresting fact  in  connection  with  this  case  was  the  presence  of  a 
slight  diacetic  acid  intoxication.  This  was  one  of  the  cases 
reported  by  me  some  years  ago  in  a  paper  read  before  the  Medical 
and  Surgical  Society  upon  the  subject  of  acid  intoxication.  In 
that  paper  I  also  reported  another  case  of  asthma  in  an  adult 
where  acid  intoxication  was  present.  It  is  of  interest  to  note 
the  presence  of  the  two  conditions  in  these  patients  and  to  deter- 
mine their  relation  as  to  cause  and  effect.  This  patient  has  had 
since  that  time,  eight  more  attacks,  some  slight  and  one  or  two 
quite  severe.  I  saw  him  in  one  attack  September  10,  1906, 
one  week  from  which  time  he  had  a  frank  pneumonia,  from 
which  he  recovered  all  right.  On  second  day  of  his  pneumonia 
I  noticed  the  sweetish  acetone  odor  to  his  breath  and  diacetic 
acid  was  found  in  his  urine.  He  has  had  eleven  attacks  al- 
together in  five  years.  They  have  occurred  in  the  spring,  sum- 
mer, and  fall  months,  usually  ushered  in  with  a  slight  bronchial 
irritation  or  cough  for  a  day — last  about  two  days;  end  suddenly; 
but  a  slight  cold  and  malaise  continues  for  a  day  or  two.  Gen- 
eral hygienic  outdoor  life  has  been  advised. 

Back  in  1S75  Salter,  of  England,  who  wrote  a  book,  and  a  very 
excellent  one,  upon  asthma,  and  is  quoted  in  almost  every  article 
written  upon  the  subject,  says  that  in  225  cases  he  reports  and 
analyzes,  seventy-one  occurred  before  the  tenth  year,  and  of 
these  eleven  developed  in  the  first  year  of  life,  one  beginning  on 
the  fourteenth  day  of  life.  Hoffman,  writing  in  Nothnagle's 
System  of  Medicine  on  Asthma,  quotes  Salter's  statistics  for  child- 
hood, with  an  exclamation  point  after  it,  and  adds:  "It  is  cer- 
tainly doubtful  how  reliable  the  diagnosis  was." 
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The  article  in  Green's  Encyclopedia  of  JMedicine  and  Surgery 
on  Asthma  states  that  "Childhood  is  the  period  at  which  it  most 
frequently  appears,  but  it  may  come  on  at  any  age."  Doming, 
in  the  American  Text-book  for  Diseases  of  Childhood,  1894,  says, 
"It  is  of  frequent  occurrence  during  childhood."  Clive  Riviere, 
of  London,  in  Carr's  Pediatrics'  says,  "It  must  be  stated  em- 
phatically that  cases  of  uncomplicated  asthma  in  children  are  dis- 
tinctly rare."  He  then  goes  on  to  state  that  the  variety  of 
bronchial  spasm  associated  with  bronchitis  is  not  infrequently 
met  with  in  childhood.  Holt  says,  "Typical  attacks  resembling 
those  of  adult  life  are  rare  in  children,  and  extremely  so  before 
the  seventh  year."  Berkart,  in  a  book  on  asthma  in  1889,  in 
which  he  reports  180  cases,  says:  "With  the  greatest  frequency 
asthma  develops  itself  in  childhood."  Sixty-three  cases  devel- 
oped in  the  first  decade  of  life;  thirty-five  cases  in  the  second 
decade.  La  Fetra,  in  a  paper  read  before  the  American  Pediatric 
Society  at  Detroit,  June  i,  1904,  reported  forty-three  cases  in 
infants  and  children;  thirty-eight  from  the  Vanderbilt  Clinic, 
and  five  from  his  own  practice.  His  opening  sentence  is  "Spas 
modic  or  bronchial  asthma  is  not  a  rarity,  even  in  infants,  and 
is  fairly  frequent  in  children,  the  number  of  cases  met  with 
increasing  with  the  years  of  the  patients." 

Riegel,  of  Giessen,  in  "Twentieth  Century  Practice,"  says:  "  In 
children  also,  in  whom  asthma  is  by  no  means  so  rare  as  is  often 
supposed,  many  deviations  from  the  typical  form  are  found." 
Riegel's  definition  of  asthma  seems  to  me  to  be  especially  com- 
prehensive and  necessary  for  a  clearer  understanding  and  classi- 
fication of  dyspneic  conditions  which  are  designated  asthma. 
It  is  as  follows:  "Asthma  is  an  especial  form  of  suddenly 
developed  dyspnea.  To  asthma  belongs  the  paroxysmal,  pre- 
ponderatingly  expiratory  dyspnea  with  acute  pulmonary  em- 
physema and  sibilant  rales,"  with  a  peculiar  expectoration. 
The  foregoing  quotations  will  give  a  very  clear  idea  of  the  wide 
variation  of  the  views  of  pediatricians  and  men  who  are  specialists 
in  diseases  of  the  lungs  concerning  the  incidence  of  asthma  in 
childhood.  But  when  we  look  more  closely  into  some  of  the 
conditions  surrounding  the  different  writers  and  take  into  con- 
sideration the  heretofore  very  wide  and  comprehensive  definition 
of  asthma  as  including  many  dyspneic  conditions  which  we  are 
now  assigning  to  their  proper  classifications  as  nonasthmatic, 
it  is  more  than  probable  that  a  common  intermediate  ground 
can  be  found  where  all  can  stand.     It  is  generally  admitted  by 
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all  that  heredity  plays  an  important  part  in  the  etiology  of  this 
disease — almost  all  records  of  large  numbers  of  cases  reported 
by  different  men  have  shown  hereditary  influences  of  one  kind 
or  another  having  important  bearing  upon  the  incidence  of  the 
disease.  For  instance,  it  has  been  pretty  generally  conceded 
that  gouty  ancestors  have  left  an  asthmatic  taint  upon  their 
children,  and  we  can  very  well  see  how  it  might  be  a  much  more 
common  incidence  in  England  than  in  America.  Then  again, 
many  men  have  made  or  tried  to  make  a  clear  distinction  between 
what  they  call  pure  spasmodic  asthma  as  is  seen  in  the  typical 
adult  cases,  and  what  they  designate  as  a  catarrhal  bronchitis 
with  a  spasmodic  constriction  of  the  bronchioles  and  all  the 
symptom-complex  of  asthma  following.  It  seems  to  me  that 
is  merely  a  difference  of  degree  or  intensity  of  the  disease,  for 
we  know  that  children  and  infants  particularly  are  much  more 
susceptible  to  bronchial  catarrhal  troubles  than  adults,  and  that 
most  of  those  cases  could  rightly  be  designated  asthma.  And 
still  with  all  those  classes  of  cases  included  we  certainly  do  not 
see  very  many  children  with  asthma  in  Washington.  Even 
making  allowance  for  all  the  catarrhal  cases  which  some  contend 
are  not  pure  spasmodic  asthma,  the  number  of  cases  would  still 
be  extremely  small.  I  have  gone  over  the  reports  of  two  of  the 
largest  children's  clinics  in  Washington  for  the  last  ten  or  twelve 
years  and  they  show  the  following  ratio  of  asthma  cases  to  the 
whole  number  of  patients  treated : 


CHILDREN'S  HOSPITAL. 


Year 

Cases 

of 

asth- 

Tota 

1  No 

pa- 

Cases  of  asthma  in 

Total  patients  treated 

main 

the 

wards 

tients  in  w 

irds 

dispensary  clinic 

in  dispensary  clinic 

1896 

2 

431 

2 

3,264 

1897 

0 

491 

I 

3,021 

1899 

I 

521 

I 

2,314 

1900 

0 

556 

2 

1,874 

1901 

1 

487 

0 

1,858 

1902 

0 

560 

0 

2,378 

1903 

0 

539 

I 

2,337 

1904 

0 

623 

I 

2,813 

1905 

I 

638 

4 

2,899 

1906 

0 

743 

3 

4>457 

1907 

0 

729 

3 

3,689 

1908 

0 

738 

I 

4,185 

Total  12 


7,056 


19 


35,089 


One  in  every  1411 . 2  in  the  wards. 
One  in  every  1846.8  in  the  dispensary. 
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EMERGENCY  HOSPITAL. 
Children's  Clinic. 


Year 

Cases  of  asthma 

Total  No.  patients  in  clinic 

1898 

0 

1,094 

1899 

0 

1,017 

1900 

0 

559 

1901 

0 

461 

1902 

0 

458 

1903 

3 

566 

1905 

0 

587 

1906 

0 

687 

Total       8 

3 

5,429 

One  in  every  1809.6. 

It  seems  to  be  a  fact  that  the  condition  is  more  often  found 
among  the  rich  or  well  to  do  than  among  the  poor.  The  reason 
for  this  is  the  inheritance  from  parents  of  this  class,  of  the 
neurotic  or  gouty  conditions  which  are  etiologic  factors  of  the 
disease.  The  exciting  causes  may  be  varying  in  number  and 
type.  Catarrhal  conditions  of  the  respiratory  system  or  disturb- 
ances of  the  digestive  tract  sometimes  act  as  exciting  causes. 
Adenoid  growths  in  the  postnasal  and  pharynx  space  are  a  fre- 
quent exciting  cause.  La  Fetra  reports  twenty  of  his  cases  or 
47  per  cent,  as  having  adenoid  growths.  A  good  percentage  of 
cases  have  been  reported  by  different  observers  as  following 
whooping-cough.  In  older  children  the  exciting  causes  may  be 
the  same  as  in  adults. 

Prognosis.— The  asthmatic  attack  is  almost  never  fatal, 
but  in  infants  it  may  rarely  cause  death  from  suffocation.  It  is 
generally  held  that  asthmatic  attacks  which  have  started  in 
infancy  or  early  childhood  will  disappear  as  puberty  is  reached 
if  properly  managed.  But  the  large  number  of  the  cases  of 
Salter  who  had  had  their  asthma  from  childhood— and  some 
had  then  reached  the  good  old  age  of  sixty-nine  or  seventy 
years — makes  one  careful  in  giving  a  prognosis  of  freedom  by 
the  time  puberty  or  even  young  adult  life  is  reached.  Never- 
theless, the  general  opinion  is  that,  unless  the  attacks  are  very 
frequent,  adult  life  will  find  them  either  gone  entirely  or  very 
much  diminished. 

Diagnosis. — As  stated  earlier  in  the  paper,  it  is  necessary  to 
differentiate  clearly  the  various  dyspneas  which  may  attack  young 
life.     The  different  laryngeal  stenoses  can  be  easily  distinguished 
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from  asthma  by  the  fact  that  they  are  nearly  all  inspiratory 
dyspneas.  The  different  sounds  n  the  lung  will  also  help  to 
clear  the  diagnosis.  Pulmonary  suffocative  catarrh  may  cause 
some  trouble.  But  it  is  inspiratory,  and  the  lungs  are  full  of 
fluid.  Large  bronchial  glands  may  by  pressure  upon  and  in- 
volvement of  the  pneumogastric  nerve  cause  attacks  of  spasmodic 
dyspnea  which  resemble  in  many  respects  attacks  of  asthma. 
The  clinical  history  and  physical  examination  of  the  lungs  will 
often  clear  the  diagnosis.  Pressure  direct  upon  the  trachea  and 
bronchi  is  rare,  and  can  then  be  differentiated  by  the  same  signs 
as  any  other  stenosis  of  the  large  tubes. 

The  so-called  thymic  asthma  is  a  dyspnea  of  compression  of 
the  trachea,  by  a  very  much  enlarged  thymus  and  gives  the 
signs  of  a  stenosis  of  the  large  tube.  Sometimes  change  of  posi- 
tion as  from  the  side  to  the  back  will  bring  it  on,  and  is  said  to 
be  caused  by  the  thymus  falling  upon  the  trachea  and  com- 
pressing it  against  the  vertebral  column!  Cardiac  asthma 
can  usually  be  diagnosticated  by  the  presence  of  some  cardiac 
lesion  and  the  more  marked  inspiratory  dyspnea.  In  this 
connection  an  interesting  point  has  been  made  by  Jellinek 
and  Cooper,  of  San  Francisco,  "that  cardiac  asthma  is  a  right- 
sided  angina,  and  that  the  common  postmortem  lesion  will  be 
found  to  be  sclerosis  or  its  equivalent  of  the  right  coronary 
artery."  If  this  proves  to  be  correct,  cardiac  asthma  should  be 
an  extremely  rare  condition  in  children. 

A  very  interesting  epidemic  has  been  noted  and  described  by 
our  naval  surgeons  in  Guam.  The  disease,  or  symptom-complex, 
is  called  in  that  country  by  the  natives,  guha.  It  has  many  of 
the  clinical  symptoms  of  asthma  in  a  severe  form,  and  seems  to 
attack  chiefly  infants  and  children.  The  pathologic  findings 
in  the  few  cases  which  have  been  autopsied  show  rather  a 
picture  of  an  acute  inflammatory  condition  of  the  lungs  and  a 
filling  up  of  the  air  cells  and  infiltration  of  the  lung  tissue  than 
the  mild  or  negative  picture  of  asthma.  It  is  particularly  inter- 
esting because  it  was  first  reported  as  "an  epidemic  of  asthma." 
But  since  they  have  seen  a  second  epidemic  and  have  been  able  to 
study  it  better,  they  recognize  its  dissimilarity  to  true  asthma. 
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SECTION  ON  PEDIATRICS. 

Meeting,  of  February  ii,  1909. 
Eli  Long,  M.  D.,  in  the  Chair. 

A  CASE  OF  ACUTE  ACIDOSIS  WITH  DEATH. 

Dr.  Henry  E.  Hale  reports  this  case.  His  first  experience 
with  diacetic  acid  in  the  urine  had  been  five  years  ago,  and  since 
that  time  he  had  seen  seven  cases,  the  one  which  he  was  about 
to  report  being  the  only  one  that  had  terminated  fatally.  His 
experience  with  this  case  had  completely  changed  his  attitude 
toward  the  finding  of  this  acid,  and  he  now  regarded  it  as  an  im- 
portant guide  to  treatment.  He  gave  at  once  four  teaspoonfuls  of 
milk  of  magnesia,  at  times  repeated  in  a  few  hours;  soda  bicarbon- 
ate or  carbonate  by  mouth  or  rectum,  or  both;  encouraged  the 
taking  of  water,  and  stopped  all  food  for  from  twenty-four  to  forty- 
eight  hours.  If  he  should  see  another  case  of  this  kind  he  would 
order  hypodermoclysis  of  a  soda  solution  about  0.8  per  cent.  His 
prophylactic  treatment  consisted  in  a  diet  low  in  fats,  milk  of 
magnesia  as  a  laxative  when  such  was  needed,  and  the  adminis- 
tration at  regular  intervals  of  two  or  three  weeks  of  calomel  fol- 
lowed for  one,  two  or  three  days  by  nightly  doses  of  sodium 
phosphate  and  sodium  salicylate.  The  first  sign  of  malaise  or 
loss  of  appetite  was  a  signal  for  the  urinary  test.  Care  must 
be  taken  not  to  mistake  a  drug  reaction  for  diacetic  acid.  In 
this  case  he  regretted,  aside  from  the  death  of  the  patient,  that 
there  had  been  but  one  urinary  analysis  and  that  there  was  no 
autopsy.  The  patient,  a  child  nineteen  months  old,  was  seen 
on  November  17.  She  had  been  fed  on  cereal  for  breakfast  and 
the  other  meals  had  consisted  of  whole  milk  with  a  little  bread 
and  butter.  Her  parents  were  vegetarians  and  she  had  had 
meat  not  oftener  than  once  a  month,  and  then  very  little.  The 
child  had  been  miserable  for  some  time,  but  was  never  really  ill 
and  no  medical  advice  had  been  sought.  For  a  month  previous 
to  her  fatal  illness  she  gagged  in  the  morning  upon  getting  up,  but 
did  not  actually  vomit.  She  would  then  eat  her  breakfast  well. 
Three  days  before  seeing  the  child  she  had  had  some  fever,  was 
feeling  ill,  and  the  mother  had  given  her  a  dose  of  castor  oil. 
The  following  morning  the  bowels  began  to  move  excessively 
and  moved  twenty-three  times  that  day  and  sixteen  the  following 
day.  The  mother  said  there  had  been  blood,  mucus  and  water, 
but  Dr.  Hale  questioned  this  statement  from  his  own  observations. 
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During  these  days  she  was  fed  solely  on  mutton  broth.  She  had 
been  allowed  only  small  quantities  of  water.  At  no  time  had  her 
thirst  been  satisfied.  The  rectal  temperature  was  ioi.6°;  pulse 
132,  regular  and  of  good  force;  respirations  were  44  and  regular. 
She  did  not  appear  very  ill.  The  child  was  thoroughly  examined 
and  then  ordered  out-doors  in  her  carriage,  and  all  food  was  inter- 
dicted until  he  had  seen  her  again.  He  directed  the  mother  to 
give  the  child  all  the  water  she  wanted,  putting  a  half  teaspoon- 
ful  of  sodium  bicarbonate  to  the  glass,  and  to  save  a  specimen 
of  urine.  On  the  following  morning  the  mother  telephoned  that 
the  child  had  not  voided  any  urine,  though  taking  large  quanti- 
ties of  water  and  in  an  attempt  to  relieve  this  condition  she  had 
given  a  high  enema  through  a  catheter.  Later  in  the  day  he 
found  the  child  apparently  improved.  He  found  a  distended 
bladder,  w^hich  was  relieved  by  a  catheter,  and  about  six  ounces 
of  clear  urine  obtained.  The  patient  was  allowed  barley-water 
with  condensed  milk  and  malted  milk  every  three  hours.  The 
drug  medication  was  unchanged;  she  still  took  the  salol  gr. 
1/2  and  pulv.  opii  gr.  i/io  in  lactose  every  four  hours. 
The  urine  was  clear,  amber,  acid,  sp.  gr.  1026  or  27,  and  contained 
no  albumin,  no  casts,  no  sugar,  no  indican,  but  a  large  amount 
of  diacetic  acid.  This  was  differentiated  from  the  reaction  due 
to  salicylic  acid.  On  the  nineteenth  the  child  was  decidedly 
better,  having  had  only  two  stools  in  ten  hours,  which  were  less 
watery  and  contained  yellow  fecal  matter.  Physical  examination 
revealed  no  development  except  that  the  liver  had  become  pal- 
pable under  the  free  margin  of  the  ribs.  The  quantity  of  soda 
was  not  increased  as  there  seemed  no  indication  for  it;  examina- 
tion of  the  urine  might  have  given  valuable  suggestion  to  the 
contrary.  When  seen  on  the  twentieth  the  child  had  taken 
nourishment  only  twice,  seemed  sick,  but  had  not  vomited. 
There  had  been  many  yellow  watery  stools,  containing  mucus, 
but  with  scarcely  any  odor.  The  child's  appearance  was  not  alarm- 
ing. Physical  examination  showed  nothing  new  except  a  faint 
systolic  precordial  murmur.  A  specimen  of  blood  was  taken 
for  Widal  reaction,  and  later  reported  negative.  Calomel  was 
ordered,  gr.  i  in  divided  doses.  On  the  morning,  November  21, 
the  mother  had  telephoned  that  the  child  was  worse  and  had 
passed  a  bad  night  and  at  times  became  unconscious.  The 
stools  seemed  to  be  composed  of  water  and  mucus,  and  the  urine 
was  all  lost  with  them.  Sodium  bicarbonate  in  water  by  rectum 
every  four  hours  and  barley-water  with  egg  albumen  was  substi- 
tuted for  the  previous  food.  Early  in  the  afternoon  he  was  again 
called  in  and  found  the  child  in  extremis,  unconscious,  pupils 
unequal,  strabismus  marked,  and  occasional  convulsive  move- 
ments. Temperature  was  105.8°,  pulse  imperceptible  at  the 
wrist,  208  at  the  apex,  and  respiration  of  the  Cheyne-Stokes  type. 
Hypodermic  stimulation  was  at  once  instituted  and  a  consulta- 
tion requested.  The  child's  condition  grew  rapidly  worse  and 
she  died  a  few  minutes  after  the  arrival  of  the  consultant. 
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CONGENITAL    HYPERTROPHIC    PYLORIC    STENOSIS. 

Dr.  J.  FiNLEY  Bell,  Englewood,  presented  this  case.  It 
was  scarcely  possible  to  find  a  disease  or  condition  more  difficult 
of  diagnosis,  classification  and  treatment,  than  the  syndrome 
which  characterized  obstructive  conditions  at  the  infantile 
pylorus.  Since  the  publication  of  the  first  case  by  Beardsley,  in 
1788,  down  to  the  report  of  two  cases  by  Hirschsprung  in  1887, 
the  symptoms,  physical  signs,  and  autopsy  findings  differed 
widely.  In  December,  1904,  Drs.  Shaw  and  Elting  collected 
sixty-six  cases  from  1788  to  1904  in  which  the  diagnosis  was 
confirmed  by  autopsy  and  twelve  in  which  no  autopsy  was 
reported.  They  also  reported  twenty-seven  cases  of  pyloric 
stenosis,  ending  in  recovery.  There  were  nineteen  cases  in 
which  gastroenterostomy  was  done,  of  which  twelve  died  and 
seven  recovered;  there  was  one  case  of  pylorectom}^  which  ended 
fatally;  eight  cases  of  pyloroplasty,  of  which  five  recovered  and 
three  died;  eleven  cases  of  Loreta's  operation  of  divulsion,  of 
which  five  recovered  and  six  died.  They  concluded  that  i. 
pyloric  stenosis  in  the  infant  was  of  much  more  frequent  occur- 
rence than  was  commonly  supposed;  2.  medical  treatment  had 
proven  fatal  and  unsatisfactory  in  these  cases;  3.  surgical 
interference  should  be  practised  before  the  strength  and  vitality 
of  the  patient  had  become  seriously  reduced;  4.  either  pyloro- 
plasty or  anterior  gastroenterostomy  were  the  operations  of 
choice.  He  referred  to  several  cases  that  had  been  reported; 
one  in  particular  demonstrated  that  a  degree  of  actual  anatomic 
obstruction  could  exist  for  a  considerable  period  with  remissions 
and  exacerbations,  that  was,  partial  stenosis  made  complete  at 
times  by  spasm.  Cases  could  not  be  reported  as  cured  until 
after  a  considerable  period  of  observation  during  which  all 
evidences  of  stenosis  should  be  entirely  and  constantly  absent. 
Cases  had  been  reported  in  adults  in  which  there  existed  between 
actual  attacks  of  stenosis  gastric  dilatation  and  dyspeptic 
symptoms  leading  back  to  childhood.  Dr.  Koplik,  in  the 
American  Journal  of  Medical  Sciences,  July,  1908,  had  done  much 
to  harmonize  various  theories  regarding  the  nature,  pathology 
and  treatment  of  this  condition.  In  his  ingenious  and  flexible 
classification  he  recognized  a  purely  congenital  pyloric  spasm, 
primary  or  secondary,  without  probable  or  demonstrable  ana- 
tomic obstruction;  pyloric  spasm  in  which  there  is  a  probable 
demonstrable  anatomic  obstruction;  and  congenital  pyloric 
stenosis,  with  demonstrable  lesion,  in  which  the  element  of 
spasm  was  without  material  importance  in  the  progress  and 
treatment  of  the  case.  A  given  case  might  at  different  periods 
fall  under  either  of  these  classes.  Differentiation  was  naturally 
most  difficult  in  the  second  class.  These  cases  might  be  operated 
upon  unnecessarily  or  treatment  might  be  continued  along 
conservative  lines  vmtil  the  child  was  no  longer  able  to  stand 
operation  or  perished  from  inanition.  Whether  the  case  was 
one  of  pyloric  spasm  or  a  congenital  hypertrophic  stenosis,  one 


NEW   YORK   ACADEMY   OF   MEDICINE.  913 

symptom  was  always  prominent,  namely,  vomiting.  This  was 
projectile  in  character  and  contained  food,  mucus  and  gastric 
secretions.  In  cases  of  pylorospasm  the  vomitus  might  contain 
traces  of  bile  and  some  blood.  Blood  very  rarely  was  present 
except  in  cases  of  rather  incomplete  hypertrophic  stenosis. 
The  character  and  amount  of  feces  was  an  important  factor  in 
differential  diagnosis,  and  a  valuable  guide  in  treatment.  Stools 
infrequent  and  small  in  amount,  containing  fecal  matter  in 
various  proportions,  suggested  an  incomplete  stenosis  and,  in. 
the  absence  of  visible  peristalsis  and  pyloric  tumor,  would 
probably  be  associated  with  the  condition  known  as  pylorospasm. 
Such  cases  of  either  the  first  or  second  of  Dr.  Koplik's  classi- 
fication would  probably  be  created  medically  and,  other  things 
being  equal,  an  expectant  and  conservative  course  would  be 
justifiable  at  greater  length  than  in  congenital  hypertrophic 
stenosis.  The  urine  in  these  cases  was  diminished  in  quantity 
and  stained  the  diaper  red.  The  paucity  of  urine  was  not  so 
great  in  the  spasm  cases  as  in  cases  of  congenital  hypertrophic 
stenosis.  In  spasm  cases,  where  peristalsis  could  not  be  demon- 
strated or  readily  induced,  and  pyloric  tumor  was  absent,  there 
was  probably  a  measure  of  hypertrophy  of  pyloric  muscles. 
It  was  only  on  this  supposition  that  the  autopsy  findings  re- 
ported by  Pritchard,  in  which  there  were  patulous  pyloric  orifices, 
could  be  reconciled  with  the  cardinal  symptoms  which  were  in 
evidence.  Malnutrition  was  a  more  or  less  prominent  feature  of 
every  case  of  pyloric  obstruction.  Its  extent  depended  upon  the 
degree  and  chronicity  or  the  stenosis.  Most  of  these  children 
were  normal  and  plump  at  birth,  and  might  gain  slightly  in 
weight  during  the  first  few  days  or  weeks  of  life.  The  large 
majority  have  been  breast-fed.  It  was  probable  that  critical 
observation  would  show  excessive  regurgitation  and  vomiting 
from  the  beginning,  notably  in  cases  of  congenital  hypertrophic 
pyloric  stenosis.  Among  the  physical  signs  was  visible  peri- 
stalsis, the  waves  beginning  under  the  left  costal  arch,  traveling 
downward  and  across  the  abdomen,  where  they  were  lost  in  the 
region  of  the  pylorus.  The  shape  of  the  abdomen  in  these  cases 
as  characteristic,  the  stomach  being  prominent  while  the  lower 
abdomen  was  flat  and  flaccid.  Many  theories  had  been  brought 
forward  to  account  for  this  hypertrophy.  Many  showed  pro- 
nounced symptoms  during  the  first  few  weeks  of  life,  and  it  was 
not  conceivable  that  this  mass  of  well-organized  muscular  tissue 
could  develop  in  this  brief  period.  It  must  be  prenatal,  and 
brought  about  by  ill-balanced,  prenatal  gastrointestinal  activity, 
not  now  understood.  The  hypertrophy  might  be  the  result  of 
reduplication  when  two  centers  of  development  joined.  Some 
had  attributed  the  cause  to  swallowing  of  irritant  liquor  amnii, 
and  it  was  possible  that  in  some  cases  this  might  be  a  factor. 

The  case  reported  was  that  of  a  child,  born  October  7,  1908. 
She  was  a  large,  vigorous  child,  weighing  nine  and  three-quarters 
pounds  on  perfectly  balanced  scales.     She  was  nursed  regularly, 
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but  from  the  beginning  regurgitated  more  and  more  after  nursing. 
The  mother  had  an  abundant  supply  of  milk,  and  the  excess  was 
used  for  a  premature  baby  in  the  hospital  upon  which  this  infant 
thrived,  which  proved  the  nutritive  properties  and  digestibility 
of  the  milk.  Notwithstanding  the  vomitings  the  child  weighed 
II  pounds  at  the  end  of  the  third  week;  then  her  weight  re- 
mained stationary  for  about  two  weeks,  after  which  she  began 
to  lose.  The  bowel  movements  which  were  never  large  became 
scant,  infrequent,  olive-green  or  dark  brown,  and  foul.  The 
urine  became  scant  and  left  a  reddish  stain.  Various  methods 
of  nursing  were  tried,  but  the  symptoms  continued.  At  times 
two,  three,  and  four  feedings  would  be  retained,  but  then  vomiting 
would  follow,  during  which  the  previous  feedings  would  be 
ejected.  By  December  i  the  symptoms  had  become  more 
severe  and  were  so  characteristic  of  congenital  pyloric  stenosis 
that  Dr.  Jacobi  was  called  in  consultation  and  confirmed  this 
diagnosis.  It  was  decided  to  try  treatment  for  a  short  time. 
Dionin  o.ooi,  every  three  hours,  gradually  increased  until  the 
physiological  effect  was  obtained,  lime-water,  just  before  feeding, 
shorter  intervals  between  feedings  were  all  tried  without  success. 
By  December  ii,  blood  was  vomited  and  the  child's  weight 
was  reduced  to  9  lbs.,  21/4  ounces.  Feeling  convinced  that  oper- 
ation would  have  to  be  resorted  to,  the  child  was  removed  to  the 
Englewood  Hospital.  Two  operations  were  performed,  as 
reported  by  Dr.  Douglas.  Two  hours  after  the  operation  she 
was  given  5  c.c.  water  with  a  drop  of  brandy,  an  hour  later  15C.C. 
mother's  milk  from  medicine  dropper.  Every  three  hours 
during  the  night  25  c.c.  mother's  milk  by  dropper  and  nutrient 
enemata  of  white  of  egg,  somatose,  and  normal  saline.  Several 
times  a  small  amount  of  milk  regurgitated.  The  following  day 
the  child  was  held  in  a  sitting  posture  after  feeding.  This 
partially  controlled  regurgitation.  On  the  next  day  the  baby 
was  put  to  the  breast  and  allowed  to  nurse  for  five  minutes.  It 
retained  most  of  the  milk.  Nursing  periods  were  gradually 
lengthened.  The  child  left  the  hospital  on  December  24,  and 
has  been  continuing  to  improve,  though  at  times  there  has  been 
regurgitation.  This  case  would  fall  in  Dr.  Koplik's  third  division. 
The  idea  that  infants  did  not  bear  operations  well  should  be 
modified.  Starved,  atrophic,  and  partially  moribund  infants 
were  not  favorable  subjects,  but  degrees  of  stenosis  not  readily 
relieved  by  treatment  should  be  operated  upon  before  the  child 
was  too  reduced  to  endure  surgical  treatment. 

PARTIAL    PVLORECTOMY    FOR    FIBROM.\TA    IN    AN    INFANT    NINE 

WEEKvS    OLD. 

Dr.  B.  Farquhar  Curtis  presented  this  paper,  which  was 
read  by  Dr.  Douglas.  This  operation  was  of  interest  because 
it  offered  a  possible  method  for  the  removal  of  benign  tumors 
of  the  pylorus  without  opening  the  cavity  of  the  canal  and  with- 
out entirely  separating  the  stomach  from  the  duodenum.     The 
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child,  whose  history  Dr.   Bell  had  reported,  was  nine  weeks  of 
age  at  the  time  of  the  operation.      Ether    anesthesia  was  em- 
ployed and  the  patient  was  held  on  an  inclined  table  at  an  angle 
of  45  degrees,  head  downward.     An  incision  2  inches  long  was 
made  in  the  linea  alba  above  the  navel.     A  stomach  tube  was 
passed  and  gas  and  fluid  contents  expressed.     Lavage  had  been 
done  beforehand.     The  pylorus  was  isolated  by  gauze  packing 
and  found  to  be  the  seat  of  a  tumor  which  occupied  principally 
the  free  border,  although  there  was  some  thickening  of  the  walls 
in  the  entire  circumference.     The  tumor  was  covered  with  nor- 
mal peritoneum,  was  densely  hard  and  about  one  centimeter  in 
diameter,  rounded  and  tapering  to  the  normal  tissue  on  all  sides 
without  definite   demarcation.     An  incision   made   transversely 
where  the  stomach  walls  appeared  of  normal  thickness  showed 
that  the  mucous  membrane  was  normal  and  could  be  easilv  de- 
tached from  the  inner  surface  of  the  tumor.     He  decided  to  leave 
the  mucous  membrane  intact  and  to  excise  only  the  muscular  and 
peritoneal    coats,    leaving    the    superior   border  of  the  pvlorus 
corresponding  to  the  lesser  curvature  of  the  stomach.     In  order 
to  accomplish  this  he  made  two  transverse  incisions  at  the  gas- 
tric and  intestinal  hmits  of  the  tumor  on  the  free  border  of  the 
pylorus,    carried    upward    in  front   and   behind,   converging  as 
they  approached  the  superior  border  of  the  pylorus  and  united 
by  two  very  short  longitudinal  incisions  at   their   upper  limits 
both  anteriorly  an  posteriorly.     The  mucous  membrane  was  not 
divided  by  these  incisions.     It  was  bluntly  peeled  from  the  inter- 
nal surface  of  the  part  removed  so  that  it  was  left  as  a  thin  sleeve, 
being  injured  by  two  small  punctures  which  were  at  once  closed 
by  sutures.     The  superior  or  attached  border  of  the  pylorus  was 
left  intact,  forming  a  bridge  about  one-half  centimeter  long  and 
the  same  in  width.     The  incision  across  the  duodenum  measured 
about  2  centimeters.     The  one  across  the  stomach  between  three 
and  four  centimeters.     The  wound  was  closed  by  fine  silk  sutures 
in  two  tiers,  taking  up  only  the  peritoneal  and  muscular  coats. 
The  gastric  and  duodenal  borders  were  drawn  together  without 
difficulty  in  spite  of  the  difference  in  length  of  the  incisions  on  the 
two  sides.     The  abdominal  muscles  were  united  by  a  continuous 
suture  of  chromic  catgut,  and  the  skin  was  brought  together  bv 
a  plain  catgut.     The  operation  lasted  thirty-six  minutes,  includ- 
ing an  interruption  of  ten  minutes  due  to  rigidity  and  defective 
respiration.     The   child   became   cyanotic,   with   a   tendencv   to 
muscular  rigidity  in  spite  of  the  greatest  care  in  the  administra- 
tion of  the  ether.     About   100  grams  of  ether  was  given  in  all. 
At  the  conclusion  of  the  operation  a  couple  of  ounces  of  normal 
saHne  solution  was  injected  into  the  rectum.     The  child  showed 
some  shock;  the  pulse  was  140  and  respiration  28  per  minute. 
The  tumor  involved  only  the  muscular  coats  and  proved  to  be  a 
fibromyoma.     The  vomiting  became  as  severe  as  before  the  opera- 
tion, and  the  appearance  of  considerable  amounts  of  broken-down 
blood-clots  seemed  to  indicate  that  reactionarv  swelling  of  the 
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sleeve  of  the  mucous  membrane  and  perhaps  formation  of  a 
hematoma  beneath  it  had  produced  a  complete  obstruction  of  the 
enlarged  orifice.  As  time  did  not  relieve  this  obstruction  and 
the  child  was  rapidly  losing  ground,  it  was  decided  to  open  the 
wound  and  to  restore  the  patency  of  the  canal.  Four  days 
.after  the  first  operation  the  child  was  prepared  as  before,  and  chlo- 
roform was  used  instead  of  ether,  which  had  been  so  badly  borne. 
The  catgut  in  the  skin  had  been  prematurely  absorbed  under  the 
strain  of  the  repeated  vomiting  and  the  edges  of  the  incision  had 
separated.  The  wound  in  the  pylorus  was  very  firmly  closed  by 
plastic  material,  and  the  external  layers,  instead  of  being  stretched 
apart,  were  more  inverted  than  they  are  originally,  the  super- 
ficial tier  of  sutures  being  rolled  in  almost  out  of  sight.  The  su- 
tures of  the  anterior  border  were  removed,  adhesions  separated, 
and  the  redundant  mucous  membrane  was  cut  away.  There  were 
no  signs  of  edema  of  hematoma  evident.  Two  tiers  of  inter- 
rupted sutures  closed  the  wound  in  the  pylorus  again.  The  first 
tier  included  the  cut  edges  of  the  mucous  membrane  as  well  as 
the  muscular  coat.  Care  was  taken  not  to  invert  the  wall  of  the 
stomach  so  strongly  as  it  had  been  in  the  first  operation,  and 
when  all  the  sutures  had  been  inserted  the  air  in  the  stomach  was 
driven  through  into  the  intestine,  proving  the  patency  of  the 
canal.  The  anesthesia  was  perfect  and  Dr.  Curtis  was  in  favor 
of  chloroform  for  young  children.  The  general  condition  of  the 
baby  was  so  bad  that  shock  was  not  apparent.  The  pulse  was 
144,  respiration  46,  and  the  evening  temperature  103.2°.  Feed- 
ing by  the  stomach  was  begun  very  early,  water  one  hour  after 
the  operation,  and  mother's  milk  three  hours  after.  The  threat- 
ened collapse  justified  a  disregard  of  the  usual  precaution  to  keep 
the  stomach  empty.  Perhaps  this  precaution  was  not  so  neces- 
sary as  had  been  supposed. 

He  thought  that  this  method  of  operation  greatly  simplified 
resection  of  the  pylorus,  where  it  was  not  necessary  to  remove 
the  part  entirely.  He  recommended  that  the  redundant  mu- 
cous membrane  be  pinched  up  in  a  transverse  fold,  and  the  base 
of  the  fold  rapidly  sutured  by  a  through-and-through  continuous 
suture.  The  redundant  part  could  then  be  cut  away  without 
opening  the  lumen.  In  this  case  there  was  absolutely  no  bleed- 
ing from  the  pyloric  wall.  The  operation  resembled  in  these  re- 
rpects  pyloroplasty  rather  than  pylorectomy  .  The  sutures  should 
be  introduced  first  at  the  angle  of  the  wound  on  the  posterior 
wall  of  the  pylorus.  The  possibility  of  the  recurrence  of  the  fibro- 
myoma  was  not  imminent  enough  to  require  a  very  wide  removal 
of  the  tissues.  In  these  young  children  it  was  all  important  to 
make  the  operation  easy  and  rapid.  If  recurrence  should  take 
place  a  second  operation  was  preferable  to  running  the  risk  of 
losing  the  infant  by  a  prolongation  of  the  primary  operation. 

DISCUSSION. 

Dr.  John  Douglas  said  that  he  had  seen  it  suggested  that 
carmine  or  charcoal  might  be  a  method  of  value  in  determining 
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in  these  cases  whether  or  not  the  pyloric  stenosis  was  complete 
The  presence  of  curds  in  the  feces  of  course  would  be  of  diagnostic 
value  as  well.  The  vomiting  of  milk  might  be  continuous,  no 
milk  passmg  through  the  pylorus,  vet  if  carmine  or  charcoal 
passed  through,  it  would  prove  t  hat  the  pvloric  opening  was 
patent.  ' 

Dr.    Bell    had    spoken    of    the    various  theoretical  etiological 
factors,  among  others  the  swallowing  of  the  liquor  amnii,  the 
resultmg  irritation  and  spasm  being  productive  of  hvpertrophv 
of  the  pylorus.     Dr.  Bell's  case  showed  a  growth ;  it  was  more  like 
a  tumor  macroscopically,  although  microscopically  it  consisted 
of  smooth  muscle  fibers,  because  it  was  not  concentric  but  eccen- 
tric, and  one  could  hardly  imagine  spasm  causing  such  a  growth. 
Cortley,  in  the  Journal  of  Children's  Diseases,  May,  1908,  reported 
a  case  of  hypertrophy  of  the  pylorus  in   a  seven-months-old 
fetus;  this  could  not  have  been  produced  bv  spasm  or  irritation 
Carpenter  reported  and  operated  upon  three  cases  at  least,  and 
Mayland    {British    Med.   Journal,  Julv,   1901)  had  twelve  opera- 
tions for  stenosis  of  the  pylorus  in  adults,  reallv  a  congenital  ab- 
normal narrowing  as  the  result  of  nondevelopm'ent.     There  were 
no  fibrous  bands,  no  thickening  of  the  muscular  coats,  and  no  spas- 
modic contraction.     Murphy,  Morse,  and  Wollach,  in  the  Boston 
Medical  Journal,  in  April,  1908,  reported  an  autopsv  done  six  and 
a  half  months  after  a  gastroenterostomv  for  congenital  stenosis  of 
the  pylorus,  and  they  found  the  thickening  was  due  to  the  thick- 
ened muscular  fibers.     At  the  autopsy  no  air  or  water  could  be 
passed  through  the  pylorus.     It  would  hardly  seem  possible  for 
spasm  to  be  an  element  in  the  causation,  as  after  rigor  mortis  has 
passed  there  should  be  no  constriction.     It  seemed  to  him  that 
the  kind  of  cases  referred  to  differed  from  what  was  found  in 
adults  where,  in  doing  a  gastroenterostomv,  there  was  a  narrow- 
ing of  the  pylorus  but  no  sign  of  thickening  or  spasm;  it  seemed 
possible  that  there  could  be  a  class  of  cases  where  there  was  a 
narrowing  due  to  congenital  nondevelopment  as  well  as  a  class 
of  cases  in  which  there  was  spasm,  and  hypertrophy  or  both. 
So  far  as  the  treatment  was  concerned,  there  seemed  to  be 
much  diversity  of  opinion.     Hutchinson  had  reported  fourteen 
cases  with  thirteen  recoveries  under  medical  treatment.     Car- 
penter had  stated  that,  in  their  present  state  of  knowledge,  to 
say  that  the  surgeon  should  not  be  called  in  was  not  warranted 
by  the  facts.     There  must  be  a  certain  number  of  cases  in  which 
operation  was  necessary.     When  there  was  spasm,  or  thickening, 
or  hypertrophy  which  did  not  improve  under  treatment,  or 'a 
congenital  narrowing,  in  some  cases  the  patient  would  die  if  no 
operation  was  performed. 

Which  operation  was  best?  The  most  recent  statistics 
{BunVs  Surg.,  Gyn.  and  Obstetrics,  June,  1908)  give  one  hundred 
and  fourteen  cases  operated  upon;  in  these  divulsion  was  done 
in  twenty-seven,  with  52  per  cent,  mortalitv;  gastroenterostomy 
in  sixty-mne,  with  54  per  cent,  mortalitv;  pyloroplasty  in  seven- 
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teen,  with  53  per  cent,  mortality;  and  pylorectomy  in  one,  with 
100  per  cent,  mortahty.  The  total  mortality  from  these  statis- 
tics was  in  twenty-two  cases  only  41  per  cent,  for  pyloroplasty. 

Dr.  Douglas  then  called  attention  to  the  operation  done  on 
Dr.  Bell's  patient.  The  stomach  or  duodenum  was  not  opened. 
After  the  operation  the  child  apparently  improved  for  a  time; 
then  it  did  not  do  so  w^ell,  vomited,  and  it  was  thought  that 
this  was  due  to  swelling  of  the  mucous  membrane  or  hematoma. 
This  recessitated  a  second  operation.  There  must  be  a  certain 
number  of  cases  that  recover  under  medical  treatment,  and 
others  that  may  come  to  operation.  If  these  cases  could  be 
recognized  earlier  the  surgeon  would  have  a  better  chance  to 
save  the  patient,  and  a  submucous  resection  of  part  of  the 
thickened  tissue  without  opening  the  cavity  of  the  stomach  or 
duodenum,  as  done  by  Dr.  Curtis  in  this  case,  or  a  submucous 
pyloroplasty,  as  done  in  the  case  of  Champietier  de  Ribes, 
should  in  the  future  give  so  much  better  results  than  in  the  past, 
that  the  physician  would  have  less  hesitation  in  referring  to  the 
surgeon  those  cases  which  do  not  respond  to  medical  treatment. 

Dr.  Henry  Koplik  said  that  it  seemed  to  him  that,  in  this 
particular  case,  it  was  fortunate  that  the  child  was  operated 
upon.  This  did  not  seem  to  be  a  typical  case  of  h^^pertrophic 
stenosis  of  the  pylorus  for,  as  Dr.  Curtis  stated  in  his  report,  a 
transverse  section  through  the  pylorus  would  have  resembled 
somewhat  a  signet  ring,  with  an  obstructed  center  displaced  far 
from  the  seal.  These  are  rare  cases,  and  Dr.  Koplik  said  that 
he  had  never  seen  a  case  like  it.  This  case  was  a  tumor  of  the 
pylorus,  and  it  had  nothing  in  common  with  hypertrophic 
stenosis  of  the  pylorus.  It  was  a  new-growth,  but  it  was  operated 
upon  with  the  mistaken  idea  as  to  its  exact  nature,  and  the 
child  was  well  to-day.  Of  course  it  was  very  difficult  to  criticise 
these  cases  without  having  seen  them  at  the  bedside;  many 
things  seen  there  were  absent  to-day. 

He  believed  that  Dr.  Douglas  stated  his  position  in  a  very 
liberal  and  broad  way;  they  were  coming  to  the  belief  that  these 
cases  should  not  first  come  under  the  care  of  the  surgeon.  Some 
believed  that  so  soon  as  the  diagnosis  of  hypertrophic  stenosis 
of  the  pylorus  was  made,  the  case  should  be  taken  to  the  surgeon. 
Ibraham,  Fair,  Koplik,  and  others  had  shown  80  per  cent, 
recoveries  with  medical  treatment.  Heubner,  one  of  the  best 
clinicians,  who  rarely  made  a  mistake,  gave  90  per  cent,  of 
recoveries.  Ibraham  spent  three  or  four  years  in  the  study 
of  this  disease  and  stated  that  by  medical  means  he  cured  80 
per  cent,  of  the  cases  of  congenital  hypertrophic  stenosis  of  the 
pylorus  when  there  was  spasm  with  little  hypertrophy;  this 
usually  passed  away  before  the  case  came  to  operation. 

Dr.  Koplik  had  seen  twenty  cases  of  hypertrophic  stenosis 
of  the  pylorus.  Some  of  them  would  have  been  operated  upon 
by  the  surgeon,  if  the  surgeon  had  had  the  courage  to  operate 
upon  such  weak  children.     In  the  cases  where  the  surgeon  wanted 


NEW    YORK   ACADEMY    OF    MEDICINE.  919 

to  operate,  not  only  could  a  tumor  be  felt,  but  peristalsis  was 
marked;  yet  these  cases  went  on  to  recovery  without  operation. 
There  may  appear  to  be  a  considerable  stenosis  of  the  pylorus 
with  spasm;  yet  after  a  while  the  spasm  may  relax  and  the 
patient  get  well.     There  were  all  varieties  of  these  cases. 

Recently  Dr.  Koplik  saw  a  case  of  interest,  showing  that 
medical  men  look  at  a  thing  in  different  ways.  One  well-known 
man  absolutely  knew  that  the  only  thing  to  do  was  to  operate. 
Dr.  Koplik,  on  the  other  hand,  did  not  see  where  operation  came 
in.  Still  the  child  appeared  to  be  losing  weight.  He  believed 
that  if  this  child  was  let  alone,  he  would  get  w^ell.  Each  man 
seemed  to  look  at  a  given  case  in  a  different  way.  He  said  he 
was  speaking  of  the  severe  cases  where  the  possibility  of  operation 
was  thought  of.  To-day  they  had  swung  to  the  opposite  extreme, 
and  they  felt  that  they  should  not  place  these  children  under  the 
knife  in  true  congenital  hypertrophic  stenosis  except  as  a 
desperate  measure.  The  statistics  of  the  medical  men  now 
showed  something  like  60,  80,  and  even  90  per  cent,  recoveries. 
Dr.  Koplik  had  had  some  extremely  severe  cases,  and  he  had  had 
three  operated  on;  two  of  the  operated  cases  died  and  one 
recovered.  One  case  was  operated  upon  when  in  good  condition, 
but  the  child  developed  a  mastoiditis,  and  this  probably  killed 
the  child.  The  other  case  was  operated  upon  against  his  advice, 
and  the  baby  died  under  the  knife,  although  a  conservative 
operation  was  done. 

With  regard  to  the  indications  for  operation,  many  physicians 
think  that  an  operation  might  be  necessary  if  a  tumor  could  be 
felt  and  peristalsis  seen.  However,  a  tumor,  no  matter  how 
large  and  distinctly  felt,  was  not  incompatible  with  recovery. 
Dr.  Koplik  had  had  two  such  cases  where  the  pyloric  tumor 
could  be  distinctly  felt,  and  which  was  fully  as  large  as  the  one 
passed  around  by  Dr.  Bell.  Operation  was  not  performed  and 
the  baby  got  well.  One  baby  weighed  at  birth  g  1/2  pounds,  and 
was  allowed  to  run  down  to  six  pounds  and  fourteen  ounces  in 
eight  weeks.  It  was  three  months  before  the  spasm  relaxed  and 
the  baby  got  well.  The  movements  were  very  constipated,  and 
but  little  or  no  fecal  matter  passed. 

Dr.  Koplik  reported  the  case  of  another  baby  who  had  a 
tumor  at  the  pylorus  which  could  be  distinctly  felt,  and  operation 
was  at  once  proposed;  the  parents  chose  letting  the  baby  alone 
to  the  operation.  This  baby  was  let  alone  and  got  well.  He 
believed  that  after  all  the  difficult  question  was  to  be  solved  at 
the  bedside.  It  was  dil]ficult  to  tell  the  parents  of  a  baby  still 
alive  that  the  chances  were  only  fifty  in  one  hundred.  Of  course 
there  would  appear  cases  in  which  one  felt  that  something 
must  be  done;  when  there  was  vomiting  of  blood,  for  instance, 
with  collapse.  He  said  he  had  seen  cases  with  vomiting  of  blood 
due  to  congenital  hypertrophic  stenosis  of  the  pylorus,  and  yet 
he  did  not  advise  operation,  and  the  child  recovered. 

Dr.  Clarence  A.  McWilliams  said  that  if  the  sursreon  was  to 
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be  called  in  at  all  in  these  cases,  medical  treatment  should  not  be 
persisted  in  too  long,  otherwise  operation  was  a  desperate  chance. 
Dr.  Koplik  said  that  60  per  cent,  of  these  cases  could  be  cured 
by  medical  treatment.  It  was  only  through  surgery  that  some 
of  the  remaining  40  per  cent,  could  be  saved.  Statistics  of  num- 
erous operations  for  this  condition  had  shown  from  40  to  50  per 
cent,  of  recoveries,  which  was  not  a  bad  showing  when  one  con- 
sidered the  deplorable  condition  in  which  some  of  these  cases  had 
come  into  the  surgeon's  hand.  This,  too,  had  been  at  a  time  when 
stomach  surgery  was  in  its  developmental  stage,  and  in  future 
better  results  should  be  obtained.  The  actual  condition  found 
to  be  present  in  the  cases,  which  came  to  the  surgeon,  was  one  of 
increase  in  the  muscular  tissue,  particularly  the  circular  muscular 
fibers  surrounding  the  pyloric  opening  of  the  stomach.  Was 
this  congenital  or  not?  Possibly  not,  for  the  symptoms  usually 
did  not  develop  until  two  weeks  or  more  after  birth.  Arguing 
from  analogous  conditions  in  the  adult,  it  was  not  unreasonable  to 
suppose  that,  as  a  result  of  some  irritation,  there  had  been  erosion 
or  fissure  in  the  pyloric  region,  and  that  there  had  been  also  hyper- 
acidity of  the  gastric  juice.  These  factors  set  up  a  more  or  less 
continuously  acting  spasm  of  the  pylorus,  as  a  result  of  which 
there  was  an  hypertrophy  of  the  sphincter  of  the  pylorus.  If 
proper  medical  treatment  was  instituted  early  in  these  cases, 
probably  the  immense  majority  would  get  well.  The  spasm 
would  relax  and  more  or  less  food  would  pass  through  the  pylorus. 
But  some  few  cases  which  resist  intelligent  medical  treatment, 
and  also  those  which  might  come  late  in  the  development  of  the 
disease  were  proper  cases  for  the  surgeon.  The  most  important 
indication  for  operation  was  progressive  and  obstinate  loss  in 
weight.  It  was  not  fair  to  the  child,  the  parents,  or  the  surgeon 
to  expect  the  latter  to  save  through  an  operation  a  mere  mass  of 
bones. 

With  regard  to  what  was  the  best  operation,  the  most  favor- 
able statistics  were  those  of  Nicoll  {Glasgow  Medical  Journal, 
1908)  who  operated  upon  thirteen  cases  with  only  two  deaths,  or 
a  mortality  of  15.2  per  cent.,  truly  a  remarkable  showing.  His 
operation  was  on  the  pylorus,  making  a  "V  "-shaped  incision 
through  the  muscular  fibers,  but  not  through  the  mucous  mem- 
brane. Divulsion  also  of  the  pylorus  was  performed  through 
a  separate  incision  in  the  stomach.  The  "V"  was  then  sutured 
in  such  a  way  as  to  form  a  "  Y. "  It  was  a  simple  operation  and 
could  be  quickly  performed.  Besides  that  it  did  not  send  the 
child  through  life  with  a  deformed  gastrointestinal  tract  such 
as  would  be  the  case  when  a  gastroenterostomy  was  performed. 
Nicoll's  operation  was  a  procedure  he  proposed  to  use  in  his  next 
operation  for  pyloric  stenosis  in  infants.  It  was  probably 
only  necessary  to  paralyze  the  sphincter  for  some  time  in  order 
to  efi'ect  a  cure  of  the  stenosis,  as  it  was  probably  true  that  the 
hypertrophy  of  the  muscle  alone  in  itself  never  completely  closed 
the  pylorus.     The  speaker  congratulated  Dr.  Bell  on  his  judg- 
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ment  and  courage  in  having  skillful  surgical  measures  instituted 
while  the  baby  was  yet  in  good  condition,  and  the  result  might 
justify  him  in  his  decision. 

Dr.  J.  FiNLEY  Bell  said  that  some  of  the  medical  cases  re- 
ported to  have  been  cured  remained  to  be  proven,  and  he  re- 
called one  case  in  which  a  cure  was  reported.  This  patient  died 
some  time  after  from  some  other  cause  and  at  autopsy  pyloric 
stenosis  was  found  to  exist. 

Dr.  Bell  said  he  did  not  wash  babies'  stomachs  'much  while 
suffering  from  the  condition;  it  taxed  their  strength  too  much. 

With  regard  to  this  being  a  tumor,  and  not  a  true  hvpertrophy, 
he  confessed  that  this  growth  was  largely  local,*  at  the  same 
time  the  microscopical  sections  showed  it  to  be  composed  of 
simple  unstriped  muscular  tissue  perfectly  normal;  if  it  was  a 
tumor,  it  was  an  overdevelopment  in  one  "particular  spot,  which 
was  a  hypertrophy. 

The  mortality  of  surgical  cases,  including  the  medically  neg- 
lected cases,  was  50  per  cent. 

In  the  case  he  reported,  the  stenosis  was  complete;  it  was  im- 
possible to  drive  gas  or  water  through  the  pylorus,  even  when  the 
child  was  under  the  influence  of  an  anesthetic. 

A    STUDY    OF    THE    EYE    IN    THE    MENTAL    DEFECTIVES. 

Drs.  L.  Pierce  Clark  and  Marten  Cohen  presented  this  paper. 
It  was  diflicult  to  understand  why  fundus  examination  in  idiocy 
had  been  so  little  emphasized;  it  might  be  accounted  for  by 
the  negative  findings  of  I\Ioss  who  examined  116  feeble-minded 
children  in  Berlin.  The  study  showed  but  two  cases  with  alter- 
ation of  the  fundus.  Gelfe  had  examined  578  cases,  and  but  27.5 
per  cent,  showed  normal  eyes.  These  results  were  quite  in  accord 
with  their  findings.  Gelfe's  idiots  showed  a  percentage  of  fortv- 
three  for  normal  idiot  fundi  as  compared  with  fiftv-six  for  weak- 
minded  and  eighty-three  for  simply  backward  children.  Study 
of  the  eye  in  mentally  defective  children  was  undertaken  with  a 
two-fold  purpose.  i.  From  studies  made  by  Cline  and  Tyson 
into  the  nature  of  eye  changes  found  in  dementia  precox  it  was 
shown  that  a  fairly  constant  eye  syndrome  was  present  in  that 
mental  disorder  embracing,  among  other  signs,  a  mild  grade  of 
optic  nerve  degeneration,  which  was  thought  to  be  of  autotoxic 
origin.  In  the  numerous  discussions  of  the  paper  before  socie- 
ties the  occurrence  of  optic  nerve  changes  in  dementia  precox 
it  was  thought  that  the  syndrome  was  due  rather  to  a  strong  ten- 
dency to  neural  degeneration  in  the  precocious  dements  than  to 
a  particular  autotoxin.  It  was  thought  that  careful  examina- 
tion into  the  allied  states  of  mental  degeneracy,  such  as  imbe- 
cility and  idiocy,  ought  to  throw  light  on  this  phase  of  the  subject. 
Fully  three-fourths  of  all  cases  of  idiocy  in  the  present  study 
showed  varying  stages  of  a  retrobulbar  neuritis  of  a  degenerative 
character.     2.  The  second  object  of  inquirv  was  to  see  whether 
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there  were  pathognomonic  structural  defects  in  the  eyes  of  feeble- 
minded children  and  idiots  comparable  with  the  other  grosser 
mental  and  physical  defects  so  well  known.  The  negative  find- 
ings of  this  second  part  of  the  study  had  been  disappointing. 
It  seemed  that  the  eye  defects  in  idiocy  did  not  usually  extend 
beyond  those  of  mere  functional  incompetence  of  vision.  The 
defective  central  enervation  might  explain  the  lack  of  visual 
acuteness.  The  study  was  made  in  the  Randall's  Island  service 
where  there  are  1,000  cases  to  select  from.  One  hundred  and 
fifty  cases  were  selected,  but  only  129  could  be  examined  carefully. 
Fifty  cases  each  of  feeble-minded,  imbeciles,  and  idiots  were 
chosen.  The  patients  of  the  feeble-minded  class  were  of  the  highest 
teachable  grade.  Those  of  the  imbecile  grade  were  of  the  unteach- 
able  grade,  but  able  to  care  for  themselves  and  perform  simple 
tasks  about  the  wards.  The  idiot  class  was  the  lowest  type  of 
helpless  cases  in  the  entire  service.  Only  idiopathic  cases  were 
studied.  Changes  in  external  examination  of  the  eyes  were 
found  in  but  few  patients;  unilateral  ptosis  was  noticed  in  two 
feeble-minded  children;  strabismus  was  found  in  one  feeble- 
minded child.  The  pupillary  reflexes  to  light,  accommodation, 
etc.,  were  present  in  all,  but  sluggish  in  the  idiots.  There  was 
rigidity  of  the  pupils  in  one  idiot.  The  acuity  of  vision,  the  fields  of 
vision,  and  the  refractive  errors  could  not  be  determined  owing  to 
lack  of  cooperation  due  to  the  mental  defect.  By  means  of  the 
retinoscope  there  were  found  four  cases  of  myopia  of  high 
degree,  three  of  hypermetropia,  and  fifteen  of  astigmatism  of 
various  types. 

The  ophthalmoscopic  examination  was  made  by  means  of  the 
indirect  method,  with  a  candle  as  the  source  of  light.  In  only 
106  of  the  129  could  the  fundi  be  properly  examined.  Of 
twenty-nine  feeble-minded  children  examined  only  nine  showed 
normal  fundal  appearances.  Pallor  of  the  temporal  half  and 
edema  of  the  nasal  half  of  the  disk  were  present  in  seven  cases. 
Two  patients  showed  slight  indistinctness  of  the  disk  and  one 
well-marked  neuritis.  Evidence  of  the  early  stage  of  atrophy 
was  found  in  six  cases.  In  none  was  there  advanced  atrophy 
present.  Dilatation  of  veins  was  seen  in  four  patients.  Of 
twenty-four  imbeciles  examined  fifteen  had  eye-grounds  normal 
in  appearance.  Only  four  patients  showed  pallor  of  the  temporal 
half  and  edema  of  the  nasal  half  of  the  disk.  vSlight  indis- 
tinctness of  the  disk  was  present  in  one  patient.  Pallor  of  the 
disk  was  seen  in  these  cases.  One  patient  showed  well  marked 
atrophy.  Of  fifty-three  cases  in  the  group  of  idiots  normal 
fundus  appearance  was  present  in  all  but  eleven  cases.  Tem- 
poral pallor  and  nasal  edema  were  seen  in  thirteen  cases.  There 
was  general  congestion  of  the  entire  disk  in  one  case,  generalized 
pallor  of  the  disks  in  eight,  optic  atrophy  in  three,  dilated  veins 
in  one.  One  patient  each  showed  choked  disk,  thrombosis  of 
the  central  vein,  retinal  congestion,  retinal  hemorrhage.  It  was 
concluded  that  there  was  a  well-marked  tendencv  to  neural  as 
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was  a  mooted  question;  as  to  whether  the  diseased  nerves  were 
produced  directly  by  the  deformity,  or  whether  they  arose  by  a 
common  cause,  or  whether  the  two  conditions  were  coincidental. 
All  authorities  agreed  that  there  was  a  closer  relation  than  a 
mere  coincidence.  According  to  Norris  and  Oliver,  vision  was 
affected  to  a  greater  or  less  degree  from  birth.  Virchow  and 
Hirschberg  attributed  the  optic  neuritis  to  some  intracranial 
inflammatory  trouble,  in  most  cases  a  pachymeningitis.  Frie- 
denwald  and  Oliver  believed  the  condition  was  caused  by 
occasional  increase  of  intracranial  pressure,  the  result  of  forma- 
tive synostosis  of  the  cranial  bones.  Opposed  to  this  was  the 
fact  that  in  many  cases  of  microcephalus  there  was  no  optic 
nerve  disease.  Necropsies  reported,  of  which  there  had  been 
three,  threw  some  light  upon  the  causation.  In  Michek's  case 
there  were  hyperostosis  of  the  skull,  narrowing  of  the  optic 
foramen,  and  thickening  of  the  meninges.  In  many  cases  the 
base  of  the  skull  was  very  irregular  as  was  also  the  optic  foramen. 
In  Ponfick's  case  the  optic  foramen  was  very  small.  In  the 
first  few  cases  the  skulls  were  oxycephalic;  the  deformity  in  the 
third  case  was  not  stated.  The  deformity  most  commonly 
attended  by  these  serious  eye  complications  was  that  known  as 
oxycephalic,  although  they  may  and  do  occur  in  other  varieties. 
InFriedenwald's  report  on  seventeen  cases,  twelve  were  oxycepha- 
lic, the  ophthalmoscopic  findings  were  given  in  fifteen,  of  which 
thirteen  had  either  an  optic  neuritis  or  a  postneuritic  atrophy; 
and  two  optic  atrophy  not  classified.  The  orbits  in  some  of 
these  skulls  were  often  very  shallow  and,  as  a  result  of  this,  the 
eyeballs  v/ere  protruded  and  at  first  might  be  mistaken  for 
myopic  globes.  In  the  cases  in  which  he  found  optic  atrophy, 
the  atrophy  was  of  the  grayish  postneuritic  variety,  similar 
to  that  seen  in  cases  following  infantile  cerebral  disease.  While 
there  may  be  a  tendency  to  abiotic  degeneration  in  these  cases, 
he  was  inclined  to  the  opinion  that  the  optic  nerve  lesion  was  the 
result  of  some  intracranial  inflammation  in  addition  to  the 
degeneration. 

OBSERVATIONS    ON    THE    USE    OF    LACTIC    ACID    BACILLI    AT    THE 
babies'    HOSPITAL    DURING    THE    PAST    SUMMER. 

Dr.  Charles  Gilmore  Kerley  presented  this  paper.  He 
said  that  buttermilk  had  been  used  in  Holland  for  infant  feeding 
for  many  years  and  that  various  Continental  and  American  ob- 
servers had  reported  using  it  with  gratifying  results.  During 
the  past  summer  (1908)  milk  soured  with  tablets  containing  a 
pure  strain  of  the  lactic  acid  bacillus  had  been  used  in  the  service 
of  Dr.  LaFetra  and  himself  in  the  Babies'  Hospital.  The  milk 
was  prepared  in  the  diet  kitchen  of  the  hospital,  using  the  tablets 
referred  to,  one  tablet  being  dissolved  in  four  ounces  of  water 
and  mixed  with  one  quart  of  milk.  This  mixture  was  allowed 
to  stand  from  twenty-four  to  forty-eight  hours.  It  was  then 
diluted  with  water  or  cereal  water  and  milk-  or  cane-sugar  added. 
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The  dilution  depended  upon  the  age  and  the  assumed  digestive 
capacity  of  the  patient.  The  child's  caloric  requirements  were 
considered  in  each  case.  It  was  used  in  thirty-four  cases,  full 
milk  being  employed  in  thirty  of  these  and  skimmed  milk  in  four. 
Two  groups  of  children  were  treated.  The  first  group  of  fifteen 
were  distinctly  feeding  cases,  varying  in  age  from  one  to  sixteen 
months.  Twelve  were  less  than  six  months  in  age.  In  eleven 
of  these  full  milk  was  used,  and  in  the  remaining  four  skimmed 
milk.  In  the  eleven  using  full  milk  every  one  but  one  lost  in 
weight  and  this  one  gained  one-half  ounce  in  two  weeks.  One 
made  a  loss  of  four  ounces  in  two  days.  One  child  in  fair  con- 
dition lost  six  ounces  in  three  days  without  a  sign  of  illness  and 
took  the  food  well.  The  four  that  took  the  soured  skimmed 
milk  fared  as  badly.  Three  failed  rapidly  and  died  in  from  two 
to  nine  days  from  inanition.  The  results  were  so  disastrous  that 
the  observation  on  feeding  cases  was  discontinued  at  this  point. 
The  children  were  not  made  ill  by  the  soured  milk:  they  simply 
faded  away.  In  his  large  experience  he  had  never  seen  as  typical 
a  picture  of  depression,  prostration,  and  pallor  as  was  shown  by 
this  group  of  soured-milk-fed  babies.  The  second  group  com- 
prised the  babies  who  were  given  the  soured  milk  after  intestinal 
disease.  It  w^as  well-known  how  difficult  it  was,  after  a  severe 
attack  of  summer  diarrhea,  to  bring  the  child  to  a  thriving  cows' 
milk  diet.  It  w^as  thought  that  this  protracted  convalescense 
might  be  shortened  by  the  use  of  soured  milk.  It  was  used  in 
nineteen  cases  after  the  subsidence  of  acute  symptoms,  when 
freer  feeding  might  be  substituted.  The  patients  ranged  in  age 
from  one  to  fourteen  months.  Nine  were  over  six  months,  and 
two  of  these  over  one  year.  The  milk-  was  used  as  in  group  one, 
the  duration  of  its  use  being  from  one  to  sixteen  days.  The  milk 
was  refused  absolutely  by  two.  A  very  rapid  loss  in  weight 
made  it  necessary  to  discontinue  the  milk  by  four  others  after 
using  it  from  two  or  four  days.  Only  four  of  the  children  gained 
in  weight;  one  gained  seven  ounces  in  sixteen  days;  a  second, 
two  ounces  in  sixteen  days,  a  third,  ten  ounces  in  fifteen  days, 
and  a  fourth,  one  ounce  in  six  days.  But  two  in  the  series  made 
a  satisfactory  showing.  The  usual  methods  of  resuming  stronger 
feeding  gave  results  that  were  incomparably  better.  The  re- 
sults were  so  far  inferior  to  those  of  the  usual  methods  of  treat- 
ment that  further  observations  were  discontinued. 

DISCUSSION. 

Dr.  Josephine  Hemenway  said  that  there  were  two  points 
that  impressed  those  at  the  Babies'  Hospital.  First,  there  were 
those  children  who  were  brought  to  the  hospital,  not  hopeless  by 
any  means,  but  who  were  not  gaining  in  weight.  The  change  in 
some  of  these  babies  was  so  sudden,  they  were  able  in  going 
through  the  wards  to  pick  out  the  ones  who  were  fed  on  acidi- 
fied milk.  A  child  might  be  bright  and  cheerful  at  night,  the 
next  morning  it  would  appear  prostrated  and  pale,  with  simply 
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no  life  at  all.  Several  children  failed  very  rapidly  under  the  use 
of  the  acidified  milk. 

The  second  point  was  that  the  food  given  failed  to  fatten  the 
children.  None  of  the  children  made  any  improvement  so  far  as 
putting  on  fat  was  concerned,  and  this  was  especially  so  in  those 
cases  fed  on  soured  skimmed  milk.  Their  experience  with 
skimmed  milk  showed  that  it  had*  no  value  as  a  food,  unless 
they  increased  some  other  portion  of  the  food  as  sugar.  If  fat 
was  removed  from  the  food  the  child  failed  rapidly. 

In  a  series  of  cases  of  gastrointestinal  attacks,  in  which  the 
acidified  milk  was  used,  while  the  child  lost  in  weight,  the  stools 
became  good.  They  had  had  a  small  series  of  cases  under  ob- 
servation of  winter  gastrointestinal  trouble;  after  giving  an  ini- 
tial purgative,  then  two  days'  starvation,  the  children  were  fed 
on  fat-free  acidified  milk  for  three  or  four  days.  When  the  stools 
changed  for  the  better  the  children  were  placed  on  the  regular 
milk  modifications.  They  did  not  have  a  bad  result  in  that 
series. 

The  only  other  class  of  cases  in  which  the  acidified  milk  was 
used  was  that  of  chronic  intestinal  indigestion;  these  children 
were  older  and  had  an  accompanying  constipation.  Thera 
seemed  to  be  a  definite  improvement  under  the  use  of  this  milk, 
but  it  was  used  together  with  other  articles  of  food. 

Dr.  L.  E.  LaFetra  had  seen  a  number  of  these  cases  at  the 
Babies'  Hospital  last  summer  while  he  was  on  duty  there. 
There  was  no  doubt  at  all  but  that  these  children  did  worse,  as 
a  rule,  when  fed  with  this  acid  milk  than  did  such  cases  usually 
on  the  customary  foods.  It  was  a  great  disappointment  to 
him  to  find  that  the  use  of  the  lactic  acid  bacilli,  for  which  so 
much  had  been  claimed,  turned  out  so  badly,  although  he  had 
anticipated  that  the  use  of  the  suspension  of  the  bacilli  would 
turn  out  in  this  way.  It  was  almost  impossible  by  rectal  injec- 
tion to  get  any  of  this  suspension  as  far  as  the  ascending  colon 
where  it  would  do  good.  If  these  lactic  acid  bacilli  could  be 
use  by  the  mouth  in  sufficient  quantities,  and  in  a  good  culture 
media,  they  might  possibly  be  carried  through  the  tract  and 
exert  a  favorable  action. 

He  felt  that  there  was  a  distinct  field  for  the  use  of  buttermilk. 
Buttermilk  had  little  or  no  fat,  and  the  cases  in  which  it  was 
indicated  tolerated  fat  badly.  Again  there  were  those  patients 
with  putrid  stools,  those  patients  with  alkaline  rather  than  acid 
stools;  in  such  patients  the  use  of  butter-milk  was  attended  with 
good  results.  He  said  he  had  had  very  satisfactory  results  in 
the  use  of  fat-free  buttermilk  for  a  period  of  one  week  or  ten 
days,  using  it  for  the  purpose  of  changing  the  character  of  the 
intestinal  contents.  The  stools,  instead  of  having  a  foul  and 
putrid  odor,  would  change  and  have  an  acid  odor.  When  the 
stools  became  normal  he  changed  the  diet  and  used  some  other 
form  of  food  without  further  use  of  the  buttermilk.  He  said 
he  had  had  three  or  four  verv  satisfactorv  results  with  the  use  of 
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preparations  of  ripened  milk  made  by  the  Walker-Gordon 
laboratory.  He  thought  there  was  a  distinct  field  for  the  use  of 
the  lactic  acid  bacilli,  but  the  hospital  babies  did  badly  on  them 

Dr.  Henry  Dwight  Chapin  thought  that  it  was  valuable  to 
get  such  reports  occasionally,  but  whatever  was  said  in  regard 
to  what  mfants  in  hospitals  took  he  received  with  a  great  deal  of 
skepticism.  The  babies  in  the  hospitals  did  not  do  well  on 
anything;  the  hospital  was  not  a  good  place  for  babies;  they  did 
not^thrive  there.  It  was  a  rare  thing  for  one  to  give  them 'any- 
thing m  the  way  of  food  and  have  them  gain  in  weight.  The 
hospitals  should  be  a  round-up  for  those  acutelv  ill,  but  thev 
should  be  sent  out  as  soon  as  possible. 

With  regard  to  the  stools,  he  had  not  given  too  much  attention 
or  consideration  to  them,  so  long  as  the  babies  gained  in  weight- 
he  said  he  had  come  to  the  conclusion  that  if  food  could"  be 
given  the  baby  under  conditions  that  were  not  disadvantageous, 
and  if  the  baby  gained  in  weight,  it  was  not  wise  to  int'erfere 
with  the  feeding,  no  matter  how  bad  the  stools  were.  If  the 
child  lost  in  weight  and  the  stools  were  bad,  he  at  once  changed 
the  feeding. 

Buttermilk  he  believed  had  a  restricted  use;  babies  did  not 
like  It.  The  physician  could  consider  theoreticallv  just  what 
the  baby  should  have,  but  the  babv  was  the  one  to  decide  what 
it  should  take. 

He  thought  there  was  but  a  narrow  and  verv  restricted  use 
of  buttermilk,  or  the  lactic  acid  bacilli,  in  cases  with  putrefactive 
conditions  in  the  stools;  but  good  might  sometimes  result  from 
the  temporary  use  of  them. 

Dr.  Elias  H.  Bartley,  of  Brooklvn,  said  that  his  worst 
trouble  was  to  get  children  to  partake  of  this  food,  and  he  had 
only  succeeded  in  getting  two  children  to  take  it,  one  for  four 
days,  the  other  for  two  davs.  Although  both  improved  under  it 
for  this  length  of  time,  they  refused  to  take  it  anv  longer,  and 
this  cut  short  his  observations.  However,  in  private  practice 
he  had  had  better  success.  Under  its  use,  acute  troubles,  unless 
due  to  lactic  acid  or  other  fermentations,  would  be  shortened 
There  were  some  cases  which  did  not  fare  so  well.  He  had  not 
tried  this  feeding  on  health  v  babies,  and  could  see  no  reason 
why  a  soured  milk  should  be  fed  to  a  healthv  babv;  spoiled  milk 
certainly  was  not  better  than  pure  milk.  Vith' regard  to  the 
bacteriological  examinations  of  the  tablets,  thev  were  disquietin^r- 
they  were  found  to  be  mixed,  and  not  pure  cultures.  It  shoufd 
be  remembered  that  milk  contained  milk  sugar,  and  this  suo-ar 
produced  a  small  quantity  of  lactic  acid.  Twenty-five  years 
ago  this  fad  came  up  in  another  form,  and  it  had  some  value- 
they  gave  lactic  acid  in  5  per  cent,  solution  in  the  cases  with 
green  curdy  stools,  and  this  was  used  with  good  success.  Latelv 
he  had  used  whey  slightly  soured  with  lactic  acid,  and  he  believed 
that  they  could  get  as  good  a  result  with  this  as  thev  could  with 
the  administration  of  sour  milk. 
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Guide  to  the  Clinical  Examination  and  Treatment  of  Sick 
Children.  Second  Edition,  Greatly  Enlarged  and  Rewritten 
by  John  Thomson,  M.  D.,  Fellow  of  the  Royal  College  of 
Physicians  of  Edinburgh;  Physician  to  the  Royal  Edinburgh 
Hospital  for  Sick  Children;  Joint  Clinical  Lecturer  on  Diseases 
of  Children,  University  of  Edinburgh;  Hon.  Member  of  the 
American  Pediatric  Society.  With  i6o  Illustrations.  629 
pages.  Cloth,  $3.75  net.  Published  by,  W.  T.  Keener  and  Co., 
Chicago. 

This  excellent  volume  is  written  from  the  standpoint  of  the 
clinical  diagnostician  and  lecturer  which  makes  the  presentation 
of  each  subject  simple  and  interesting.  The  numerous  illustra- 
tions are  well  shown  to  elucidate  the  text.  Conditions  such  as 
abdominal  tuberculosis,  rickets,  and  cretinisms,  which  are  com- 
mon in  Scotland,  are  admirably  described  and  pictured. 

Congenital  pyloric  hypertrophy,  upon  which  the  author  has 
written  extensively  and  is  a  recognized  authority,  receives  full 
treatment,  and  the  photographs  of  exaggerated  gastric  peristal- 
sis are  most  instructive. 

Commenting  on  French  methods  of  infant  feeding,  the  author 
states  that  "successful  feeding  wuth  pure  cow's  milk  can  only  be 
hoped  for  if  the  milk  is  not  only  sterilized,  but  also  strictly  limited 
in  amount.  Failure  to  comply  with  these  two  conditions  largely 
counts  for  the  want  of  success  that  has  attended  feeding  with 
undiluted  cow's  milk  in  the  past." 

One  has  but  to  read  the  thirty-five  pages  which  alone  are  devoted 
to  infant  feeding  in  this  modern  and  revised  text-book  to  realize 
how  much  behind  the  times  infant  feeding  must  be  as  practised 
in  Great  Britain. 

A  formula  for  making  "artificial  human  milk"  is  given  from 
Keating's  encyclopedia.  From  Ashby  two  formulas  only  are 
given  for  top  milks,  and  the  reader  receives  little  or  no  indication 
of  how  to  change,  strengthen,  or  modify  these  formulas.  Neces- 
sary as  it  is  to  comment  on  this  marked  contrast  to  American 
works  on  pediatrics,  the  deficiencies  in  this  one  chapter  do  not 
materially  detract  from  the  value  of  the  volume  as  a  whole  from 
the  diagnostic  standpoint  which  well  repays  the  reader. 

The  appendix  contains  a  suggestive  outline  for  history-taking, 
tables  of  incubation  and  contagiousness  of  infectious  diseases, 
and  directions  to  mothers  respecting  paralyzed  children  and 
those  mentally  deficient.  T.   S.   S. 
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DISEASES    OF    CHILDREN. 

The  Presence  of  Sudanophile  Leukocytes  in  Diphtheritic  Infec- 
tion.— Luigi  Benini  (Rivista  di  Clin.  Ped.,  Dec,  190S)  describes 
his  researches  in  the  examination  of  the  blood  in  diphtheria  in 
children  treated  at  the  Pediatric  Clinic  at  Florence.  There  were 
ten  cases  of  moderate  angina,  twenty-nine  of  severe  angina, 
and  nineteen  of  laryngitis.  An  increase  of  leukocytosis  occurs 
in  diphtheria,  varying  with  the  severity  of  the  intoxication.  These 
leukocytes  contain  sudanophile  granules  which  cause  the  cells  to 
differ  from  pus  corpuscles.  Their  presence  indicates  a  poison  cir- 
culating in  the  blood  and  causing  degeneration  phenomena  in  the 
blood-cells.  They  are  more  frequent  in  simple  angina  than  in 
laryngitis.  The  severer  the  cases  the  greater  is  the  number  of 
the  sudanophile  leukocytes.  They  diminish  on  the  third  day  of 
treatment  and  disappear  as  convalescence  is  established.  Their 
presence  is  not  directly  influenced  by  the  injections  of  antitoxin. 
In  febrile  conditions  they  reappear,  but  are  not  seen  in  post- 
diphtheritic paralysis.  They  are  produced  by  the  toxic  action 
of  the  diphtheria  poison  on  the  blood-cells. 

Eruption  of  Scarlatina. — In  summing  up  the  peculiarities  of 
the  cutaneous  eruption  of  scarlatina,  A.  Whitfield  {Practitioner, 
Jan.,  1909)  says  that  the  rash  invariably  appears  first  on  the 
root  of  the  neck.  Where  not  absolutely  universal  the  edge  of 
the  eruption  gradually  fades  off  into  the  normal  skin.  The  tip 
of  the  nose  and  the  circumoral  region  are  never  affected.  The 
follicles  may  be  slightly  erected,  but  there  is  no  true  papule 
formation;  on  the  other  hand,  the  early  eruption  shows  that  the 
follicles  are  the  chief  seat  of  congestion.  A  yellowish  stain 
appears  when  the  hyperemia  is  dispelled  by  pressure,  and  brown- 
ing of  the  flexures  of  the  elbows  is  almost  invariably  present. 
The  backs  of  the  hands  and  the  sides  of  the  fingers  are  generally 
affected  when  the  rash  is  fully  out. 

Marked  Invasion  of  the  Cerebrospinal  Fluid  with  Micro- 
organisms and  Absence  of  Cellular  Reaction  in  Cerebrospinal 
Meningitis. — Ribadeau  Dumas  and  R.  Debre  {La  Presse  Med., 
Jan.  16,  1909)  describe  cases  of  cerebrospinal  meningitis  in 
which  examination  of  the  cerebrospinal  fluid  obtained  by  punc- 
ture would  show  alternately  a  large  number  of  bacteria  present 
without  any  cells,  and  a  large  number  of  cells  without  any  trace 
of  germs.  The  fluid  was  very  light  yellow,  contained  albumin, 
and  showed  particles  in  suspension.  There  were  present  a 
prodigious  number  of  microorganisms  which  appeared  in  masses. 
The  germs  were  either  the  pneumococcus  or  an  acid-resistant 
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organism  resembling  the  tubercle  bacillus.  The  clinical  aspect 
of  these  cases  shows  nothing  peculiar.  This  is  not  a  phenomenon 
due  to  nearness  of  death,  because  some  of  these  cases  recover. 
Autopsy  shows  the  existence  of  a  purulent  meningitis  of  very 
marked  characteristics.  The  spinal  cord  shows  very  little 
abnormal. 

Cultivation  of  the  Meningococcus  from  Eye  Conditions. — H. 
McKee  {Mont.  Med.  Jour.,  Dec,  190S)  says  that  during  the  past 
year  there  have  been  seen  at  the  Montreal  General  Hospital 
seven  cases  of  epidemic  cerebrospinal  meningitis  with  ocular 
symptoms.  These  seven  cases  consisted  of  one  case  of  metas- 
tatic ophthalmia  and  six  cases  of  conjunctivitis.  From  the  pus 
in  the  anterior  chamber  of  the  hypopyon  iritis  case  and  from 
the  conjunctiva  in  two  cases  of  conjunctivitis  were  cultivated 
Gram-negative  diplococci  which  were  carefully  studied  and 
shown  to  be  meningococci.  To  this  is  to  be  added  the  cultivation 
of  the  meningococcus  once  from  the  normal  conjunctival  sac. 
The  presence  of  the  meningococcus  on  the  nasal  mucous  mem- 
brane of  supposed  healthy  individuals  has  been  shown.  The 
writer  asks  whether  the  presence  on  the  conjunctiva  is  secondary 
to  its  presence  in  the  nose,  or  whether  the  conjunctiva  too 
mav  be  a  point  of  entrance. 

Bordet's  Whooping-cough  Bacillus. — G.  Seiffert  {Munch, 
med.  Woch.,  Jan,  19,  1909),  has  experimented  on  the  action  of 
the  bacillus  of  whooping-cough  discovered  by  Bordet.  Sixteen 
specimens  of  sputum  from  cases  of  pertussis  were  tested.  Of 
these,  in  twelve  the  bacillus  was  found  in  pure  culture.  Four 
cases  were  negative,  of  which  two  were  in  elderly  women  who 
had  the  disease  some  time  before,  and  two  were  children.  All 
the  positive  sputa  came  from  sick  children.  Each  specimen  was 
cultivated  and  tested  by  agglutination  with  immune  horse  serum 
produced  by  Bordet.  Agglutination  was  strongly  evident  in  a 
dilution  of  i  :  1000.  Six  sera  gave  marked  agglutination  at 
1 :  16,  slight  at  i  :32.  Two  failed  to  agglutinate  at  all.  Influenza 
bacilli  were  not  agglutinated  by  pertussis  serum.  This  bacillus 
disappears  with  the  disappearance  of  the  disease. 

Peritonitis  in  Children  from  Unknown  Sites  of  Infection. — 
C.  N.  Dowd  (Ann.  Surg.,  Dec,  190S)  says  that  children  are 
more  likely  to  have  rapidly  spreading,  insidious  forms  of  perito- 
nitis than  are  adults,  since  they  are  less  likely  to  encapsulate  the 
inflammation.  They  are  much  less  likely  to  be  constipated 
during  its  course,  and  hence  have  less  tympanites.  They  are 
much  more  likely  to  have  associated  cerebral  symptoms.  The 
particular  form  of  peritonitis  to  which  he  refers  is  usually  due 
to  streptococcus  infection.  It  spreads  with  great  virulence 
through  the  abdomen;  it  is  not  easy  of  diagnosis,  and  is  not  asso- 
ciated with  anv  discoverable  site  of  infection.  Three  fatal 
cases  illustrate  the  subject.  They  did  not  present  the  elements 
for  an  early  diagnosis,  principally  because  abdominal  rigidity, 
either  localized  or  general,  is  the  most  important  symptom  in 
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making  such  a  diagnosis  in  peritonitis,  and  this  symptom  was 
wanting  or  only  moderate  in  degree.  In  this  type  of  peritonitis 
the  symptoms  are  usually  indefinite,  there  is  usually  excessive 
vomiting,  prostration,  without  tympanites,  marked  rigidity,  or 
constipation,  diarrhea  often  being  present.  The  type  should 
be  especially  considered  among  children's  diseases  because  of  the 
symptoms,  which  differ  materially  from  those  of  adults,  and 
because  it  occurs  so  much  more  frequently  in  children  than  in 
adults. 

Care  of  the  Mouth  During  Infancy  and  Childhood. — W.  J. 
Lederer  {Med.  Rec,  Dec.  5,  1908)  believes  that  careful  buccal 
lavage,  in  all  artificially-fed  children  at  least,  is  a  necessity  and 
if  done  carefully  will  be  of  no  harm.  He  advocates  an  alkaline 
antiseptic  tablet,  dissolved  in  water  or  saline  solution  as  a  wash 
for  infants.  Of  the  care  of  the  mouth  during  dentition,  he  says: 
Don't  rub  the  teeth  through,  as  this  will  only  open  an  avenue 
of  possible  infection,  particularly  as  the  resistance  of  the  little 
body  is  somewhat  lowered  during  this  state.  Don't  rub  the 
gurns  (as  a  rule),  for  the  above-mentioned  reason,  and  especially 
if  the  erupting  tooth  is  well  covered ;  the  incised  wound  will  heal 
up  very  rapidly  and  the  operative  procedure  has  to  be  repeated. 
Don't  poke  dirty  fingers  into  the  child's  mouth  to  find  out  if  the 
tooth  is  through,  but  keep  the  mouth  clean.  Most  of  the  attend- 
ing svmptoms  of  difficult  dentition  can  be  avoided  by  carefully 
looking  after  the  digestive  apparatus.  After  the  first  teeth  have 
made  their  appearance,  a  soft  toothbrush  should  be  used,  but 
particular  care  must  be  exercised  to  use  a  brush  which  does  not 
lose  its  bristles.  The  mouth  should  be  washed  after  every  feeding 
and  before  retiring.  A  mild  antiseptic,  like  liquor  antisepticus 
diluted,  to  which  a  little  bicarbonate  of  sodium  is  added  to  make 
it  alkaline,  can  be  used,  or  an  alkaline  antiseptic  tablet,  dissolved 
in  water.  If  dental  caries  is  established,  the  early  filling  by 
proper  dental  care,  which  can  be  obtained  by  regular  dental 
examination,  in  order  to  avoid  untimely  extraction,  is  important. 
The  belief  that  the  first  or  milk-teeth  can  be  extracted  at  random, 
inasmuch  as  they  are  replaced  by  the  permanent  teeth,  is  errone- 
ous, as  dental  irregularities  are  thus  produced  which  may  alter  the 
shape  of  the  dental  arches.  Just  as  it  is  wrong  to  extract  the 
temporary  teeth  too  early,  it  will  be  an  error  to  retain  them  be- 
yond a  certain  period,  as  the  permanent  tooth  may  be  deflected 
and  erupt  either  inside  or  outside  of  the  arch.  The  thumb, 
tongue-  and  lip-sucking  habits  are  the  cause  of  malformations. 
The  writer  dwells  particularly  upon  the  results  of  oral  sepsis  and 
upon  the  necessity  for  early  treatment  of  carious  teeth. 

Idiopathic  Progressive  Curvature  of  the  Radius. — DeWitt 
Stellen  (Surg.  Gyn.  Ohst.,  Jan.,  1909)  believes  that  the  so-called 
Madelung's  deformity  of  the  wrist  is  due  to  an  anteroposterior 
bowing  of  the  radius,  usually  of  the  shaft  proper,  occasionally 
of  the  epiphysis,  and  sometimes  of  both.  This  produces  a  devia- 
tion of  the  articular  surface  and  an  apparent  subluxation  of  the 
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wrist.  The  deformity  is  usually  bilateral.  Heredity,  the 
female  sex,  and  youth  (about  eleven  years)  are  predisposing 
factors,  and  the  exciting  cause  is  a  local  dystrophy,  an  irregular 
ossification  of  the  distal  extremity  of  the  diaphysis,  or  of  the 
proximal  portion  of  the  epiphysis,  or  both.  There  are  two  dis- 
tinct types,  a  forward  or  common  and  a  backward  or  rarer  one,  in 
both  of  which,  however,  there  is  generally  an  exaggeration  of  the 
normal  curvature  of  the  radius  toward  the  ulna.  A  correspond- 
ing increased  inclination  of  the  joint  surface  toward  the  ulna  re- 
sults with  adduction  of  the  hand  and  an  angulation  of  the  first  row 
of  carpal  bones.  The  carpus  usually  retains  its  normal  relations 
to  the  radius,  but  the  head  of  the  ulna  is  dislocated  backward  or 
forward  in  the  lower  radioulnar  and  triangular-cuneiform  articu- 
lations. The  disease  is  one  of  the  growth  period  developing 
spontaneously,  with  pain,  and  pregressing  gradually  (two  to 
three  years)  with  limitation  of  motion  against,  and  increase 
of  motion  in  the  direction  of  the  deformity.  Numerous  conditions 
simulate  the  lesion,  but  the  history  and  the  3C-ray  will  establish 
the  diagnosis.  The  prognosis  is  good  and  treatment  consists  in 
osteotomy  of  the  radius  after  the  disease  has  run  its  course  and 
the  symptoms  or  deformity  justify  surgical  intervention.  Linear 
osteotomy  should  be  performed  in  mild,  and  cuneiform  in  severe 
cases.  The  writer  thinks  that  forward  and  backward  idiopathic 
progressive  curvature  of  the  radius  are  rational  terms  for  the 
condition,  or  the  orthopedic  names  of  carpus  varus  or  carpus 
valgus  might  be  used. 

General  Paresis  in  Childhood. — A.  W.  Fairbanks  (Jour.  Amer. 
Med.  Assn.,  Dec.  5,  1908)  states  that  this  disorder,  though  rare 
in  childhood,  is  more  common  than  is  generally  supposed.  The 
earliest  apparent  onset  reported  is  at  the  age  of  six.  General 
paresis  is  not  more  common  in  children  mentally  defective  from 
birth.  The  majority  of  cases  occur  in  children  of  average  mental 
ability  previous  to  the  onset  of  the  disease.  The  characteristic 
clinical  features  of  the  disease  in  childhood  are,  in  its  onset, 
failing  memory,  depreciation  of  intellectual  power,  and  change 
of  character,  the  first  two  being  usually  noticed  in  the  cessation 
of  progress  at  school.  These  symptoms  are  progressive  and  are 
soon  associated  with  tremor  of  the  face,  lips,  tongue,  or  extremities 
of  varying  extent  and  degree;  disturbance  of  muscular  coordi- 
nation, disorders  of  speech,  disturbances  in  the  gait,  change  in 
size  and  reaction  of  the  pupils,  and  exaggeration  of  the  deep 
reflexes  and  often  of  the  superficial  as  well.  As  the  disease 
becomes  well  established,  delusions,  hallucinations,  and  morbid 
fears  not  infrequently  appear.  As  the  affection  progresses  the 
mental  state  becomes  one  of  apathy  and  depression,  alternating 
with  occasional  outbursts  of  passion  or  excitement,  sometimes 
maniacal,  or,  without  such  outbursts,  it  remains  one  of  apathetic 
content  or  indifference.  External  impressions  become  super- 
ficial and  transient.  Even  occasions  of  great  grief  or  anxiety 
in  the  household  bring  forth  no  response  from  the  child.     This  is 
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often  in  most  striking  contrast  to  the  previous  affectionate  and 
sympathetic  disposition  of  the  child.  Deeper  and  deeper  the 
child  sinks  into  imbecility;  it  becomes  more  and  more  unsteady 
and  tremulous;  weaker  and  weaker  on  its  legs;  incapable  of 
clothing  or  feeding  or  helping  itself  in  any  way;  unclean  and 
without  control  over  the  sphincters;  and,  finally,  bedridden, 
more  from  general  tremulousness  and  inability  to  initiate  and 
control  muscular  movement  than  from  definite  localized  paralysis. 
Soon  after  the  state  of  bedridden  helplessness  is  reached,  contrac- 
tures ensue,  bed  sores  develop  and  in  a  condition  of  advanced 
emaciation  the  victim  finally  dies  of  exhaustion  or  intercurrent 
disease,  occasionally  with  terminal  convulsions.  Intercurrent 
general  or  localized  epileptiform  convulsions  sometimes  occur, 
and  palsies  of  varying  extent  and  degree  are  not  uncommon. 
The  male  sexual  predominance  does  not  hold  true  in  childhood. 
The  course  of  the  disease  is  somewhat  longer  in  the  child  than 
in  adults.  In  the  infantile  type  well-defined  delusions  of 
grandeur  are  rather  rare.  The  delusions  are  of  simple  character 
and  more  transient  than  in  the  adult.  The  emotional  element 
is  the  predominant  feature.  Causeless  excitement,  especially  at 
night,  unprovoked  laughter  or  weeping,  screaming,  and  morbid 
fears  occur.  A  striking  feature  is  the  cessation  of  sexual  and 
physical  development.  The  supposed  exciting  causes  of  the 
disease  in  adults  include  phthisis,  alcohol,  business  worries, 
strenuous  life,  emotional  stress  and  shock,  and  sexual  excess. 
In  childhood  all  but  the  first  two  must  be  eliminated.  Autopsies 
on  children  dying  of  paresis  rarely  show  tuberculous  lesions 
sufficient  to  suggest  an  etiological  connection.  Were  alcohol 
an  exciting  cause  of  paresis  the  affection  would  be  more  common 
in  the  adult  than  it  is,  and  patients  dying  of  paresis  do  not  even 
very  frequently  show  organic  lesions  due  to  alcoholic  excess. 
Also  the  disease  is  not  most  prevalent  in  the  class  most  addicted 
to  abuse  of  alcohol.  The  more  thoroughly  the  parents  and  other 
children  and  their  family  history  are  studied,  the  more  convincing 
will  be  the  evidence  that  we  are  dealing  with  the  late  results  of  a 
specific  constitutional  disease,  and  that  that  disease  is  syphilis. 

Reflexes  in  Sydenham's  Chorea. — M.  T.  Bobonunix  Archiv. 
de  Med.  des  EnJ.,  Dec,  1908)  has  made  a  study  of  the  reflexes 
in  twenty-two  cases  of  Sydenham's  chorea.  He  concludes  that 
the  mucous  reflexes  are  often  abolished;  when  there  is  doubt  of 
the  diagnosis  between  an  arhythmic  chorea  of  hysterical  origin 
and  a  true  chorea  the  presence  of  the  Babinski  reflex  is  in  favor  of 
true  chorea,  but  its  absence  is  not  against  it.  Tendon  reflexes 
in  slight  choreas  or  those  of  moderate  intensity  are  not  modified. 
Their  diminution  cannot  be  considered  as  characteristic  of  severe 
choreas. 

Infantile  Disseminated  Sclerosis. — H.  Gaehlinger  {L'Echo 
Med.,  Jan.  24,  1909)  describes  disseminated  sclerosis  in  children 
as  a  not  very  common  disease,  appearing  at  about  the  age  of  six 
or  seven  years.     Its  symptoms  are  identical  with  those  of  the 
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same  disease  in  adults.  Its  onset  is  insidious,  and  the  disease 
has  probably  been  going  on  for  some  time  before  it  is  noticed. 
In  children  it  attacks  first  the  lower  extremities,  so  that  the  child 
is  confined  to  the  bed.  There  is  also  often  marked  anesthesia  or 
hyperalgesia.  Lancinating  pains  may  be  present.  The  gait  is 
staggering,  the  feet  being  held  far  apart.  The  author  describes 
a  typical  case  occurring  in  a  child  of  six  years  of  age,  in  whom 
no  symptoms  were  noticed  until,  after  a  restless  night,  he  was 
found  to  stagger  in  walking  and  to  be  unable  to  stand  alone. 
Speech  was  very  slow  and  jerky,  the  face  was  immovable,  and 
a  slight  convergent  strabismus  was  present.  There  was  inten- 
tion tremor  of  the  hands. 

Aortic  Stenosis  not  of  Rheumatic  Origin  in  Young  Subjects. — 
Louis  Gallavardin  {Lyon  Med.,  Jan.  31,  1909)  divides  aortic  steno- 
sis into  rheumatic  stenosis,  the  most  frequent,  congenital  aortic 
stenosis,  and  arterial  aortic  stenosis.  It  is  generally  associated 
with  insufficiency.  The  writer  claims  that  there  is  a  fourth 
variety,  little  recognized;  the  stenosis  is  unaccompanied  by  in- 
sufficiency and  is  well  tolerated  for  a  long  time  it  is  not  con- 
genital, is  not  due  to  arterial  degeneration,  and  is  not  caused  by 
rheumatism.  It  occurs  from  the  age  of  fifteen  to  that  of  thirty. 
The  author  details  three  cases  and  finds  others  recorded.  The 
physical  signs  of  aortic  stenosis  are  extremely  plain.  At  the 
aortic  orifice  there  are  a  distinct  thrill  and  a  rude  murmur  widely 
diffused  and  heard  in  the  vessels  of  the  neck.  The  sounds 
occur  alone,  or  predominate  over  those  of  insufficiency.  The 
dominant  trait  of  this  condition  is  the  latency  of  its  course, 
absolutely  no  symptoms  accompanying  the  loud  murmur.  The 
first  symptom  is  dyspnea  on  exertion.  In  some  cases  the  condi- 
tion under  consideration  may  be  a  late  development  of  a  con- 
genital lesion.  In  most  cases,  however,  it  is  an  acquired  lesion, 
developed  slowly  in  childhood  and  adolescence  by  reason  of  a  sub- 
acute or  chronic  endocarditis  under  the  influence  of  an  indeter- 
minate cause.  (This  combination  of  physical  signs  and  symp- 
toms is  identical  with  those  of  simple  roughening  of  the  valve  or 
arterial  wall,  without  stenosis,  such  as  occurs  in  syphilitic  cases, 
or  with  those  of  a  slight  valvular  lesion  resulting  from  an  attack 
of  endocarditis   without  marked   symptoms.) 

Diabetic  Families  of  Infants. — G.  Lion  and  Ch.  Moreau  (Arch, 
de  Med.  des.  En/.,  Jan.,  1909)  says  that  diabetes  among  children 
is  liable  to  occur  in  several  members  of  one  family.  These  cases 
have  certain  etiological  and  prognostic  peculiarities.  The  authors 
have  collected  thirty  examples  of  such  families  in  medical 
literature,  and  one  of  these  he  personally  observed.  All  the  chil- 
dren in  a  family  may  be  affected  by  this  disease;  in  other  families 
those  members  which  were  spared  in  infancy  may  be  attacked  in 
adolescence.  It  occurs  at  from  eight  to  twelve  years  of  age  in 
general.  Heredity  plays  an  important  part  in  its  causation. 
One  or  the  other  parent  or  an  uncle  or  aunt  may  have  had 
diabetes,  or  heredity  may  appear  in  the  form  of  neuroarthritis, 
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tuberculosis,  or  syphilis.  There  seems  to  be  no  cause  of  the 
beginning  of  the  attack,  which  comes  on  insidiously  and  for 
some  time  does  not  affect  the  general  health.  Sometimes 
traumatism  or  emotion  seems  to  be  the  exciting  cause.  The  first 
symptom  noted  is  exaggerated  thirst  with  or  without  polyuria. 
The  complete  picture  of  diabetes  is  rarely  present  at  first.  Gly- 
cosuria may  be  for  a  long  time  the  only  symptom.  The  sugar 
increases  progressively,  although  it  may  be  lessened  by  treat- 
ment for  a  time.  Acetone  occurs  when  emaciation  and 
general  cachexia  appear  toward  the  end  of  the  disease.  The 
duration  is  from  a  week  to  eight  months,  or  in  slower  cases 
the  disease  may  last  even  three  years.  The  termination  is  gener- 
ally in  death.  Out  of  43  cases  observed  37  ended  fatallv.  Age 
has  no  effect  on  the  termination.  Cure  is  possible  but  rare. 
When  one  member  of  such  a  family  has  been  attacked  by  this 
disease  the  other  children  generally  are  attacked  later,  and  the 
prognosis  is  always  bad  for  them  all.  The  disease  may  be  for  a 
time  kept  in  check  by  the  usual  dietetic  and  medicinal  treatment, 
but  in  the  end  sugar  increases  and  cachexia  comes  on,  with 
death  in  coma.  In  the  family  observed  by  the  authors  three 
children   were   attacked   and   all   of  them   died. 

Severe  Septicemia  in  the  Course  of  Cutaneous  Affections  in 
Young  Children. — V.  Hutinel  and  Lucien  Rivet  {Arch,  de  Med. 
des  Enf.,  Jan.,  1909)  give  the  histories  of  nine  cases  of  skin  diseases 
in  children  who  were  brought  into  a  hospital  for  care  and  almost 
immediately  developed  symptoms  of  severe  infection.  In  such 
children  the  skin  may  receive  almost  any  germ  that  is  present  in 
the  wards.  The  child  in  his  own  home  is  comparatively  safe,  but 
when  exposed  to  all  of  the  germs  that  are  to  be  found  in  a  hospital 
ward  he  soon  becomes  infected.  Such  results  often  occur  when 
some  strenuous  method  of  treatment  has  been  employed  which 
has  opened  new  areas  of  the  skin  to  infection.  Respiration  be- 
comes rapid  and  irregular;  the  pulse  is  increased  in  frequency  and 
irregular;  convulsions  occur,  and  death  may  supervene  rapidly 
with  hyperthermia.  If  removed  from  the  source  of  infection 
and  promptly  treated  the  child  may  recover.  These  conditions 
occur  especially  with  eczema  and  impetigo.  The  author  rejects 
the  theory  of  metastasis,  the  toxic  theory,  the  lymphatic  state, 
and  the  theory  of  myocardial  lesions.  He  believes  these  to  be 
sim.ple  cases  of  infection.  He  thinks  that  we  should  be  most 
particular  in  the  care  of  such  infants  when  they  come  to  a  hospital. 
They  should  be  placed  in  a  freshly  fumigated  ward,  and  kept  sep- 
arate from  other  patients.  Dressings  should  not  be  made 
with  antiseptics,  but  with  simple  boiled  water  and  without 
any  undue  violence.  Tonic  treatment  should  be  combined  with 
local  measures. 

Diphtheria  Bacillus. — The  following  materials  are  required 
in  a  staining  procedure  recommended  by  W.  H.  Rush  (Amer. 
Jour.  Med.  Sci.,  Dec,  1908) :  Griibler's  methylene  blue;  Griibler's 
eosin,  "  W.  G.,"  or  "rein";  tartaric  acid;  alcohol,  96  per  cent.; 
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and  distilled  water.  The  solutions  should  be  prepared  as 
follows:  (a)  Saturated  aqueous  solution  of  methylene  blue, 
filtered,  lo  c.c. ;  tartaric  acid,  lo  per  cent,  aqueous  solution, 
lo  c.c;  distilled  water,  80  c.c.  (b)  Tartaric  acid,  10  per  cent, 
aqueous  solution,  10  c.c;  alcohol,  96  per  cent.,  50  c.c;  distilled 
water,  40  c.c.  (c)  Eosin,  saturated  aqueous  solution,  filtered, 
I  c.c;  distilled  water,  199  c.c.  Stain  thin  films — on  a  cover- 
glass  or  slide  fixed  by  the  flame  in  the  usual  way — ten  seconds 
in  a;  wash  ten  seconds  in  b;  stain  ten  seconds  in  c;  blot  and  dry. 
The  solutions  b  and  c  should  be  poured  on  freely.  Drying  or 
washing  in  water  between  the  different  steps  is  unnecessary. 
The  polar  bodies  will  be  stained  deep  violet-blue;  the  remainder 
of  the  bacillus  and  nearly  all  other  microorganisms,  intense 
pink.  Tissue  elements,  fibrin,  mucus,  etc.,  in  case  o."  films 
direct  from  the  throat  or  nose,  also  are  stained  pink. 

Diphtheria.  J.  W.  Fisher  (Jour.  Amer.  Med.  Assn.,  Feb.  6, 
1909)  reports  an  epidemic  of  diphtheria  in  the  Connecticut 
Hospital  for  the  Insane,  the  chief  sources  of  infection  in  which 
were  latent  cases  (bacillus  carriers),  rats,  and  cats,  as  was  shown 
by  cultures  from  all  of  these.  Study  of  this  epidemic  showed 
that  one  negative  throat  culture  is  insufficient  for  d  agnosis. 
Two  and  even  three  successive  negative  throat  and  nose  cultures 
do  not  constitute  sufficiently  strict  quarantine  regulations  to 
prevent  the  spread  of  diphtheria.  In  institutions  in  which 
large  numbers  are  congregated,  at  least  four  successive  negative 
cultures,  inc  uding  at  least  two  nose  cultures,  are  imperative. 
All  healthy  individuals  carrying  bacilli  in  their  throats  should  be 
iso  ated  during  a  time  of  epidem  c  in  institutions,  unless  whole- 
sale immunization  can  be  undertaken.  The  isolation  of  bacillus 
carriers  in  private  practice  is  neither  reasonable  nor  expedient. 
Bacillus  carriers  harbored  the  bacilli  longer  than  did  the  clinical 
cases  of  diphtheria.  The  Neisser  stain  has  distinct  advantages 
over  the  Loefiler  stain,  and  no  disadvantages.  Stained  smears 
are  of  great  value  for  immediate  diagnosis.  Of  healthy  individ- 
uals, during  this  epidemic,  2.08  per  cent,  were  found  to  be  bacillus 
carriers.  When  no  epidemic  existed  nonvirulent  Klebs- 
Loeflfler  bacilli  were  found  in  i.i  4-  per  cent,  of  healthy  individ- 
ua  s.  No  virulent  Klebs-Loefffer  bacilli  were  found  in  506 
throat  cultures  three  months  after  the  epidemic.  The  writer 
thinks  two  weeks  is  the  limit  of  immunization  for  1,000  units  of 
antitoxin,  infection  of  an  immunized  nurse  having  taken  place 
after  that  period. 

Carcinoma  of  the  Stomach. — R.  B  Ness  and  J.  H.  Teacher 
(Brit.  Jour.  Child.  Dis.,  Dec,  1908)  report  a  case  of  scirrhous 
cancer  of  the  stomach  with  multiple  abdominal  metastases  in  a 
boy  fourteen  years  and  nine  months  of  age.  The  patient's 
symptoms  included  jaundice,  ascites,  hematemesis,  progressive 
anemia,  loss  of  weight  and  a  small  umbilical  tumor.  On  account 
of  the  youth  of  the  patient  the  diagnosis  was  not  made  until  an 
exploratory  operation  revealed  the  condition  present. 
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Thirty-fourth  Anmcal  Meeting,  Celebrating  the  Centennial 

of  McDowell's  Operation,  held  in  New  York  City, 

April  20,  21,  and  22,  1909. 

The  President,  Dr.  J.  Riddle  Goffe,  in  the  Chair. 

The  Society  convened  in  the  Solarium  of  the  Waldorf-Astoria 
Hotel. 

An  address  of  welcome  was  delivered  by  Dr.  Clement  Cleve- 
land, of  New  York,  which  was  responded  to  by  Dr.  J.  Mont- 
gomery Baldy,  of  Philadelphia. 

The  first  order  of  the  scientific  session  was  a  symposium  on 

CESAREAN  SECTION;    INDICATIONS  IN   PLACENTA  PREVIA,    AND   THE 
JUSTIFIABILITY  OF  STERILIZATION  IN  THIS  CONDITION. 

(a)    INDICATIONS  FOR  CESAREAN  SECTION  IN  PLACENTA   PREVIA. 

Dr.  George  Tucker  Harrison,  of  New  York,  said  that 
while  it  was  true  that  in  the  preponderating  majority  of  cases 
of  placenta  previa  occurring  in  practice,  the  obstetric  resources 
at  our  command,  including  manual  dilatation,  metreuryre 
(balloon  dilatation),  and  version,  were  amply  sufficient,  there 
still  remained  a  class  in  which  the  performance  of  Cesarean 
section,  whether  vaginal  or  classical,  might  well  challenge  serious 
consideration.  The  class  of  cases  referred  to  were  those  in 
which  dangerous  hemorrhages  occurred  w^hile,  at  the  same  time, 
the  cervix  was  maintained  in  its  entire  length.  The  Cesarean 
section  w^as  especially  indicated  when  the  patient  had  reached 
full  term,  but  her  life  was  jeopardized  by  the  hemorrhages,  and, 
as  a  matter  of  course,  it  was  of  paramount  importance  to  pre- 
serve the  life  of  the  ghild.  It  had  always  been  an  opprobrium 
attaching  to  the  obstetrical  procedures  adopted  in  the  treat- 
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ment  of  placenta  prveia,  although  the  most  skillful  obstetricians 
had  been  responsible,  that  the  infant  mortality  was  so  high. 
Undoubtedly,  this  high  mortality  might  be  largely  reduced  by 
the  employment  of  the  Cesarean  section  in  appropriate  cases. 
To  show  the  changed  attitude  toward  this  question  on  the  part 
of  prominent  obstetricians  in  recent  years,  he  recalled  well  in 
1902  a  paper  he  had  heard  upon  the  indications  for  recourse  to 
Cesarean  section,  by  Dr.  Kerr,  of  Glasgow,  at  the  meeting  of  the 
British  Medical  Association,  in  which  the  author  declared  that 
those  who  found  such  an  indication  in  placenta  previa  did  so 
because  they  were  ignorant  of  proper  obstetric  methods.  In 
his  recent  admirable  work  on  "Operative  Midwifery,"  however, 
Dr.  Kerr  spoke  as  follows:  "I  have  never  performed  Cesarean 
section  for  placenta  previa,  and  it  may  be  I  never  shall,  but  I 
am  less  antagonistic  to  it  than  I  was,  and  I  would  not  now 
condemn  as  I  was  once  inclined  to  do  those  who  would  have 
recourse  to  the  operation  under  the  circumstances  indicated." 
The  cases  he  referred  to  were  old  primiparae  where  the  hemor- 
rhage occurred  at  full  time  and  before  labor  had  started,  and 
where  to  judge  by  the  condition  of  the  parturient  canal  and  the 
size  of  the  child  delivery  would  be  tedious  and  difficult.  He  had 
in  mind  only  the  classical  abdominal  Cesarean  section.  "Under 
no  circumstances  whatever,"  he  remarks,  "is  it  conceivable 
that  vaginal  Cesarean  section  is  a  suitable  operation  for  placenta 
previa  in  the  later  months  of  pregnancy.  I  dismiss,  therefore, 
this  treatment  without  doing  more  than  absolutely  condemning 
it,  and  in  writing  so  strongly  I  feel  sure  I  have  the  support  of  all 
unprejudiced  obstetricians."  This  positive  expression  of  opinion 
should  not  carry  much  weight,  as  it  was  based  entirely  upon 
a  priori  reasoning.  On  the  other  side,  listen  for  a  moment  to  an 
obstetrician  of  vast  learning,  of  large  experience,  and  profound 
sagacity.  Dr.  Bumm,  of  Halle.  Speaking  of  the  vaginal  Cesarean 
section,  he  observed:  "I  have  performed  this  operation  four 
times — this  was  several  years  ago — for  severe  hemorrhage  in 
placenta  previa.  In  each  case  the  cervical  canal  was  maintained 
in  its  entire  length.  In  three  cases  there  was  a  profuse  loss  of 
blood  at  the  sixth  or  seventh  month,  and  the  fetus  dead.  In 
the  fourth  case  the  pregnancy  had  advanced  into  the  ninth  month 
and  the  child  was  living.  This  was  extracted  without  harm  and 
remained  alive,  its  weight  2,950  grams.  The  bleeding  from 
the  incised  edges  could  be  controlled  without  difficulty;  the 
bleeding  also  where  the  incision  extended  into  the  domain  of 
the  placenta  was  only  moderate;  a  couple  of  spurting  arteries 
were  provisionally  clamped;  the  suture  sufficed  for  the  complete 
stoppage  of  the  bleeding.  In  the  operation  I  have  constantly 
had  the  feeling  of  full  security  against  loss  of  blood,  and  believe 
that  the  vaginal  hysterectomy  in  women,  who  already  at  the 
beginning  of  dilatation  have  lost  much  blood,  may  be  effective 
in  saving  life.  At  all  events,  it  is  superior  to  the  abdominal 
Cesarean  section  in  consideration  of  the  smallness  of  the  wound 
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and  to  all  dilatation  procedures  from  the  certainty  of  arrest  of 
hemorrhage.  I  once  saw  a  fatal  hemorrhage  in  the  attempt  to 
introduce  a  ballon,  and  believe,  therefore,  that  the  risk  attending 
dilatation  in  placenta  previa,  whether  done  with  rubber  balloons 
or  with  metallic  instruments,  is  quite  great.  If  the  child  is 
living  at  the  beginning  of  the  operation,  the  prospects  of  main- 
taining its  life  are  better  than  in  combined  version,  in  which  the 
fetus  must  be  kept  sticking  if  we  shall  not  call  forth  new  loss  of 
blood  in  consequence  of  laceration  of  the  cervix." 

Even  he  expressed  astonishment  at  the  ease  of  the  operation 
when  he  performed  vaginal  Cesarean  section  for  placenta  previa. 

Considering  all  the  advantages  appertaining  to  the  operation, 
he  held  firmly  to  the  conviction  that  under  the  circumstances 
mentioned,  when  the  Cesarean  section  was  indicated,  the  opera- 
tion of  choice  should  be  the  vaginal  Cesarean  section.  The 
classical  Cesarean  section  should  be  reserved  for  the  cases  in 
which  the  vaginal  was  excluded,  as,  for  example,  contracted 
pelvis.  One  reason,  and  probably  the  chief  one,  why  obstet- 
ricians were  opposed  to  the  vaginal  Cesarean  section  was  because 
they  had  used  a  faulty  technic  in  its  performance.  They  had 
contented  themselves  with  the  anterior  incision  and  not  followed 
the  method  recommended  by  Diihrssen  of  both  an  anterior  and 
posterior  incision  of  the  uterine  wall,  and  this,  in  his  estimation, 
was  of  paramount  importance. 

(6)  CESAREAN  SECTION  IN  PLACENTA  PREVIA. 

Dr.  Charles  Jewett,  of  Brooklyn,  New  York,  read  a  paper 
on  this  subject. 

(c)    THE    INDICATIONS    FOR    ABDOMINAL    CESAREAN    SECTION  IN 
PLACENTA  PREVIA. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  followed  with  a 
paper  on  this  subject. 

CESAREAN  SECTION  IN  PLACENTA  PREVIA.* 

by 

CHARLES  JEWETT,  M.  D., 
Brooklyn,  N.  Y. 

The  essential  considerations  in  weighing  the  claims  of  Cesarean 
section  as  against  obstetric  measures  in  placenta  previa  are  blood 
loss,  shock  of  operation,  and  hfe-saving  possibilities  for  the  child. 

The  lessened  risk  of  infection  and  of  uterine  lacerations,  which, 
too,  are  plead  in  support  of  abdominal  dehvery,  have  some  force, 
but  the  question  of  sepsis  scarcely  disturbs  the  balance,  and  lacera- 
tions are  largely  the  result  of  avoidable  violence.  Accidents  of 
obstetric  manipulations  in  matter  both  of  infection  and  of  uterine 
*Read  before  the  American  Gynecological  Society,  April  20-22,  1909. 
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injuries,  while  not  wholly  preventable,  belong  more  to  past  than 
to  present-day  methods. 

Subsidiary  questions  which  must  be  taken  into  account  are 
existing  anemia  and  exhaustion,  the  extent  of  previal  implanta- 
tion, the  stage  of  dilation  and  the  dilatability  of  the  cervix,  the 
viability  of  the  child. 

While  in  certain  cases,  eclampsia,  pelvic  contraction  or  narrow 
vagina  may  determine  the  choice,  here  the  indication  is  concerned 
with  the  complication  more  than  the  faulty  placental  insertion. 
Our  present  concern  is  with  placenta  previa  as  of  itself  an  indica- 
tion for  the  Cesarean  operation. 

With  reference  first  to  the  essential  factor  in  the  death  rate 
of  placenta  previa,  loss  of  blood,  while  the  crisis  may  be  termi- 
nated within  a  few  moments  by  Cesarean  section,  obstetric  meas- 
ures are  little  less  dependable  for  hemostasis.  In  marginal  im- 
plantation puncture  of  the  membranes  at  once  puts  an  end  to  the 
bleeding.  In  most  instances  of  partial  placenta  previa  with 
good  pains  the  same  simple  procedure  suffices.  Should  hemor- 
rhage persist,  the  dilating  water-bag,  best  the  Pomeroy  bag, 
reaching  within  the  amniotic  sac,  gives  complete  control.  Cer- 
vical obliteration  well  advanced,  the  presenting  fetal  pole  re- 
places the  bag. 

Hydrostatic  pressure  or  combined  version  or  both  in  succes- 
sion leave  little  to  be  desired  for  the  prevention  of  hemorrhage 
in  incomplete  previal  insertion. 

It  is  especially  in  complete  placenta  previa  and  when  compli- 
cated with  and  undilated  and  rigid  cervix  that  abdominal  sec- 
tion claims  consideration.  Certain  of  the  more  conservative 
sectionists  accord  a  place  to  the  Cesarean  operation  in  these 
conditions  when  it  can  be  performed  in  a  hospital.  But  the 
benefits  of  a  hospital  environment  obtain  in  similar  measure  for 
obstetric  delivery.  Even  in  complete  previal  implantation  and 
with  undilated  cervix  bleeding  is  amenable  to  one  or  more  of 
the  usual  obstetric  procedures — gauze  tamponade  or  water  bag, 
within  the  cervix,  or  the  latter  passed  through  the  placenta, 
podalic  version.  Grave  hemorrhage  in  placenta  previa  is  due 
more  to  failure  in  the  timely  and  well-directed  use  of  the  obstet- 
ric measures  at  our  command  than  to  any  lack  of  them. 

With  ligation  of  the  uterine  arteries,  as  proposed  by  Miller  of 
Pittsburg,  the  writer  has  had  no  experience  in  vicious  implanta- 
tion of  the  placenta.  We  know  its  value  in  certain  other  uterine 
hemorrhages  and,  if  its  author's  claims  are  borne  out  by  further 
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trial,  nothing  more  is  required  for  the  management  of  the  kind 
of  hemorrhage  under  discussion. 

From  the  standpoint  of  shock  the  major  operation  is  at  a  signal 
disadvantage.  The  abnormal  implantation  is  seldom  or  never 
recognized  till  bleeding  has  begun.  Often  it  has  been  profuse 
before  intervention  is  possible.  Abdominal  section  is  a  grave 
risk  after  much  hemorrhage.  In  a  greatly  depleted  patient  it  is 
almost  surely  fatal.  And,  too,  Cesarean  section,  once  begun, 
must  be  carried  to  completion  whatever  the  condition  of  the 
woman.     It  admits  of  no  waiting  for  recuperation. 

On  the  other  hand,  no  shock  attaches  to  the  introduction  of  a 
hydrostatic  bag  and  little  or  none  to  a  Braxton  Hicks  version. 
The  obstetric  procedure  may  be  moderated  to  suit  the  needs 
of  the  individual  case.  Bleeding  controlled,  time  is  permitted 
for  returning  strength,  and  a  slow  and  gradual  dilatation  and 
delivery  entail  a  minimum  of  tax. 

In  a  considerable  proportion  of  cases  expulsion  or  extraction 
is  made  easier  by  immature  fetal  development.  In  nearlv  25 
per  cent,  the  child  is  nonviable,  and  here  often  extraction  may 
be  simplified  by  craniotomy. 

Violent  obstetric  measures,  rapid  manual  or  instrumental 
dilatation,  and  forcible  extraction,  which  have  contributed  in  no 
small  degree  to  the  bad  results  in  obstetric  treatment,  if  called 
for  at  all,  are  seldom  suited  to  partially  exsanguinated  women. 
In  much  exhaustion  they  are  positively  contraindicated. 

As  between  a  skillful  section  and  an  equally  skillful  obstetric 
delivery,  less  shock  should  obtain  in  the  latter. 

The  principal  claim  for  Cesarean  section  in  placenta  previa 
is  its  diminished  fetal  mortality.  Under  obstetric  treatment 
the  death  rate  for  the  child  is  indeed  formidable.  For  this, 
three  causes  are  responsible:  prematurity,  the  effect  of  maternal 
blood  loss,  and  the  delay  and  traumatism  incident  to  delivery  by 
the  natural  passages.  As  already  observed,  little  less  than  one- 
fourth  of  the  children  are  nonviable  and  a  much  larger  percent- 
age are  premature.  In  practically  all  cases  the  resistance  of  the 
fetus  is  in  greater  or  less  degree  impaired  by  maternal  hemorrhage. 

A  large  proportion  of  the  children  are  doomed  to  death,  w^hat- 
ever  the  method  of  delivery.  Of  the  possibly  viable  children 
Cesarean    section  may  save  many  lives,  but  by  no  means  all. 

If,  however,  the  well-established  rule  is  to  be  maintained, 
which  respects  first  the  interests  of  the  mother,  delivery  by 
abdominal  section  can  very  seldom  be  justified  in  placenta  previa. 
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Its  indications  must  be  restricted  almost  wholly  to  the  com- 
plications. 

Vaginal  Cesarean  section,  the  cause  of  which  has  been  espoused 
especially  by  certain  German  writers,  has  no  greater  claim  to  con- 
sideration than  the  suprasymphyseal  operation.  While  it  may 
offer  perhaps  quite  as  good  a  prognosis  for  the  mother,  the 
chances  for  the  child  are  not  so  good  owing  to  the  somewhat 
greater  fetal  risks  in  extraction  through  the  natural  passages. 

Not  only  do  we  find  little  rational  basis  for  Cesarean  section 
in  placenta  previa,  but  its  claims  receive  scant  support  from  expe- 
rience. A  partial  summary  of  cases  to  be  found  in  the  German, 
French,  and  Italian  literature  of  the  last  two  years  is  presented 
in  the  accompanying  tables.  In  two  thousand  and  ten  cases 
of  placenta  previa  the  maternal  mortality  under  obstetric 
methods  of  delivery  was  221,  10.9  per  cent.,  the  fetal  1159,  57.3 
per  cent.  Seven  hundred  and  twenty-six  of  these  cases,  reported 
bv  Fiith,  were  collected  from  the  practice  of  midwives  and  general 
practitioners.  ]\Iany  were  subjected  to  prolonged  tamponade 
and  were  exhausted  by  needless  hemorrhage.  Exclusive  of 
Filth's  cases,  the  maternal  mortality  was  6  +  per  cent,  and  the 
fetal  61.8  per  cent. 

Comparing  these  results  with  those  of  ninety-five  abdominal 
Cesarean  operations  collected  from  seven  publications,  all  but 
one  of  the  last  year,  we  find  in  the  latter  a  mortality  of  11.5 
per  cent,  for  the  mothers  and  34  per  cent,  for  the  children. 
Sellheim  in  one  vaginal  Cesarean  section  saved  both  mother 
and  child. 

In  twelve  uterovaginal  sections  reported  by  Bumm  the 
maternal  deaths  were  8.3  per  cent.,  and  the  fetal  83.3  per  cent. 

Hammerschlag  refers  to  twenty-six  vaginal  Cesarean  sections 
at  the  Konigsburg  Clinic  with  a  fetal  death  rate  of  55  per  cent. 
How  many  mothers  were  lost  he  fails  to  say. 

The  abdominal  sections  were  performed  by  operators  of  ex- 
ceptional skill.  Yet  the  maternal  mortality  was  nearly  doubled 
and  the  fetal  was  not  correspondingly  diminished.  The  few 
vaginal  operations  make  a  better  showing  for  the  mothers  than 
the  abdominal,  but  the  percentage  of  fetal  deaths  is  no  less  than 
under  obstetric  methods. 

If  conclusions  may  be  formulated  on  so  small  a  number  of 
cases  the  Cesareanists  have  not  vet  established  their  cause. 
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Reporter 


Number  of 
cases 


Maternal 
deaths 


Behm 40 

Bourretere 92 

Burger  ^ 342 

Demelin 166 

Freund  •» 69 

Fiith^ 726 

Hammerschlag^  "    191 

Hannes^ 119 

Hofmeier 37 

Miiller'' 26 

Nordmann 45 

Pipo 56 

V  ana  '^ loi 

Total 2010"^ 


Fetal 
deaths 


221 
10.9% 


*  2020  Children. 


Abdominal  Cesarean  Sect  on. 


Reporter 


Number   of     Maternal 
cases  deaths 


Alfieri ' 

Biittner^ 

Hammerschlag, 

Kronig  '° 

Raineri  '^ 

Sellheim  '^ 

Zamboni  '^ 

Total 


37 
I 

3 
6 

34 
8 
6 


1159 

57-3% 


Fetal 
deaths 


17 
I 
o 
I 

12 
o 
2 


95' 


II 
11-5% 


33 
34% 


*97  Children. 
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THE    INDICATIONS  FOR   ABDOMINAL    CESAREAN 
SECTION   IN   PLACENTA  PREVIA.* 

BY 
HENRY  D.  FRY,  M.  D.,  Sc.  D., 

Washington,  D.  C. 

Nearly  twenty  years  ago  Lawson  Tait  suggested  the  treat- 
ment of  placenta  previa  by  Cesarean  section.  Tait  was  a 
brilliant  abdominal  surgeon,  and  one  whose  achievements  in 
that  line  commanded  the  admiration  of  the  world;  but  he  was 
not  an  obstetrician.  Ignorant  of,  or  ignoring,  the  improved 
methods  of  treating  the  complication  and  believing  the  obstetric 
management  of  it  gave  a  maternal  mortality  of  about  50  per 
cent.,  he  advised  Cesarean  section. 

Deaver  reported  a  case  in  the  Journal  of  the  American  Medical 
Association,  April  30,  1904.  The  patient  upon  whom  he  operated 
was  in  the  eighth  month  of  her  sixth  pregnancy;  the  os  was 
dilated  to  the  size  of  a  half-dollar,  and  the  case  was  one  any  ex- 

*Read  before  the  .\merican  Gynecological  Society,  .\pril  20-22,  1909. 
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perienced  obstetrician  could  have  delivered,  per  vias  naturales, 
with  safety  to  the  mother.  Deaver  recognized  his  inexperience 
to  meet  obstetric  requirements,  and  treated  it  surgically  because 
it  appealed  to  him  in  that  light.  Subsequently,  a  study  of  the 
results  that  had  been  obtained  by  following  the  advice  of  Tait 
dampened  his  enthusiasm  for  the  operation  and  he  advocated 
it  only  for  selected  cases  presenting  certain  difficulties  to  obstet- 
ric delivery  which  did  not  exist  in  the  case  he  reported. 

The  brilliant  results  of  abdominal  surgery  in  recent  years  have 
led  general  surgeons  to  invade  the  domain  of  obstetrics  and  to 
apply  surgical  principles  to  obstetric  practice.  Without  any 
experience  themselves  in  the  treatment  of  placenta  previa 
and  with  an  exaggerated  idea  of  the  dangers  of  the  complication 
based  upon  the  maternal  mortality  obtained  by  obsolete  methods 
of  treatment,  they  proposed  to  substitute  abdominal  Cesarean 
section  because  the  recent  statistics  of  that  operation  performed 
for  contracted  pelves  gave  a  low  rate  of  mortality. 

It  is  evidently  unfair  to  compare  the  results  of  an  old  and 
obsolete  method  of  obstetric  treatment  with  a  perfected  surgical 
procedure  performed  under  different  conditions.  Take  the 
results  of  Cesarean  section  before  Sanger's  day  and  compare 
them  with  the  results  of  the  obstetric  treatment  of  placenta 
previa  before  the  days  of  Hofmeier,  Behm,  and  Lomer;  or, 
what  is  more  to  our  purpose,  take  the  present-day  results  of 
both  methods  of  treating  placenta  previa,  and  we  can  arrive 
at  fair  deductions. 

In  1884,  Lomer,  Hofmeier,  and  Behm  did  as  much  to  save  the 
lives  of  women  suffering  from  placenta  previa  as  did  Sanger 
to  reduce  the  mortality  of  Cesarean  section,  and  if  all  women 
suffering  from  the  complication  were  referred  to  experienced 
obstetricians  there  would  be  little  occasion  to  look  for  any  treat- 
ment outside  of  a  purely  obstetric  one.  During  the  sixteen 
years  immediately  following  the  suggestion  of  Tait,  thirty  cases 
of  placenta  previa  were  delivered  by  Cesarean  section  with  a 
maternal  mortality  of  20  per  cent.  It  is  safe  to  say  that  these 
same  cases  could  have  been  delivered  through  the  natural  pas- 
sages with  a  mortality  of  3  or  4  per  cent.  The  treatment  in- 
iugurated  by  Hofmeier  has  been  adopted  by  other  obstetricians 
with  equally  gratifying  results  and  receives  their  emphatic 
indorsement.  Contrary  to  the  cardinal  principles  of  the 
modern  method  of  dilating  the  cervical  canal  only  enough  to 
insert  one  or  two  fingers,  to  perform  version  by  the  combined 
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method,  and  to  deliver  the  infant  slowly,  cases  are  still  treated 
by  dilatation  of  the  cervix  to  an  unnecessary  and  unjustifiable 
extent  in  order  to  perform  podalic  version,  and  then  in  the 
delusive  hope  of  saving  the  life  of  the  infant,  that  of  the  mother 
is  further  endangered  by  rapid  delivery.  Such  treatment 
ignores  the  advantages  of  the  new  method;  perhaps  saves  a  few 
more  infants,  but  kills  more  mothers 

According  to  the  investigations  of  Rudolph  Holmes,  of  Chicago, 
more  than  half  of  the  women  operated  upon  by  Cesarean  section 
were  in  the  hands  of  general  surgeons,  gynecologists,  and  practi- 
tioners of  medicine.  The  best  riiethod,  and  by  that  I  mean  the 
safest  method,  to  deliver  a  woman  suffering  from  placenta 
previa  is  an  obstetric  problem,  and  its  decision  should  rest  with 
obstetricians.  Men  who  have  handled  these  cases  according  to 
modern  obstetric  methods;  who  are  familiar  with  the  dangers 
incurred;  who  have  learned  to  overcome  those  difficulties  and 
dangers  and  know  the  limitations  of  their  art;  they,  and  they 
only,  should  decide  whether  or  not  abdominal  Cesarean  section 
is  a  proper  or  justifiable  procedure  under  these  circumstances. 
The  recent  obstetric  text-books  by  Williams,  Jewett,  Peterson, 
Edgar,  Webster,  and  Hirst — written  by  men  who  have  had  large 
experience  in  Cesarean  section  as  well  as  in  the  obstetric  treat- 
ment of  placenta  previa — condemn  the  operation  except  in  a 
small  percentage  of  cases. 

From  information  obtained  by  a  circular  letter,  the  following 
obstetricians  are  in  favor  of  the  operation  for  placenta  previa 
under  certain  conditions  to  be  mentioned  later:  Hirst,  Davis, 
Reynolds,  Newell,  Green,  Williams,  Norris,  Peterson,  and 
DeLee.  Opposed  are  Grandin,  and  Wright  of  Toronto.  Mal- 
colm McLean  accepts  it  only  when  placenta  previa  is  com- 
plicated by  pelvic  deformity. 

In  order  to  place  ourselves  in  a  position  to  decide  the  question 
intelligently,  we  will  look  at  it  from  the  following  standpoints: 

1.  What  are  the  principal  dangers  to  be  overcome  by  the 
obstetric  treatment  of  placenta  previa? 

2.  Does  delivery  from  above,  i.e.,  by  Cesarean  section,  escape 
these  dangers;  and  does  it  add  others? 

3.  What  is  the  prognosis  of  placenta  previa  treated  obstet- 
rically? 

4.  What  is  the  prognosis  when  treated  by  Cesarean  section? 

5.  What  are  the  indications  for  the  classical  Cesarean  section? 

6.  What  are  the  indications  for  the  Porro  operation? 
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1.  The  principal   dangers   to    be    overcome    are    hemorrhage, 
laceration  of  the  uterus,  and  sepsis. 

Hemorrhage  may  complicate  the  case  before,  during,  or  after 
delivery.  Dilatation  of  the  cer\'ix  is  accompanied  by  placental 
separation  and  bleeding.  The  maternal  death  rate  bears  a  close 
relation  to  the  amount  of  blood  that  has  been  lost.  Hemor- 
rhage after  birth  of  the  infant  is  due  to  placental  adhesion, 
uterine  inertia,  and  laceration  of  the  lower  segment  of  the  uterus. 
The  retractile  power  of  the  lower  segment  is  deficient  and  adds 
greatly  to  the  danger  of  postpartum  hemorrhage  when  the 
placenta  is  previa. 

Laceration  of  the  lower  segment  of  the  uterus  is  a  frequent 
cause  of  fatality  in  placenta  previa.  The  area  of  placental 
attachment  is  easily  torn  during  dilatation  of  the  part.  Forcible 
dilatation,  w^hether  instrumental  or  manual,  and  the  passage  of 
the  infant  before  complete  dilatation  often  produce  this  com- 
plication. 

Sepsis. — The  dangers  of  sepsis  are  enormously  increased 
because  placental  separation  leaves  a  raw,  absorbing  surface, 
situated  near  the  vagina  instead  of  high  up  in  the  uterine  cavity, 
and  because  laceration  of  this  area  favors  infection.  Prelimi- 
nary treatment  for  placenta  previa  per  vaginam  adds  greatly 
to  the  danger  of  infection.  The  temporary  application  of  the 
sterile  vaginal  tampon  to  control  hemorrhage  is  the  least  ob- 
jectionable. The  danger  of  interference  increases  when  the 
sacred  precincts  within  the  uterus  are  invaded,  as  with  the  gauze 
uterovaginal  tampon  or  with  rubber  bags.  These  precincts 
are  sacred  because  vulnerability  and  susceptibility  to  infection 
are  within  the  area  of  placental  detachment. 

2.  Delivery  from  above  escapes  these  dangers  to  a  great 
extent  because  removal  of  the  infant  and  placenta  by  Cesarean 
section  does  away  entirely  with  the  first  and  second  stage  of 
labor.  To  use  an  Irishism — an  unavoidable  hemorrhage  is 
made  avoidable;  and  one  escapes  the  second  danger,  viz., 
laceration  of  the  uterus,  and  with  it  one  source  of  sepsis  and  of 
secondary  hemorrhage.  There  remain  other  sources  of  septic 
infection  and  post  partum  hemorrhage  due  to  uterine  inertia. 
Besides  infection  from  below  through  the  birth  canal  there  is 
added  by  surgical  interference  the  danger  of  infection  from 
above.  In  forty- three  Cesarean  sections  performed  for  placenta 
previa  sepsis  is  mentioned  as  a  complication  in  lo  per  cent, 
of  the  cases,  with  one  fatal  result.     Abdominal  Cesarean  section 
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also  brings  dangers  of  its  own,  as  shock,  acute  dilatation  of  the 
stomach,  and  other  postoperative  complications.  One  fatal 
case  of  Cesarean  section  for  placenta  previa  was  due  to  intestinal 
obstruction  caused  by  adhesions  of  the  omentum  to  the  uterine 
and  abdominal  wounds. 

3.  The  prognosis  of  placenta  previa  treated  obstetrically. 
Experience  clearly  demonstrates  that  maternal  interests  are 

guarded  best  by  prompt  evacuation  of  the  uterus  as  soon  as  the 
diagnosis  of  placenta  previa  is  made.  It  is  shown  by  obstetric 
literature  of  the  last  twenty-five  years  that  the  safest  way  to 
deliver  a  woman  suffering  from  placenta  previa  is  by  the  com- 
bined method  of  version  and  slow  extraction  of  the  infant. 
Dilatation  of  the  cervix  is  accompanied  by  placental  separation 
and  bleeding;  therefore,  version  performed  with  the  least  degree 
of  cervical  dilatation  possible  gives  the  least  hemorrhage,  and 
slow  extraction  of  the  infant  gives  the  least  danger  of  laceration. 
At  the  Chicago  meeting  of  this  Society  in  1901 ,  I  urged  this  method 
of  treatment  in  appropriate  cases  and  reported  fourteen  cases 
of  placenta  previa  without  a  maternal  death.  At  the  present 
time  I  can  add  twenty-one  others  to  that  list,  making  thirty-five 
successful  cases,  including  one  abdominal  Cesarean  section.  In 
the  discussion  of  my  paper,  DeLee  reported  twenty-five  cases  with 
one  death.  Through  personal  correspondence  he  now  reports 
sixty-four  cases  with  four  deaths;  Norris  reports  eighteen  cases 
no  death;  Hirst,  twenty-nine  cases,  one  death;  E.  P.  Davis,  fifteen 
cases,  one  death. 

Six  operators  thus  present  161  cases  with  five  deaths — a  mortal- 
ity of  3. 1  per  cent.*  Many  of  these  cases  were  treated  in  consulta- 
tion and  hospital  practice,  and  the  mortality  would  necessarily 
be  high.  Holmes^  collected  1029  cases  by  eleven  operators  with 
a  maternal  mortality  of  3  3/10  per  cent. 

4.  Prognosis  of  Cesarean  section. 

If  placenta  previa  can  be  managed  obstetrically  with  a  maternal 
mortality  of  3  or  4  per  cent.,  is  it  justifiable,  in  the  absence  of  some 
complication,  as  a  contracted  pelvis,  to  subject  women  to  abdomi- 
nal Cesarean  section  for  that  condition  ?  The  dangers  of  Cesarean 
section  performed  for  placenta  previa  are  much  greater  than  when 
the  operation  is  undertaken  for  other  conditions.     The  general 

*The  deaths  in  DeLee's  cases  were  due  to  laceration  of  the  uterus  in  two,  and 
sepsis  from  a  midwife  in  one.  The  fatal  case  reported  by  Hirst  died  of  post- 
partum hemorrhage.  Davis  had  placenta  previa  centralis  to  deal  with;  the  os 
resisted  dilatation  by  the  hand  and  extensive  lacerations  followed  the  use  of  the 
Bossi  dilator. 
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condition  of  the  patient  in  placenta  previa  is  more  likely  to  be 
unfavorable  for  operation  on  account  of  previous  hemorrhage 
which  is  usually  the  first  symptom  of  the  complication.  Prelimi- 
nary treatment  to  control  the  hemorrhage,  the  vaginal  or  utero- 
vaginal tampon,  hydrostatic  dilators,  etc.,  increase  the  danger  of 
infection,  while  the  low  insertion  of  the  placenta,  leaving  an  ab- 
sorbing surface  so  near  the  vagina,  presents  a  most  serious  com- 
plication to  the  success  of  Cesarean  section.  The  enthusiasm 
connected  with  a  new  operation  or  the  new  application  of  an  old 
operation  often  leads  to  its  employment  in  inappropriate  cases, 
and  the  first  results  condemn  the  method.  Later  a  more  con- 
servative tone  will  prevail  and  a  more  judicious  selection  of  cases 
will  give  the  operation  its  proper  place.  If  we  were  called  upon 
to  decide  the  merits  of  Cesarean  section  in  the  treatment  of  pla- 
centa previa  based  upon  the  result  of  the  operations  performed 
prior  to  1905  (20  per  cent,  mortality)  we  would  be  led  to 
reject  it). 

By  careful  perusal  of  subject  literature  I  have  collected  the 
results  of  43  Cesarean  sections  performed  for  placenta  previa, 
showing  a  maternal  mortality  of  16.3  per  cent.  Holmes  col- 
lected, in  1904,  twenty-five  cases  with  a  mortality  of  20  per  cent. 
I  have  found  four  others  belonging  to  the  period  covered  by  the 
research  of  Holmes;  three  by  Carbonelli,  and  one  by  Zamboni. 
Another  case  was  performed  in  1904  by  Skeel.  These  five  cases 
give  one  maternal  death,  so  the  mortality  remains  the  same  (20 
per  cent.)  for  all  the  operations  (thirty)  performed  before  1905. 

Beginning  with  1905  and  continuing  to  date,  I  have  collected 
thirteen  operations  with  one  death,  reducing  the  maternal  mortal- 
ity during  the  second  period  to  j.j  per  cent.  An  equally  gratify- 
ing result  of  the  infantile  mortality  is  shown  by  comparison 
of  the  two  periods  mentioned:  in  the  first,  48  1/2  per  cent.;  in  the 
second,  25  per  cent. 

The  forty-three  Cesarean  sections  include  eight  Porro  opera- 
tions with  one  death — a  mortality  of  12  1/3  per  cent.  All  of  the 
Porro  operations  were  performed  prior  to  1905,  leaving  twenty- 
two  classical  Cesarean  sections  for  that  period,  with  a  mortality  of 
22  3/10  per  cent. 

The  prognosis  of  Cesarean  section  for  placenta  previa  depends 
largely  upon  two  factors:  whether  or  not  the  patient  has  been  ex- 
sanguinated before  operation  and  whether  or  not  she  has  been 
subjected  to  preliminary  obstetric  treatment.  The  loss  of  blood 
may  have  extended  over  a  considerable  period,  as  when  treated 
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by  expectancy;  or  it  may  have  been  sudden  and  violent  imme- 
diately before  the  operation.  The  case  reported  by  Hare  re- 
fused treatment  for  twenty-eight  days.  Tampons  were  used  and 
the  patient  "lost  quarts  of  blood."  Conservative  Cesarean 
section,   and  patient  died. 

The  dangerous  influence  of  preliminary  treatment  is  demon- 
strated by  the  following  cases: 

Sligh.  Tamponed  for  a  day  or  more;  hydrostatic  dilators; 
ruptured  membranes;  conservative  Cesarean  section;  fatal. 

Hypes  and  Hulbert.  Conservative  Cesarean  section  as  a  last 
resort;  fatal. 

Bossi.  Attempted  delivery  per  vaginam;  rupture  of  uterus; 
conservative  Cesarean  section;  fatal. 

On  the  other  hand,  we  have  fourteen  cases  reported  in  Holmes' 
table;  five  with  no  preliminary  treatment,  and  nine  with  only 
the  temporary  use  of  vaginal  tampons;  thirteen  recoveries — a 
mortality  of  7.1  per  cent.  The  fatal  case  was  due  to  postopera- 
tive intestinal  obstruction.  In  the  second  series  of  cases  (i.e., 
since  1904)  thirteen  operations  with  one  death;  either  no  mention 
is  made  of  any  preliminary  treatment  or  it  was  only  the  employ- 
ment of  tampons. 

When  we  consider  that  the  Porro  operations  were  reserved,  as 
a  rule,  for  the  cases  presenting  the  most  serious  complications,  the 
result  is  extremely  gratifying,  and  we  are  forced  to  admit  that  in 
some  cases  it  offers  distinct  advantages  over  the  classical  Cesarean 
section.  Removal  of  the  uterus  eliminates  the  danger  of  post- 
partum hemorrhage  and,  to  a  great  extent,  that  of  infection.  The 
first  six  Porro  operations  were  successful;  the  seventh  died  from 
sepsis;  the  eighth  recovered;  mortality  8.3  per  cent. 

The  reports  are  briefly  as  follows : 

1.  Braun.  Rigid  os;  myoma  of  uterus;  cervix  tamponed  for 
thirty-two  hours;  colpeurynter  for  a  day  and  a  half;  treatment 
unavailing.     Porro  as  a  last  resort.     Recovery. 

2.  Braun.  Rigid  os;  endometritis  with  chills;  high  fever; 
tympani  uteri.     Porro.     Recovery. 

3.  Tait.  Os  rigid,  admitting  one  finger;  membrane  ruptured; 
many  other  orthodox  methods  of  treatment  used.  Porro.  Re- 
covery. 

4.  McCalla.  Os  soft  and  patulous;  hemorrhage  stopped  spon- 
taneously.    Porro.     Recovery. 

5.  Gillette.  Os  size  of  ten-cent  piece;  procrastination  for  a 
month;  "bed  and  room  looked  like  a  slaughter  house";  tampons 
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employed;  tried  to  dilate  forcibly;  severe  hemorrhage.  Porro. 
Recovery. 

6.  Carbonelli.  Placenta  praevia  centralis;  grave  state  of  ane- 
mia.    Porro.     Recovery. 

5.  Carbonelli.  Ill-parae;  near  full  term;  first  hemorrhage  in 
July,  second  hemorrhage  in  August  for  which  she  was  tamponed. 
At  the  end  of  August,  hemorrhage  again  so  severe  that  Porro 
operation  was  performed.  Died  fifty-six  hours  afterward  from 
sepsis. 

8.  Zamboni.  Aged  forty-five,  XlX-parae;  twelve  children  liv- 
ing. In  ninth  month  of  present  pregnancy  had  a  severe  hemor- 
rhage for  which  she  was  tamponed;  transferred  to  hospital 
and  Porro  operation  performed.  Two  living  infants  delivered. 
Recovery. 

THE     INDICATIONS    FOR    ABDOMINAL    CESAREAN    SECTION. 

In  June,  1903,  I  performed  abdominal  Cesarean  section  for  pla- 
centa previa  under  the  following  circumstances : 

Mrs.  X.,  aged  thirty-one  years;  married  nine  years;  first  preg- 
nancy; began  to  bleed  at  four  and  a  half  months  of  gestation; 
second  hemorrhage  at  five  and  a  half  months.  At  the  end  of  the 
sixth  month  she  had  a  third  hemorrhage  and  labor  pains  set  in. 
I  saw  the  patient  in  consultation  with  Dr.  Parsons  and  made  an 
examination  under  chloroform.  Diagnosis,  placenta  previa 
centralis.  The  vagina  was  small ;  the  cervix  rigid  and  undilatable. 
The  patient  was  tamponed  and  brought  to  my  private  hospital. 
Tampon  removed  and  reinserted  on  account  of  hemorrhage; 
labor  pains  increased;  cervical  canal  undilated.  Consultation 
and  Cesarean  section  selected.  Patient  made  an  uneventful 
recovery;  baby  lived  five  hours. 

The  indications  for  performing  abdominal  Cesarean  section 
were  primiparity,  a  small  vagina,  a  rigid  and  undilatable  cervix, 
and  placenta  previa  centralis. 

Primiparity  is  an  indication  for  the  operation  because  the  small 
size  of  the  vaginal  canal  renders  more  difficult  the  manipulations 
demanded  for  the  obstetric  delivery  of  the  patient;  and  because, 
in  this  class  of  patients,  more  difficulty  is  met  with  in  dilating 
the  cervical  canal.  In  multiparous  women  with  placenta  previa 
the  cervical  canal  is  generally  found  effaced,  and  the  external  os 
yields  readily  to  efforts  at  dilatation. 

The  indications  for  performing  abdominal  Cesarean  section 
were  not  clear  in  many  of  the  forty-three  operations  reported. 
Primiparity  existed  only  nine  times.     The  condition  of  the  cervix 
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is  mentioned  in  seventeen  cases  of  the  first  series  of  operations; 
it  was  rigid  and  undilatable  in  twelve.  In  the  second  series  the 
cervix  was  reported  rigid  in  one-half  of  the  cases.  Twenty- 
eight  of  the  patients  (about  66  per  cent.)  were  multiparae  and  fif- 
teen had  been  pregnant  four  or  more  times.  In  one  case  the 
operation  was  performed  in  the  nineteenth  pregnancy.  It  is 
fair  to  assume  that  in  most  of  these  cases  little  or  no  difficulty 
would  have  been  met  with  in  dilating  the  cervical  canal. 

The  frequency  with  which  one  meets  with  a  rigid  and  undi- 
latable cervix  complicating  placenta  previa  depends,  to  a  great 
extent,  upon  the  obstetric  experience  of  the  individual  operator. 

Deaver  says  it  is  "a  condition  not  so  rare  in  placenta  previa  as 
has  been  supposed  by  some  authors." 

Miiller  places  the  frequency  of  the  complication  at  12  per  cent. 

Wright,  Borland,  Edgar,  and  Williams,  in  their  respective 
text-book  of  obstetrics,  recognize  it  as  an  infrequent  complication 
of  placenta  previa. 

From  information  obtained  by  personal  correspondence,  I 
learn  that  the  following  obstetricians  have  never  met  with  a 
rigid  and  undilatable  cervix  complicating  placenta  previa: 
Norris,  Williams,  Grandin,  Peterson,  Davis,  and  Reynolds. 

DeLee  reports  that  he  has  met  with  four  cases;  Newell  two; 
Malcolm  McLean  one;  Wright  two.  Personally,  I  have  had  two 
cases,  and  have  seen  in  consultation  several  others  that  were 
thought  to  be  rigid  and  undilatable,  but  which  I  succeeded  in 
dilating  sufficiently  to  perform  bimanual  version.  One  of  the 
cases  was  the  patient  delivered  by  abdominal  Cesarean  section. 
The  other  was  Case  VIII  in  the  series  of  fourteen  cases  of  placenta 
praevia  reported  to  this  Society  in  1901,  and  had  this  patient 
come  under  my  observation  any  time  during  the  past  six  years 
I  would  have  delivered  her  by  abdominal  Cesarean  section.  The 
report  of  the  case  was  as  follows: 

Case  8  was  sent  to  my  service  at  Garfield  Hospital  by  Dr. 
Cuthbert.  Primipara  in  eighth  month  of  pregnancy.  There 
had  been  no  severe  hemorrhage,  but  a  constant  discharge  of 
blood.  The  cervix  was  firm  and  the  canal  tightly  closed.  Pla- 
centa previa  was  suspected,  but  not  positively  determined.  She 
was  kept  under  observation,  and  tampons  used  intermittently 
when  required.  The  stillicidium  was  telling  upon  her  strength, 
and  it  was  thought  advisable  to  empty  the  uterus.  The  patient 
was  prepared  and  brought  to  the  operating-room.  The  cervix 
was  so  tightly  contracted  that  it  was  necessary  to  begin  dilata- 
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tion  with  the  steel  instrument.  This  was  followed  by  graduated 
hard-rubber  dilators  until  the  finger  could  be  passed.  Placenta 
felt  at  os;  bipolar  version.  Labor  pains  came  on,  and  it  required 
six  hours  for  dilatation  and  extraction  of  the  infant,  which  was 
dead.     Mother  recovered. 

Wright  reports  to  me  a  case  that  required,  after  version,  twelve 
hours  of  labor  to  dilate  the  cervix  and  deliver  the  infant. 

Placenta  previa  centralis  is  considered  from  three  to  eight 
times  more  dangerous  than  the  other  varieties  when  delivered 
by  obstetric  methods,  and  few  of  the  infants  will  be  saved. 
For  this  reason  it  is  recognized  as  one  of  the  indicat'ons  for 
abdominal  Cesarean  section,  as  the  danger  to  the  mother  by 
surgical  delivery  is  little,  if  any,  greater  in  central  than  in  partial 
or  marginal  varieties. 

DeLee  extends  the  indications  of  the  operation  to  embrace 
deep  lateral  previa,  and  Peterson  to  the  marg  nal  variety. 
Norris  adds  to  the  indications  for  the  operation  a  viable  child, 
and  DeLee,  pregnancy  "at  or  near  term,  live  baby." 

If  the  above-mentioned  conditions  exist,  the  indications  for 
the  operation  are  clearly  in  the  interests  of  the  mother,  and  the 
earlier  in  pregnancy  the  hemorrhage  occurs,  the  more  urgent  the 
necessity  for  the  operation,  because  the  placenta  is  more  likely 
central. 

The  conditions  I  have  recognized  as  indicating  abdominal 
Cesarean  section  will  occur  in  about  5  per  cent,  of  all  cases  of 
placenta  previa.  If  one  case  of  the  complication  is  met  with 
in  every  1,000  pregnancies,  the  indications  to  perform  abdominal 
Cesarean  section  for  placenta  previa  will  occur  once  in  20,000 
pregnancies. 

THE    INDICATIONS    FOR    PORRO-CESAREAN    SECTION    FOR 
PLACENTA    PREVIA. 

Reynolds  adds  to  the  indications  for  abdominal  Cesarean 
section  the  absence  of  previous  attempts  at  delivery.  As  I 
have  already  pointed  out,  such  attempts  add  greatly  to  the 
dangers  of  the  classical  Cesarean  section  and  furnish  the  indica- 
tions for  substituting  the  Porro  operation.  Any  preliminary 
treatment,  except  possibly  the  careful  aseptic  packing  of  the 
vagina  to  control  hemorrhage  until  preparations  can  be  made 
to  operate,  removes  the  case  from  the  classical  Cesarean  indica- 
tions. Tamponade  of  the  vagina  done  hurriedly  and  without 
strict    aseptic   technic,   as   would    likely  be    the   case    in   emer- 
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gency  work  outside  of  a  hospital,  carries  with  it  the  danger  of 
infection,  no  matter  what  method  is  employed  to  treat  the  case 
subsequently. 

The  Porro  operation  offers  the  best  chance  to  save  the  mother. 
Invasion  of  the  cervical  canal,  whether  by  gauze  tamponade, 
hydrostatic  dilators,  efforts  at  instrumental  or  manual  dilata- 
tion, removes  the  case  from  the  classical  Cesarean  to  the  Porro 
operation. 

In  considering  the  advisability  of  abdominal  Cesarean  section 
for  placenta  previa  it  is  understood  that  the  operator  can 
command  all  the  requisites  for  successful  work.  He  should  be 
an  experienced  abdominal  surgeon  and  he  should  be  provided 
with  skilled  assistants  and  nurses.  If  possible,  the  patient 
should  be  removed  to  a  well-equipped  hospital.  If  these  condi- 
tions cannot  be  secured  it  is  better  to  eliminate  from  considera- 
tion the  surgical  methods  of  delivery  and  emplov  obstetric 
methods  only. 
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(d)    the    ADV.SABILITY  of  CESAREAN  SECTION  IN  THE  TREAT- 
MENT OF  COMPLETE  PLACENTA  PREVIA. 

Dr.  Frankl^n  S.  Newell,  of  Boston,  stated  that  the  ad- 
vocates of  Cesarean  section  claimed  that  the  maternal  mortality 
under  the  ordinary  methods  of  treatment  was  so  great  that 
some  change  must  be  made.     Hirst  stated  that  in  the  hands 
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of  the  general  practitioner  a  mortality  of  approximately  40  per 
cent,  was  present  in  complete  placenta  previa,  but  believed  that 
in  the  hands  of  experts  the  ordinary  mortality  should  be  in  the 
neighborhood  of  i  per  cent.,  or,  in  other  words,  an  accidental 
mortality.  Other  authorities  admitted  a  mortali  y  varying 
from  3  to  6  per  cent,  in  a  large  series  of  cases,  presumably  under 
the  care  of  experts.  The  maternal  mortality  from  abdominal 
Cesarean  section  for  placenta  previa  was  variously  given  as 
from  20  per  cent,  upward  even  in  expert  hands,  and  it  seemed 
probable  that  if  abdominal  Cesarean  section  was  adopted  as 
the  routine  treatment  by  the  profession  as  a  whole,  a  constant 
high  mortality  will  be  maintained,  since  the  results  of  surgery 
performed  by  the  general  practitioner  were  always  worse  than 
those  obtained  by  competent  abdominal  surgeons.  While  the 
maternal  mortality  in  the  hands  of  an  expert  averaged  from  3 
to  5  per  cent.,  in  the  hands  of  the  general  practitioner  the  mor- 
tality was  40  per  cent.  The  fetal  mortality  in  cases  of  complete 
placenta  previa  varied  from  60  to  65  per  cent,  under  the  ordinary 
methods  of  treatment,  and  it  would  seem  at  first  sight  that  this 
was  the  indication  for  the  performance  of  Cesarean  section. 
However,  anyone  who  studied  carefully  the  causes  of  the  fetal 
death  rate,  must  be  impressed  with  the  fact  that  no  such  im- 
provement in  statistics  was  to  be  expected  as  would  seem 
probable  at  first  sight.  If  there  was  any  factor  which  claimed 
recognition  in  determining  the  advisability  of  substituting 
Cesarean  section  for  the  ordinary  methods  of  treatment  of 
placenta  previa  it  would  seem  that  the  morbidity  attendant  on 
dilatation  and  extraction  was  the  one.  There  could  be  no 
doubt  but  that  the  trained  surgeon,  who  had  had  no  obstetric 
training,  would  have  better  results  in  treating  placenta  previa 
by  Cesarean  section  than  if  he  tried  to  perform  an  operation 
with  which  he  had  had  little  or  no  experience.  The  advocates 
of  Cesarean  section  had  not  recognized  that  their  personal 
limitations  furnished  the  great  indication  for  an  abdominal 
delivery  and  not  the  exigencies  of  the  case. 

Recently,  vaginal  Cesarean  section  had  been  urged  as  the  best 
solution  of  the  problem,  and  the  advocates  of  this  operation 
claimed  that  it  was  simple  and  easy  for  the  trained  surgeon  and 
carried  much  less  risk  with  it  than  the  abdominal  delivery,  but 
his  own  feeling,  based  on  a  limited  experience  with  the  operation, 
was  that  it  was  not  as  simple  a  procedure,  even  in  uncomplicated 
cases,  as  it  was  commonly  stated,  and  he  felt  that,  although  in 
the  rare  cases  where  the  cervix  was  more  or  less  rigid,  it  was 
very  probably  a  safer  operation  than  abdominal  delivery,  as  a 
routine  procedure,  in  complete  placenta  praevia  it  had  few,  if 
any,  advantages  over  the  methods  heretofore  in  use. 

(e)    CESAREAN  SECTION  IN  CASE  OF  PLACENTA  PREVIA. 

Dr.  Egbert  H.  Grandin,  of  New  York,  said  that  when  we 
remembered  the  brilliant  results  of  modern  Cesarean  section. 
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with  a  low  mortality  attending  its  performance,  and  that  the 
operation  became  one  of  election,  we  must  beware  lest  we 
broaden  the  indications  for  abdominal  Cesarean  section  un- 
necessarily and  illogically.  He  found  no  necessity  nor  logic  in 
the  proposition  to  resort  to  abdominal  Cesarean  section  for 
placenta  previa  simply  because  of  the  presence  of  this  complica- 
tion of  pregnancy.  Were  he  to  see  a  case  of  pregnancy  at  or 
near  term,  with  a  viable  child,  the  woman  in  excellent  condition, 
he  might  elect  abdominal  Cesarean  section.  Were  he  to  see  a 
case  of  placenta  previa  at  or  near  term,  the  woman  in  good 
condition,  he  would  elect  Cesarean  section  not  on  account  of 
the  presence  of  vicious  insertion  of  the  placenta,  but  because 
of  the  dystocia.  Those  conditions  were  not  common,  and  he 
was  very  much  afraid  that  abdominal  Cesarean  section  under- 
taken indiscriminately  at  or  near  term  for  placenta  previa  would 
result  frequently  in  performing  a  postmortem  intra  vitam,  which 
would  place  Cesarean  section  in  the  category  that  it  was  twenty- 
five  years  ago. 

He  was  not  at  all  in  sympathy  with  such  a  proposition. 
Why?  In  the  first  place,  central  implantation  of  the  placenta 
would  almost  always  call  for  emptying  the  uterus  before  the 
child  was  viable.  If  not,  as  a  rule,  the  child  was  not  a  developed 
child,  and  even  though  the  woman  might  get  a  puny  infant, 
we  subjected  the  mother  to  greater  risk  by  waiting  longer! 
In  cases  of  placenta  previa,  the  diagnosis  made  at  or  near  term, 
the  child  viable,  the  cervix  long,  if  time  permitted,  packing  the 
uterus  with  gauze  tampon  or  pack  when  the  cervix  was  softened 
up  had  enabled  him  to  save  all  women  and  fully  80  per  cent, 
of  the  children.  In  central  implantation,  near  or  at  term,  the 
child  might  be  disregarded,  and,  except  the  cervix  be  diseased, 
undilatable,  and  not  incisable,  the  question  of  Cesarean  section 
would  not  present  itself  for  consideration.  Where  time  per- 
mitted, if  the  vaginal  portion  had  merged,  dilating  measures 
would  undoubtedly  be  sufficient,  combined  with  the  Duhrssen 
operation,  and  followed  by  delivery  and  gauze  tamponade  to 
overcome  the  tendency  to  atony  of  the  uterus.  Under  any 
other  circumstances,  he  did  not 'find  any  justification  for  the 
performance  of  abdominal  Cesarean  section. 

DISCUSSION. 

Dr.  Albert  F.  A.  King,  of  Washington,  D.  C,  said  there 
were  a  great  many  cases  of  placenta  previa  which  occurred  all 
over  this  country  for  which  the  greatest  surgical  skill  could  not 
be  obtained,  and  hence  the  question  arose,  what  was  the  best 
treatment  to  pursue  in  these  cases?  We  had  to  rely  on  ob- 
stetric treatment.  In  discussing  these  cases  of  obstetrics,  it 
was  very  essential  to  divide  them  into  two  classes,  namely,  the 
treatment  of  obstetric  cases  in  hospitals  with  surgical  aid  and 
the  treatment  of  cases  in  the  homes  of  women  without  surgical 
aid.     Obstetric  treatment  in  the  home  without  proper  surgical 
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aid  was  entirely  different  from  obstetrics  in  hospitals  with 
surgical  aid. 

Dr.  Herbert  R.  Spencer,  of  London,  England,  said  that 
this  subject  was  one  in  which  he  had  taken  great  interest  and 
in  which  he  had  had  considerable  experience.  Nineteen  years 
ago  he  read  his  first  paper  on  "The  Diagnosis  of  Placenta  Previa 
by  Abdominal  Palpation."  At  about  this  time  Lawson  Tait 
made  a  statement  relative  to  the  high  mortality  from  obstetric 
methods  of  treatment  of  placenta  previa,  and  suggested  abdomi- 
nal Cesarean  section.  This  was  received  with  great  ridicule 
everywhere  by  obstetricians  in  Great  Britain,  and  Lawson 
Tait  acknowledged  that  he  had  not  attended  obstetric  cases  for 
many  years.  He  was,  of  course,  essentially  an  abdominal  and 
pelvic  surgeon.  The  speaker  looked  the  subject  up  in  connection 
with  the  University  College  Hospital  in  which  they  had  a  large 
maternity  under  his  charge,  the  number  of  cases  of  confinement 
amounting  to  2,500  or  3,000  cases  a  year,  and  he  found  at  that 
time  that  the  mortality  of  women  treated  in  their  own  homes 
and  of  those  treated  at  the  hospital  aseptically  under  the  care 
of  his  predecessor,  John  Williams,  and  his  own  slight  experience 
after  him  was  about  6  per  cent.  Lawson  Tait  pointed  out  that 
the  mortality  under  obstetric  methods  of  treatment  was  40 
or  50  per  cent.  It  was  the  high  percentage  of  mortality  which 
was  ridiculed  very  much  in  Great  Britain. 

He  had  had  practically  no  experience  with  abdominal  Cesarean 
section  or  vaginal  (Diihrssen)  Cesarean  section  in  the  treatment 
of  placenta  previa.  His  own  treatment  had  been  usually 
Braxton  Hicks'  version  and  leaving  the  case  to  nature,  and 
usually  the  child  was  delivered  without  any  further  hemorrhage 
in  the  course  of  three  hours  on  an  average,  but  this  resulted  in 
a  high  fetal  mortality.  We  must  consider  whether  we  were 
going  to  take  into  account  the  mother  or  the  child  or  both. 
While  this  treatment  saved  the  mother  in  the  great  majority 
of  cases  nowadays,  the  fetal  mortality  was  pretty  high. 

He  had  had  only  a  small  experience  in  the  treatment  of  these 
cases  with  the  Champetier  de  Ribes  bag.  This  was  an  exceed- 
ingly valuable  instrument,  and  he  did  not  think  it  was  used  in 
America  as  much  as  it  was  in  Europe,  although  he  might  be 
wrong  about  that.  His  colleagues  had  had  considerable  experi- 
ence with  its  use,  and  it  reduced  the  fetal  mortality  considerably, 
with  some  increased  mortality  to  the  mother. 

In  spite  of  his  having  had  no  experience  with  abdominal 
section  in  these  cases,  he  agreed  with  one  of  the  speakers  that, 
in  a  certain  proportion  of  cases,  say  5  per  cent.,  there  jwas  no 
doubt  abdominal  Cesarean  section  should  be  resorted  to.  He 
could  see  no  indication  for  vaginal  Cesarean  section. 

Prof.  Hofmeier,  of  Wurzburg,  Germany,  said  that  he  had  been 
highly  interested  in  and  greatly  instructed  by  the  symposium, 
and  particularly  with  reference  to  the  treatment  of  placenta 
previa  by  Cesarean  section.     This  discussion  reminded  him  that 
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the  same  subject  was  forcibly  and  widely  discussed  in  Germany 
and  the  operation  found  a  number  of  supporters.  In  his  opinion, 
abdominal  Cesarean  section  in  the  treatment  of  placenta  previa 
was  limited  to  a  small  number  of  cases,  for  the  reason  that  it  was 
practically  impossible  for  the  general  practitioner  to  follow  out 
this  method  of  treatment.  The  old  method  of  combined  version 
and  slow  extraction,  which  was  generally  accepted  in  Germany 
twenty-five  years  ago,  and  the  treatment  by  means  of  metreuryn- 
ters in  cases  of  large  and  strong  children  had  given  good  results, 
and  in  spite  of  the  results  that  were  obtained  by  abdominal 
Cesarean  section  as  a  method  of  treatment  of  placenta  previa, 
combined  version  and  slow  extraction  was  still  considered  a 
useful  method  of  practice. 

Dr.  Charles  M.  Green,  of  Boston,  wished  to  place  himself 
on  record  as  being  in  agreement  with  Dr.  Fry  and  others  who 
take  the  position  that  Cesarean  section  must  have  a  limited 
application  in  the  treatment  of  placenta  previa.  He  cited  this 
illustrative  case:  A  woman  of  forty  years  of  age  or  more, 
pregnant  for  the  first  time,  who  has  placenta  praevia;  the  cervix 
not  taken  up;  the  child  only  about  seven  weeks  short  of  full 
term;  she  has  one  slight  hemorrhage;  is  seen  within  an  hour, 
and  an  examination  made  because  of  loss  of  blood,  and  it  is 
found  she  had  a  fibroid — that,  it  struck  him,  was  a  suitable 
case  for  abdominal  section.  When  subjected  to  Cesarean  section 
after  the  first  bleeding,  the  child  was  born  alive,  the  mother 
recovered,  and  the  fibroid  was  enucleated.  Such  cases  justified 
abdominal  Cesarean  section.  Remembering  that  a  large  number 
of  these  cases  had  nonviable  children,  lost  a  large  amount  of 
blood,  we  had  to  anticipate  a  large  fetal  mortality  and  to  con- 
tent ourselves  with  that  method  of  treatment  which  saved  the 
largest  number  of  maternal  lives. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  said  it  was  his  earnest 
conviction,  at  the  present  time,  that  the  mortality  following 
abdominal  Cesarean  section  in  the  hands  of  experts  in  this 
country  was  almost  nil.  This  operation  was  far  preferable  to 
accouchement  force,  which,  in  the  hands  of  the  general  practi- 
tioner and  some  experts,  had  quite  a  high  mortality.  He  would 
strive  to  do  all  he  could  to  get  this  and  other  societies  to  frown 
down  upon  accouchement  force  as  a  means  of  delivery  in  this 
and  other  cases  where  Cesarean  section  could  be  resorted  to 
with  practically  no  mortality.  If  the  woman  was  operated  on 
before  she  was  touched  by  septic  hands,  when  the  child  was  not 
viable,  there  was  no  reason  for  waiting  to  do  abdominal  Cesarean 
section.     There  the  life  of  the  child  did  not  come  into  question. 

When  it  came  to  the  question  of  whether  Cesarean  section 
in  the  hands  of  a  general  practitioner  was  logical  or  not,  it  was 
not,  in  his  judgment.  It  was  only  a  safe  operation  when  done 
by  an  expert. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  said  it  was 
hardly  in  accord  with  his  experience  to  hear  one  of  the  preced-ng 
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speakers  mention  the  extreme  dangers  of  dilating  the  cervix  with 
the  hand.  He  had  not  done  much  obstetric  work  in  the  last  few 
years,  but  in  some  forty-odd  cases  which  he  attended  before 
that  time,  labor  was  not  attended  with  great  difficulty,  and  in 
many  of  them  he  had  no  trouble  in  dilating  the  cervices  with  his 
hand.  He  lost  only  one  out  of  forty  by  the  employment  of  this 
method  of  dilatation.  Fatalities  sometimes  resulted  from  the  in- 
judicious use  of  accouchement  force.  Many  practitioners  did  not 
understand  the  method.  The  method  of  dilatation  he  employed 
was  one  of  great  power,  and  there  was  danger  in  lacerating  the 
cervix  and  of  getting  hemorrhage  after  one  had  attained  a  cir- 
cumferential dilatation  of  about  seven  inches,  so  that  if  the 
cervix  could  be  dilated,  and  he  had  never  failed  to  dilate  it, 
he  saw  no  reason  why  he  should  not  do  it  by  this  method. 
There  was  a  fetal  mortality  resulting  from  the  practice  of  the 
Braxton  Hicks  method.  If  one  knew  how  to  use  the  hand  and 
took  plenty  of  time,  there  was  no  occasion  for  a  woman  to 
have  hemorrhages  and  extensive  laceration  of  the  cervix. 

Dr.  William  S.  Stone,  of  New  York,  said  that  one  impression 
conveyed  by  the  discussion  was  an  exaggerated  idea  of  the 
frequency  of  placenta  previa.  He  had  never  performed  either 
the  abdominal  or  vaginal  Cesarean  section  for  placenta  previa, 
except  in  one  instance.  On  one  occasion,  in  a  case  of  severe 
hemorrhage,  where  the  placenta  was  normally  implanted,  he 
did  a  Diihrssen  operation.  He  had  no  idea  of  doing  it  until 
he  found  hemorrhage  was  great,  and  the  indication  was  to 
empty  the  uterus  just  as  rapidly  as  possible.  It  occurred  to 
him  that  he  could  resort  to  the  Diihrssen  operation  and  deliver 
the  woman  quickly.  This  he  did  with  success.  His  whole 
feeling,  however,  from  the  literature  and  the  discussion,  was 
that  it  was  wrong  to  approach  any  of  these  cases  with  a  definite, 
distinct  idea  that  we  were  going  to  do  either  an  abdominal 
operation  or  a  Diihrssen  operation;  that  in  a  certain  small 
percentage  of  cases  it  would  occur  to  us  suddenly  that  when  a 
woman  must  be  delivered  rapidly,  perhaps  a  Diihrssen  or  ab- 
dominal operation  would  be  the  one  to  do  it.  But  the  absolute 
indications  for  it  were  comparatively  rare. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Mich.,  said  that 
we  must  look  at  these  cases  both  from  the  standpoint  of  the 
expert  and  the  general  practitioner.  It  was  the  consensus  of 
opinion  from  the  various  papers  presented  by  experts  to-day  that 
Cesarean  section  would  be  very  infrequently  indicated  in  placenta 
previa,  as  the  obstetrician  could  usually  dilate  the  cervix  easily. 
In  the  hands  of  the  general  practitioner,  if  abdominal  Cesarean 
section  was  promulgated,  the  mortality  would  be  enormous. 
This  should  always  be  borne  in  mind.  A  safe  procedure  for  the 
general  practitioner  was  to  resort  to  Braxton  Hicks'  method, 
or  pack,  or  use  the  bag.  This  point  should  be  emphasized.  It 
was  only  in  a  very  small  proportion  of  the  cases  he  had  seen 
where  Cesarean  section  was  indicated,  and  in  these  it  must  be 
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abdominal  Cesarean  section.  He  had  had  some  experience  with 
vaginal  Cesarean  section,  and  said  it  was  totally  unindicated 
in  this  class  of  cases.  The  operation,  as  it  was  performed,  would 
subject  the  woman  to  more  hemorrhage,  whereas,  with  the 
abdominal  operation,  the  woman  did  not  lose  much  blood  and 
the  operation  could  be  easily  performed  and  some  hves  saved 
in  that  manner. 

Dr.  George  Gellhorn,  of  St.  Louis,  Mo.,  said  that  Dr. 
Fry  had  shown  that  in  only  about  5  per  cent,  of  the  cases  was 
Cesarean  section  indicated  in  placenta  previa.  He  wondered 
whether  this  percentage  could  not  be  still  further  reduced  if  the 
Barnes'  bag,  so  widely  used,  was  discarded,  and  instead  the 
Champetier  de  Ribes  bag  or  Pomeroy  bag  used  more  generally; 
he  thought  a  number  of  cases  would  be  successfullv  delivered 
that  had  heretofore  met  with  failure. 

As  to  Cesarean  section,  it  was  not  onlv  necessary  to  regard 
its  mortality,  but  its  morbidity  as  well,  and  he  thought  that  in 
placenta  previa  particularly  Cesarean  section  had  untoward 
comphcations  or  after-effects  that  should  be  emphasized.  If 
the  indications  for  Cesarean  section  in  placenta  previa  should  be 
extended,  the  number  of  such  complications  later  on  would 
materially  increase.  Obviously,  it  was  our  dutv  not  merely  to 
deliver  a  woman  of  child,  but  to  leave  her  in  an  excellent 
condition,  and  he  felt  we  could  not  fulfill  our  duty  bv  performing 
such  an  operation  and  subjecting  her  to  the  possibility  of  such 
complications. 

STERILIZATION  IN  CESAREAN  SECTION. 

Dr.  John  Osborne  Polak,  of  Brooklvn,  N.  Y.,  read  a  paper 
with  this  title.  ' 

the  justifiability  of  sterilizing  a  woman  after  cesarean 

section,  with  a  view  to  preventing  subsequent 

pregnancies. 

Dr.  Charles  M.  Green,  of  Boston,  read  a  paper  on  this 
subject. 


STERILIZATION  IN  CESAREAN  SECTION.* 

BY 
JOHN  OSBORN  POLAK,  M.  SC,  M.  D., 

Brooklyn,  N.  Y. 

The  question  of  sterilization  after  Cesarean  section  must  be 
determined  in  the  individual  case,  by  the  surgeon,  after  a  con- 
sideration of  the  following  propositions  :  i.e.,  the  ethical 
question  and  its  import  to  the  community  and  the  parties  con- 
cerned. Second,  the  dangers  to  which  the  woman  is  subjected, 
*Read  before  the  American  Gynecological  Society,  .'Vpril  20-22,  1909. 
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by  a  repetition  of  the  operation  in  case  of  subsequent  pregnancy, 
and,  finally,  the  risk  to  the  patient  from  rupture  of  the  uterus  in 
succeeding  pregnancies  and  labors. 

The  first  proposition,  I  believe,  has  been  answered  by  Green, 
in  a  paper  read  before  this  Society  in  1903,  in  which  he  says: 
"I  venture  to  assert  that  the  only  safe  and  moral  ground  for 
the  medical  profession  is  that  based  on  modern  science,  unin- 
fluenced by  sociological  considerations." 

"If  a  woman  comes  to  a  Cesarean  section  and  recovers,  she 
and  her  husband,  if  she  has  one,  should  be  informed  of  her 
condition,  and  of  the  prognosis  and  treatment  in  event  of 
future  pregnancies.  If  subsequent  pregnancy  ensues,  the 
responsibility  of  treatment  then  rests  with  the  obstetric  surgeon, 
but  the  responsibility  for  her  condition  rests  elsewhere." 
Spencer,  in  a  discussion  before  the  London  Obstetrical  Society 
in  1905,  concurred  in  these  views.  But  Williams,  you  may 
remember,  in  the  discussion  of  Green's  paper,  distinguished 
between  pauper  patients  and  those  in  the  higher  walks  of  life. 
He  stated  that  he  did  not  feel  justified  in  allowing  pauper 
patients  to  be  subjected  to  repeated  sections,  owing  to  their 
mental,  physical,  and  moral  development,  unless  they  specially 
desired  it. 

Referring  to  women  in  the  higher  walks  of  life,  he  felt  that 
they  should  be  made  to  share  the  responsibility  with  the  obstetric 
surgeon.  He,  however,  advises  sterilization,  even  in  this  class 
of  patients,  after  a  second  section.  This  I  find  to  be  the  view 
of  the  majority  of  American  obstetricians  who  have  replied  to 
my  inquiries  and  who  have  had  experience  in  elective  secondary 
sections.  The  danger  from  repeated  abdominal  deliveries  is 
said  to  be  less  than  from  primary  operations;  while  this  is  not  so, 
if  we  compare  the  statistics  with  those  of  primary  elective 
sections,  it  is  true  when  compared  with  sections  done  late  in 
labor. 

In  150  repeated  abdominal  deliveries  from  the  clinics  of  the 
best  operators,  in  which  I  have  included  Wallace's  analysis„of 
sixty  cases,  the  mortality  amounts  to  nearly  5  per  cent.  Two 
of  these  women  had  had  five  deliveries,  one  four,  thirty-two 
three  deliveries,  and  116  had  been  operated  on  twice.  This 
percentage  should  be  materially  reduced  in  present-day  practice, 
as  a  woman  who  has  undergone  a  section  should  be  watched  in 
the  latter  months  of  her  pregnancy,  and  have  her  delivery  done 
as  an  elective  procedure  a  week  or  ten  days  before  jshe  actually 
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falls  in  labor,  and  thus  avoid  the  possible  danger  of  uterine 
rupture.  Sterilization  may  be  done  at  the  time  of  this  section, 
if  the  patient  desires  it.  The  presence  of  adhesions  between 
the  uterus  and  the  abdominal  parietes  make  it  possible  for  a 
certain  proportion  of  these  sections  to  be  done  by  the  extra- 
peritoneal route,  though  I  question  the  wisdom  of  such  an 
attempt,  as  the  extra  time  consumed  in  the  operation  more 
than  balances  the  risk  of  opening  the  peritoneum.  By  taking 
advantage  of  modern  surgical  technic  and  making  the  pro- 
cedure an  elective  one,  the  maternal  death  rate  can  be  reduced 
to  that  of  aseptic  celiotomy  in  ordinary  pelvic  work. 

The  danger  of  rupture  of  the  uterus  in  subsequent  pregnancies 
and  labors  is  a  reality  and  not  a  fancy.  Olhausen  has  collected 
1 20  ruptures  of  the  uterus  following  Cesarean  section,  which 
includes  the  Prusman-Henkel  case,  delivered  twice  by  Cesarean, 
in  which  the  mucosa  had  grown  into  the  cicatrix,  weakening  the 
union  in  the  uterine  wound.  Brodhead  has  recently  published 
20  cases  of  rupture  through  the  old  uterine  scar,  making  the 
number  of  recorded  cases  in  which  spontaneous  rupture  has 
occurred  in  the  latter  days  of  pregnancy  or  during  labor  through 
the  primary  uterine  scar  sufficient  to  convince  the  most  skepti- 
cal that  this  accident  is  more  than  a  possibility,  notwithstanding 
what  form  of  suture  or  suture  material  is  selected. 

A  knowledge  of  these  facts  cannot  but  modify  the  advice  of 
the  obstetric  surgeon;  and  this  danger  should  always  be  ex- 
plained to  the  woman  and  her  hubsand  before  undertaking  a 
section,  that  they  may  be  made  a  party  with  the  surgeon  in 
sharing  the  responsibility.  There  is,  however,  a  class  of  cases, 
such  as  those  reported  in  a  personal  communication  by  Cragin 
(who  has  never  voluntarily  sterilized  a  woman,  yet  who  has  done 
hysterectomy  for  imperative  indications  in  ten  of  his  sixty 
sections),  and  of  Leopold  who  did  twenty-nine  Porros  in  loo 
abdominal  deliveries,  and  of  E.  P.  Davis  who  has  done  celio- 
hysterectomy  or  the  Porro  operation  in  twenty-nine  of  his 
sixty  cases  for  definite  pathological  conditions,  which  jeopard- 
ized the  woman's  subsequent  life  or  health,  and  demand  sterili- 
zation by  the  removal  of  the  uterus  at  the  time  of  the  Cesarean. 
In  this  class  we  may  mention  deliveries  comphcated  by  existing 
infection  within  the  uterus  before  operation  or  by  the  presence 
of  fibromyomata,  or  cancer  of  the  uterus  obstructing  free  drainage, 
or  uncontrollable  hemorrhage  from  uterine  atony,  or  patients 
whose  mental,  physical,  and  moral  development  is  such  that 
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repeated  pregnancies  will  prove  to  be  a  marked  danger  to  her 
well-being  or  make  her  a  burden  to  the  community. 

It  has  been  shown  that  a  woman  who  subjects  herself  to 
repeated  sections  assumes  a  certain  degree  of  risk,  which,  while 
it  may  be  minimized  by  elective  abdominal  delivery  in  expert 
hands,  nevertheless,  has  a  definite  morbidity  and  mortality 
which  must  remain,  do  what  we  will.  However,  from  the 
standpoint  of  the  obstetric  surgeon,  no  operation  which  has  for 
its  purpose  the  deliberate  sterilization  of  the  child-bearing 
woman  is  justifiable  at  the  time  of  a  primary  section,  except 
in  the  presence  of  definite  and  apparant  and  pathological  lesions 
which  in  themselves  jeopardize  the  future  life  and  health  of  the 
woman.  We  therefore  may  state  it  as  our  opinion  and  practice 
that  (in  the  absence  of  existing  septic  infection  in  the  uterus,  or  car- 
cinoma, or  fibromyomata  of  the  uterus,  all  of  which  of  themselves 
indicate  a  hysterectomy  or  a  Porro  operation)  no  means  for 
the  prevention  of  future  pregnancy  should  be  arbitraril}^  taken 
by  the  surgeon,  except  in  the  physically  unfit,  for  in  my  opinion 
the  question  of  future  pregnancy  should  be  answered  by  the 
patient  or  her  husband  before  the  primary  section  is  performed. 
However,  should  a  pregnancy  follow  the  primary  section  for  the 
absolute  indication,  the  patient  may  be  delivered  with  com- 
parative safety  a  week  or  ten  days  before  term  by  the  abdominal 
route,  at  which  time  sterilization  should  be  done  with  the 
consent  of  the  woman  or  her  husband. 

Various  methods  have  been  employed  to  secure  sterilization. 
This  end  has  been  accomplished  by  the  supracervical  amputa- 
tion of  the  uterus,  by  ligation  and  excision  of  the  tubes,  and  by 
ablation  of  the  ovaries.  The  latter  procedure  will  find  but  a 
small  field  for  its  application  in  Cesarean  operations,  as  the  ova- 
ries are  usually  actively  functionating,  and  hysterectomy  or 
excision  of  the  tubes  will  meet  all  the  indications  without  pro- 
ducing an  operative  menopause,  and  the  consequent  nervous 
phenomena  which  follows  oophorectomy  in  the  woman  during 
her  period  of  sexual  activity. 

Celiohysterectomy  not  only  secures  to  the  woman  immunity 
from  future  pregnancy  and  from  the  dangers  of  repeated  opera- 
tion and  rupture  of  the  old  uterine  scar,  but  presents  other  ad- 
vantages, i.e.,  the  avoidance  of  the  dangers  resulting  from  the 
retention  and  decomposition  of  the  lochial  discharge,  as  well  as 
the  avoidance  of  the  possibility  of  visceral  and  parietal  adhesions 
and  fistulae.     On  the  other  hand,  hysterotomy  is  a  safe,  quick. 
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and  simple  operation,  when  both  patients  are  in  good  condition, 
and  excision  of  the  tubes  adds  but  Httle  to  the  time  of  the  opera- 
tion. Excision  of  the  uterine  end  of  the  tube  by  an  elHptic 
incision  into  the  uterine  cornua,  encircHng  the  tube,  and  then 
closing  the  incision  in  the  uterine  muscle  with  catgut  sutures 
has  been  the  method  which  I  have  emplo3'ed  in  three  of  the 
four  cases  which  I  have  sterilized.  Ablation  of  the  tube,  con- 
trolling the  hemorrhage  with  a  running  catgut  suture  along  the 
top  of  the  broad  ligament,  was  done  in  my  first  case.  Future 
pregnancies  have  been  prevented  by  this  procedure  by  the 
request  of  the  patient. 

Harris  and  Fry  suggest  clever  modifications,  which  interrupt 
the  patency  of  the  tubes,  which,  while  closing  the  uterine  ends  of 
the  oviducts,  leave  them  in  situ.  Harris  implants  the  severed 
proximal  end  of  the  tube  on  the  upper  posterior  aspect  of  the 
fundus,  by  flattening  it  out,  and  suturing  it  to  a  peritoneal  area 
previously  denuded,  while  Fry  buries  the  cut  proximal  end  in  the 
folds  of  the  broad  ligament.  Both  of  these  procedures  leave 
the  lumen  of  the  tube  intact,  which  makes  it  possible  to  reestab- 
lish a  connection  between  the  cavity  of  the  uterus  and  the  ostium 
abdominale,  should  conditions  demand  a  reopening  of  the  right  of 
way. 

Simple  ligation  of  the  tubes  or  division  of  the  tubes  between 
ligatures  does  not  secure  to  the  patient  a  positive  immunity 
against  future  pregnancy.  This  has  been  shown  by  the  number 
of  reported  cases  of  ectopic  gestation  which  have  occurred  in  the 
stumps  of  the  ligated  tubes  following  salpingectomy.  Even 
resection  of  the  tube  from  the  cornua  may  not  secure  perfect 
closure,  unless  the  intramural  portion  of  the  tube  is  deeply  excised 
and  the  muscular  gap  closed  with  sutures.  Twice  within  the 
past  year  pregnancy  has  occurred  in  the  stump  of  a  tube  which 
was  ligated  and  ablated  in  my  clinic  and  once  in  which  the  tubal 
ostium  in  the  cornua  has  been  excised,  and  the  ovary  sutured  high 
near  the  line  of  incision  to  prevent  its  prolapse. 

It  would  seem,  therefore,  that  when  sterilization  is  decided 
upon,  hysterectomy  or  excision  of  the  uterine  portion  of  the  tube, 
with  or  without  total  ablation  of  the  distal  portion,  are  the 
methods  of  choice.  Total  ablation  adds  something  to  the  time 
of  the  operation,  owing  to  the  vascularity  of  the  broad  ligaments 
in  pregnancy,  and  is  often  followed  by  some  degree  of  inflamma- 
tory exudation  in  each  side.  I  therefore  adopted  in  a  very 
recent  case  the  method  suggested  by  Harris,  and  already  de- 
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scribed  in  these  brief  notes.  It  possesses  the  advantages  of  speed, 
httle  or  no  hemorrhage  or  trauma.  Each  procedure  which  may 
be  employed  for  sterihzation  when  this  step  has  been  finally 
determined  upon  has  its  distinct  indications  and  limitations. 

A  celiohysterectomy  should  be  done  when  the  uterus  is  in- 
fected or  when  it  is  the  seat  of  a  myoma,  or  a  malignant  growth, 
or  when  there  is  uncontrollable  hemorrhage  from  extreme  uterine 
atony,  or  as  was  present  in  one  of  my  recent  but  unreported  cases, 
a  complete  cicatricial  atresia  of  the  vagina.  On  the  other  hand, 
excision  or  ablation  of  the  tubes  should  be  elected  in  uncompli- 
cated or  elective  sections,  when  the  patient  desires  the  sacrifice, 
or  in  the  second  section  in  the  same  patient,  if  her  consent  to 
the  ablation  can  be  obtained. 

In  doing  a  hysterectomy,  or  a  hysterotomy  with  excision  of 
the  uterine  ends  of  the  tubes,  the  ovaries  should,  as  a  rule,  be  re  - 
tained,  unless  they  are  the  seat  of  gross  pathological  change. 

In  the  course  of  thirty  or  more  sections  in  which  the  writer 
has  participated,  but  two  ovaries  have  been  found  diseased,  each 
of  these  was  a  dermoid  cyst  which  had  become  incarcerated  in 
the  pelvis  and  had  acted  as  the  obstruction  to  the  progress  of 
labor,  which  was  the  indication  for  the  abdominal  delivery. 
There  is  no  reason  why  extirpation  of  one  or  both  ovaries  should 
be  done  in  the  course  of  hysterectomy,  when  they  are  not  diseased 
when  the  operation  is  interpartum,  any  more  than  when  remov- 
ing the  uterus  for  a  fibroid  tumor.  While  there  is  a  slight  tech- 
nical difficulty  in  leaving  the  ovaries  when  the  uterus  is  extirpated, 
we  well  know  the  physical  and  psychical  advantages  to  the  patient 
by  retaining  the  ovarian  secretion. 

In  view  of  the  foregoing  facts,  I  would  feel  that  the  obstetric 
surgeon  should  sterilize  the  woman  who  is  subjected  to  a  Cesar- 
ean section:  First,  if  she  requests  the  procedure.  Second, 
after  the  second  section  in  the  presence  of  the  absolute  indication, 
if  the  proper  consent  can  be  obtained.  Third,  if  the  patholog- 
ical conditions  present  necessitate  extirpation  of  the  uterus  in 
the  interests  of  the  patient's  life  and  health,  sterilization  may  be 
done  if  necessary  without  consent. 

Further,  in  elective  and  uncomplicated  hysterectomies,  exci- 
sion of  the  proximal  ends  of  the  Fallopian  tubes  at  their  origin 
in  the  uterus,  and  occlusion  of  the  severed  end  by  flattening  it 
out  and  suturing  it  to  the  peritoneum  on  the  posterior  fundal 
wall  is  the  operation  of  choice.  While,  when  infection,  disease, 
or  atony  with  uncontrollable  hemorrhage  of  the  uterus  is  present. 
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hysterectomy  or  the  Porro  operation  should  be  elected  to  secure 
to  the  patient  immunity  from  future  conception  and  gestation. 

Finally,  whenever  possible,  one  or  both  ovaries  should  be  re- 
tained that  an  operative  menopause  may  be  averted. 

287  Clinton  Avenue. 

THE     JUSTIFIABILITY     OF     STERILIZING    A    WOMAN 

AFTER   CESAREAN   SECTION,    WITH   A    VIEW  TO 

PREVENTING  SUBSEQUENT  PREGNANCIES.* 

BY 

CHARLES  M.  GREEN,  M.  D., 

Boston,  Massachusetts. 

At  the  meeting  of  this  Society,  in  Washington,  in  1903,!  I 
presented  a  paper  giving ^the  experience  of  the  Boston  Lying-in 
Hospital  in  the  repetition  of  Cesarean  section  on  the  same 
patient.  At  that  time  repeated  section  had  been  performed 
nine  times  on  eight  patients;  that  is,  second  section  had  been 
done  on  eight  women,  and  in  one  case  section  had  been  repeated 
twice.  In  this  series  of  cases  one  mother  was  lost — a  mortality 
of  II  per  cent.;  there  was  no  fetal  death.  In  this  paper  I 
stated  that  while  the  judgment  of  the  surgeon  was  left  free  to 
deal  with  pathological  conditions  of  the  uterus  and  appendages, 
the  policy  of  the  hospital  is  never  to  remove,  or  impair  the 
function  of  healthy,  organs  with  the  object  of  preventing  subse- 
quent pregnancy.  This  policy  has  continued  in  force,  and  in 
the  six  years  that  have  elapsed  since  my  first  paper  on  this  sub- 
ject the  Boston  Lying-in  Hospital  has  had  a  further  experience 
with  twenty  repeated  sections — thirteen  second  sections,  five 
third  sections,  and  two  fourth  sections,  with  one  maternal 
death — a  mortality  of  5  per  cent.  There  has  been  no  fetal  loss 
in  this  series.  Combining  these  two  series  of  repeated  sections, 
which  include  all  the  cases  discharged  from  the  hospital  up  to 
January  i,  1909,  we  have  a  total  of  twenty-nine  cases,  with  two 
maternal  deaths — a  mortality  of  6.9  per  cent. — and  with  no  loss 
of  fetal  life.  My  personal  experience  is]  limited  to  thirteen 
cases, — eight  second  sections,  three  third  sections,  one  fourth, 
and  one  fifth  section.  I  have  had  no  fetal  loss;  but  the  woman 
on  whom  I  first  performed  a  repeated  section,  in  1897,  died  of 
shock,  thus  making  my  maternal  mortality  j.j  per  cent.  In 
the  first  seventy-five  primary  sections  performed  in  the  Boston 

*Read  before  the  .'\raerican  Gynecological  Society,  April  20-22,  1909. 

t  Transactions  of  the  .\merican  Gynecological  Society,  vol.  xxviii,  p.  120,  1903. 
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Lying-in  Hospital  there  were  six  maternal  deaths,  a  mortality 
of  8  per  cent.  It  would  therefore  appear  that  the  risks  of 
repeated  section  are  somewhat  less  than  those  of  a  first 
operation. 

In  the  light  of  this  experience  I  am  even  more  strongly  con- 
vinced than  I  was  six  years  ago,  that  it  is  not  justifiable  to 
sterilize  a  woman  in  performing  Cesarean  section,  even  if  she 
and  her  husband  request  it.  The  burden  of  proof  to  the  con- 
trary rests  with  those  who  advocate  sterilization.  If  the  indi- 
cation for  Cesarean  section  is  absolute,  and  husband  and  wife 
are  so  informed,  they  may  abstain  from  subsequent  pregnancies; 
or,  in  the  event  of  subsequent  conception,  the  woman  may  have 
repeated  section  with  reasonable  safety.  If  the  indication  is 
relative,  and  the  disproportion  of  minor -degree,  the  woman  in 
succeeding  pregnancies  may  be  safely  delivered  of  living  children 
by  the  vagina  or  she  ma}'  indeed  deliver  herself.  This  is  the 
experience  of  two  women  who  have  each  safely  submitted  to 
three  Cesarean  sections  in  the  Boston  Lying-in  Hospital:  one 
patient  entered  the  hospital  and  delivered  herself  of  a  living 
child  which  weighed  the  same  as  her  first  child  delivered  by 
section,  although  considerably  smaller  than  the  second  and 
third  children,  which  were  also  delivered  by  section;  the  ex- 
planation lies  in  the  fact  that  in  the  fourth  labor,  the  uterine 
contractions  were  very  strong,  and  the  fetal  head  was  moulded 
and  driven  through  the  pelvis,  whereas  in  the  former  labor  the 
pains  were  relatively  weak.  In  the  case  of  the  second  woman, 
whose  sections  on  a  relative  indication  were  in  1900,  igoi,  and 
1905,  she  entered  again  in  1908,  and  delivered  herself  of  a  living 
child  weighing  13  ounces  less  than  the  child  for  which  section  was 
originally  performed.  One  of  the  reasons  given  in  support  of 
the  opinion  that  it  is  justifiable  to  sterilize  a  woman  at  her  first 
section  is  that  there  is  danger  of  uterine  rupture  in  subsequent 
labor.  These  two  women  had  each  had  three  hysterotomies  with 
suture,  and  yet  delivered  themselves  in  fourth  labors  without 
uterine  rupture.  A  further  experience  with  two  cases  of  uterine 
rupture, — one  traumatic,  which  recovered  without  suture,  a 
second,  spontaneous,  recovering  after  laparotomy  with  suture, 
each  passing  through  subsequent  labor  without  rupture — con- 
firms me  in  the  belief  that  possible  uterine  rupture  in  succeeding 
labors  is  not  a  sufficient  justification  for  sterilizing  a  woman 
after  one  or  two  Caesarean  sections,  provided  that  uterine  suture 
is  carefully  performed. 
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It  is  my  belief  that  a  husband  and  wife  may  not  ethically 
request  that  either  be  sterilized  with  a  view  to  preventing 
pregnancy  and  to  avoiding  repeated  Cesarean  section.  It  is 
not  likely  to  be  requested  that  the  husband  be  sterilized;  and 
yet  the  request  would  be  quite  as  reasonable  as  that  the  wife 
should  submit  to  sterilization.  Would  it  be  justifiable  to 
sterilize  a  woman  in  order  that  she  might  become  a  prostitute 
without  the  possibility  of  becoming  pregnant?  We  know  that 
we  may  not  commit  murder  or  homicide:  we  know  that  suicide 
is  a  moral  and  statutory  offense,  and  that  attempted  suicide  is 
punishable.  If  it  is  morally  and  legally  wrong  to  destroy 
human  life,  is  it  not  also  immoral  to  destroy  any  human  function? 
Do  not  some  of  us  remember  the  well-merited  contempt  visited 
upon  men,  who,  to  avoid  service  in  the  War  of  the  Rebellion, 
multilated  themselves  in  a  way  to  prevent  acceptance  by  the 
examining  surgeon?  Qui  facit  per  aliuni  facit  per  se;  and  if  it  is 
culpable  for  one  wilfully  to  kill  or  mutilate  the  body,  it  is  also 
culpable  to  cause  or  allow  the  same  purpose  to  be  effected  by 
another.  Whether  husband  or  wife  is  the  one  to  be  sterilized, 
it  is  obvious  that  the  act  may  be  bitterly  regretted  in  the  event 
of  a  second  marriage.  Either  man  or  woman  marrying  a  second 
time  may  well  wish  for  offspring.  In  the  case  of  a  woman 
with  an  impossible  pelvis,  she  might  wish  to  become  pregnant 
by  a  second  husband,  even  at  the  risk  of  a  repeated  section; 
and  action  for  tort  may  yet  be  brought  by  the  second  husband 
and  sterilized  wife,  even  when  written  request  for  sterilization 
had  been  made,  on  the  ground  that  the  full  import  of  the  opera- 
tion was  not  clearly  understood.  I  would  prefer  not  to  appear 
before  a  jury  in  such  a  case. 

One  reason  given  for  the  justifiability  of  sterilizing  a  woman 
after  her  first  or  second  section  is  that  owing  to  laziness  or  in- 
difference in  looking  out  for  herself,  a  woman  with  a  Cesarean 
pelvis  may  neglect  to  place  herself  in  due  time  under  proper 
care  and  may  die  in  labor  as  a  result.  If  an  adult  is  so  ignorant 
or  indifferent  to  safety  as  to  walk  on  the  railway  and  is  killed 
by  a  passing  train,  shall  we  therefore  abolish  the  railroads?  If 
after  a  first  section  the  obstetric  surgeon  does  his  full  duty,  and 
points  out  what  should  be  done  in  the  event  of  a  second  preg- 
nancy, carefully  explaining  to  husband  and  wife  the  true  condi- 
tions, surely  the  responsibility  of  self-preservation  properly  may 
be  left  with  those  most  interested.  In  a  somewhat  long  hospital 
experience,  I  have  known  of  no  single  case  in  which  disaster  has 
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occurred  from  the  failure  of  a  woman  after  her  first  section  to 
place  herself  in  touch  with  the  hospital  or  with  competent 
outside  advice  in  the  event  of  a  subsequent  pregnancy. 

Other  reasons  given  in  support  of  sterilization  are  that  many 
women  that  come  to  Cesarean  section  belong  to  the  depraved 
and  degenerate  classes;  that  they  and  their  progeny  may  become 
a  burden  on  the  State,  and  that  the  continued  fertility  of  these 
women  is  therefore  undesirable.  Granting  this,  it  is  also  true 
that  the  continued  fertility  of  depraved,  syphilitic,  epileptic 
men  is  also  undesirable.  These  are  sociological  questions  for 
civil  law  to  settle;  and  to  my  mind  the  time  has  not  yet  come 
when  the  medical  profession  should  be  vested  with  the  right, 
or  burdened  with  the  responsibility,  of  deciding  matters  of  such 
importance  to  the  body  politic;  they  may  well  be  left  to  the 
legislature  and  the  courts  of  law. 

The  only  condition  that  can  make  a  repeated  section  more 
difficult  and  dangerous  than  a  primary  section  is  the  existence 
of  adhesions,  the  separation  of  which  may  lengthen  the  time  of 
operation,  may  result  in  subsequent  oozing  of  blood,  or  possibly 
lead  to  more  extensive  adhesions.  The  existence  of  adhesions 
has  not,  however,  been  a  serious  embarrassment  in  the  cases  of  the 
Boston  Hospital,  although  in  many  cases  adhesions  have  been 
found.  In  my  earlier  cases  I  used  always  to  separate  the 
adhesions,  but  for  several  years  I  have  given  up  eventrating  the 
uterus,  even  in  primary  sections,  so  that  even  if  there  are  numer- 
ous adhesions  it  is  possible  to  incise  the  uterus  and  remove  the 
fetus  without  disturbing  the  adhesions  found.  I  am  persuaded 
also  that  if  the  operator  will  abandon  the  common  ambition  to 
close  the  abdomen  in  less  than  half  an  hour,  if  he  will  protract 
his  operation  long  enough  to  make  a  careful  seroserous  suture, 
if  he  will  take  the  same  pains  in  his  Cesarean  sections  as  in  his 
other  abdominal  operations,  there  will  seldom  be  adhesions. 
In  my  last  repeated  section,  in  March  of  this  year,  there  were  no 
adhesions  whatever. 

In  my  former  paper  above  referred  to,  I  quoted  the  case  of  a 
primipara  with  a  generally  contracted,  flat,  rachitic  pelvis, 
c.  V.  6.5  cm.,  whose  convalescence  from  her  first  section  was 
protracted  by  the  breaking  down  of  her  abdominal  wound  and 
sloughing  of  the  seroserous  sutures.  The  result  of  this  surgical 
misadventure  was  a  firm,  broad  adhesion  of  the  uterus  to  the 
abdominal  wall.  It  fell  to  my  lot  to  perform  her  second  section: 
incision  through  the  scar  led  directly  into  the  uterus,  and  a 
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sufficient  opening  was  made  to  deliver  the  fetus  without  enter- 
ing the  peritoneum.  Dr.  Newell  subsequently  performed  a 
third  section  on  this  case,  and  I  have  since  performed  a  fourth 
and  a  fifth  section.  The  convalescence  in  each  of  these  four 
repeated  sections  was  uneventful.  In  this  case  the  uterus, 
from  its  extensive  adhesions,  was  held  high  in  the  abdomen, 
the  fundus  just  below  the  umbilicus,  and  the  cervix  just  within 
reach  per  vaginam.  The  woman  has  had  no  symptoms,  however, 
from  this  high  position  of  the  uterus. 

In  the  light  of  my  experience  with  this  case  I  determined  to 
try  the  effect  of  a  sufficiently  long  and  broad  artificial  fixation, 
with  a  view  to  subsequent  extraperitoneal  section.  I  therefore 
selected  two  cases  of  young  primigravidae,  each  with  a  true 
conjugate  of  less  than  three  inches.  The  uterus  was  in  neither 
case  eventrated,  thus  insuring  a  shorter  abdominal  incision. 
After  delivering  the  child  I  sutured  the  uterus  in  the  usual  way 
with  a  deep  and  a  serous  suture  of  linen ;  while  this  was  done  the 
uterus  retracted  slightly  below  the  umbilicus.  The  abdomen 
was  then  closed  by  passing  linen  sutures  through  the  fascia  and 
peritoneum,  including  the  uterine  peritoneum  for  a  space  one- 
half  inch  wide  on  each  side  of  the  uterine  incision,  extending 
from  just  above  to  just  below  the  line  of  uterine  suture,  and 
care  was  taken  to  overlap  the  fascia.  This  procedure  should 
result  in  an  adhesion  one  inch  wide  and  somewhat  longer  than 
the  incision  of  the  uterus.  One  of  these  two  patients  left  the 
hospital  in  March  in  good  condition,  with  a  high  fixation  of  the 
uterus;  the  other  is  advanced  two  weeks  in  uneventful  convales- 
cence. I  await  with  interest  the  return  of  these  two  women 
for  second  section;  and  if  my  technic  has  not  been  at  fault, 
they  should  be  delivered  by  section  repeated  any  number  of 
times  with  a  negligible  risk.  Thus,  perhaps,  the  dread  of  re- 
peated section  may  in  time  largely  disappear,  and  the  justi- 
fiability of  sterilization  cease  to  be  discussed.  It  should  be 
remembered  that  the  safety  of  repeated  Cesarean  section  does 
not  concern  the  hospital  class  alone.  Not  a  few  married  men 
and  women  of  birth  and  breeding  are  to-day  abstaining  from 
the  sexual  relation  from  the  fear  of  a  repeated  section.  If  the 
comparative  safety  of  repeated  section  can  be  established, 
peace  of  mind  and  happiness  will  be  added  to  an  appreciable 

number  of  men  and  women  of  all  classes  in  our  social  life. 
78  Marlborough  Street. 
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DISCUSSION  ON  THE  PAPERS  OF  DRS.  POLAK  AND  GREEN. 

Dr.  E.  W.  Gushing,  of  Boston,  did  not  think  Dr.  Green  or 
even  the  Boston  Lying-in  Hospital  had  a  right  to  determine 
whether  a  woman  should  be  sterilized  or  not.  A  woman's  body 
belonged  to  herself.  If  she  had  been  malformed  by  nature  and 
could  not  be  delivered  of  a  child  without  repeated  surgical 
operations  which  involved  the  risk  of  life,  and  she  desired  to 
avoid  that  subsequent  risk  by  having  a  sterilizing  operation  done, 
she  had  a  right  to  do  so. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  said  it  was  his  rule 
to  explain  the  situation  to  the  woman  and  her  husband  and  allow 
them  to  decide  whether  or  not  she  should  be  sterilized.  He  did 
not  believe  we  could  make  a  dividing  line  on  account  of  the 
social  position  of  the  woman  and  say  we  could  sterilize  those 
of  the  lower  class  and  not  those  of  high  social  position.  If  such 
a  position  were  taken,  women  of  humble  position,  who  had 
given  birth  to  children  who  had  subsequently  become  great 
men,  would  be  sterilized. 

Prof.  Hofmeier,  of  Wiirzburg,  Germany,  had  performed 
sterilization  not  only  with  the  consent  of  the  woman  and  her 
husband,  but  at  their  urgent  request.  He  did  not  think  it  was 
possible  for  women  to  abstain  from  sexual  intercourse  and  subse- 
quent pregnancy,  as  indicated  by  Dr.  Green. 

Dr.  Charles  Jewett,  of  Brooklyn,  performed  Cesarean 
section  two  months  ago  on  a  woman  upon  whom  he  did  the 
same  operation  two  years  previously,  and  at  the  request  of  both 
the  husband  and  wife,  he  felt  justified  in  doing  an  operation  of 
this  character.  He  resected  the  tubes  from  the  cornu  of  the 
uterus,  then  simply  caught  the  ends  of  them  down  upon  the 
suture  line. 

Dr.  Herbert  R.  Spencer,  of  London,  did  not  consider  we 
were  justified  in  saying,  in  the  absence  of  pathological  conditions, 
such  as  fibroid  tumors,  cancer,  or  infection,  that  a  woman  should 
not  have  any  more  children.  From  a  purely  ethical  standpoint 
he  could  not  see  any  difference  between  consenting  to  operate 
on  a  woman  and  preventing  her  from  having  children  by  this 
sterilizing  operation  and  committing  an  abortion  because  she 
asked  it.  The  so-called  sterilizing  operation  was  not  always 
reliable.  A  distinguished  abdominal  surgeon  in  England  sup- 
posedly sterilized  a  woman,  but  subsequently,  much  to  her  an- 
noyance and  mortification,  she  again  became  pregnant,  and  he 
delivered  her  of  a  child.  He  delivered  this  woman  for  the 
seventh  time  after  so-called  sterilization. 

Dr.  J.  Montgomery  Baldy,  of  Philadelphia,  said  that  nature 
had  so  arranged  matters  that  some  women,  apparently  healthy, 
could  not  bear  children.  Pathological  processes  set  in  which 
rendered  them  incapable  of  doing  so.  A  woman  was  not  in  this 
world  to  be  a  beast  of  burden,  although  she  had  reproductive 
duties  to  perform,  and  there  came  a  time  when,  after  she  had 
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performed  those  to  the  best  of  her  abihty,  nature  had  so  deformed 
her,  perhaps  maimed  her,  that  she  no  longer  could  be  delivered 
of  a  child  without  a  surgical  operation,  and  for  the  sake  of  her 
health,  comfort,  and  happiness,  she  was  the  best  arbiter  as  to 
w^hether  sterilization  should  be  done  or  not.  His  sympathies 
went  out  largely  to  women  in  this  respect.  They  had  a  right 
to  say,  and  an  exceedingly  serious  say,  in  regard  to  many  of  these 
operations.  If  a  woman,  guided  by  the  conscientious  judgment 
of  the  physician,  decided  to  be  sterilized,  we  had  a  right  to  ster- 
ilize her  and  prevent  reproduction  in  the  future  in  this  individual 
case,  but  this  did  not  mean  that  this  operation  should  be  done 
on  every  woman  who  requested  it. 

Dr.  Andrew  F.  Currier,  of  New  York,  placed  himself  on 
the  side  of  those  who  believe  that  it  was  an  injustice  to  a  woman, 
aside  from  any  desire  she  might  have  for  children,  to  subject  her 
repeatedly  to  an  operation  which  risked  her  life.  The  desire  for 
offspring  was  a  natural  and  proper  one  in  most  cases.  The  mere 
physical  conditions  alone  which  resulted  or  were  likely  to  result 
should  be  a  strong  argument  and  should  influence  us  very 
materially  in  regard  to  the  question  of  future  pregnancy. 

Dr.  Seth  C.  Gordon,  of  Portland,  Maine,  claimed  that  a 
woman  had  a  right  to  say  whether  she  should  be  sterilized  or  not. 
Oftentimes  a  woman  would  say,  "Doctor,  I  don't  want  a  child." 
But  where  she  was  subjected  repeatedly  to  an  operation  which 
was  known  to  be  dangerous  to  life,  in  order  to  be  delivered  of  a 
child,  she  certainly  had  a  right  to  say  whether  or  not  sterilization 
should  be  performed. 

Dr.  C.  C.  Frederick,  of  BuflFalo,  had  sterilized  women  at  their 
request  and  that  of  their  husbands  in  cases  where  Cesarean  sec- 
tion had  been  done  for  the  absolute  indication,  with  narrowing 
of  the  pelvis  to  a  degree  that  it  was  absolutely  impossible  to  deliver 
a  viable  child  through  the  pelvis. 

Dr.  Albert  F.  A.  King,  of  Washington,  D.  C,  said  that 
self-preservation  was  the  first  law  of  nature  and  preservation 
of  the  species  was  the  second  law.  He  agreed  with  those  who 
had  expressed  the  opinion  that  women  and  their  husbands  had  a 
right  to  decide  this  question  of  sterilization. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  concurred 
in  the  view  that  the  husband  and  wife  should  decide  w^hether  the 
woman  was  to  become  pregnant  or  be  sterilized,  but  the  surgeon 
had  not  the  right  to  act  as  he  chose  to  produce  sterility.  The 
decision  of  the  question  rested  largely  with  the  husband  and 
wife,  and  not  with  the  surgeon.  The  surgeon  had  no  right  to 
remove  a  w^oman's  possibility  of  future  pregnancy  except  for 
grave  pathological  lesions  in  the  organs  of  generation  themselves. 

Dr.  George  Gellhorn,  of  St.  Louis,  said  there  was  a  simple 
way  of  sterilizing  the  male  by  resorting  to  vasectomy.  This 
operation  could  be  done  in  a  minute  or  so  under  local  anesthesia, 
and  it  did  not  leave  a  scar.  There  w  ere  able-bodied  men  present, 
andjyet  how  many  would  be  willing  to  have  vasectomy  performed  ? 
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He  thought  we  should  be  a  httle  more  charitable  and  not  do  unto 
others  what  we  did  not  want  done  unto  ourselves.  He  denied 
the  right  of  any  physician  to  sterilize  any  woman,  and  only  for 
grave  reasons  should  the  operation  be  acceded  to,  and  then  it 
should  only  be  done  by  consultation  with  one  or  more  other 
physicians. 

Dr.  Willis  E.  Ford,  of  Utica,  N.  Y.,  expressed  the  hope  that 
the  society  would  not  go  on  record  in  favor  of  the  sterilization 
of  women,  because  if  the  members  opened  the  door,  it  might 
be  opened  still  wider  for  other  operations  which  ought  not  to  be 
done. 

The  papers  were  further  discussed  by  Drs.  Egbert  H.  Grandin 
and  Philander  A.  Harris. 

WHAT    SHALL    WE    TEACH    THE    GENERAL    PRACTITIONER    CON- 
CERNING   THE    TREATMENT    OF    ABORTION? 

Dr.  Frederick  J.  Taussig,  of  St.  Louis,  Mo.,  mentioned  the 
never-ceasing  argument  as  to  whether  the  finger  or  the  curette 
was  preferable.  The  curette  was  still  popular  with  the  general 
practitioner  because  it  required  less  technical  skill  for  its  use. 
The  summarized  experiences  of  many  large  clinics  showed  that 
no  one  method  of  treatment  was  available  for  all  cases,  but  that 
each  had  its  special  field  of  usefulness.  An  attempt  to  construct 
a  simple  table  of  operative  procedure  varied  according  to  (i) 
the  stage  of  pregnancy  at  which  abortion  occurred  (first  six 
weeks,  second  six  weeks,  third  to  fifth  month);  (2)  the  stage  of 
the  abortion  (imminent,  inevitable,  incomplete);  (3)  the  experi- 
ence of  the  physician  in  charge  (country  practitioner,  city  practi- 
tioner, specialist) ;  (4)  surroundings  (country  residence,  city 
residence,  hospital). 

The  author  demonstrated  a  new  case  of  instruments  especially 
designed  for  the  treatment  of  abortion  or  miscarriage. 

discussion. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  could 
not  help  agreeing  with  the  author  of  the  paper  because  this  was 
a  subject  which  was  very  important,  and  we  as  gynecologists  as 
well  as  obstetricians  had  much  to  do  with  the  eff"ects  of  badly 
managed  cases  of  abortion.  It  was  just  as  true  in  Washington  as 
in  St.  Louis  that  the  dispensary  and  charity  hospital  class  of 
patients  who  came  for  diagnosis  and  treatment  attributed  their 
present  ill-health  to  their  last  abortion,  and  by  questioning  these 
patients  it  was  found  their  cases  were  badly  managed  in  the 
great  majority  of  instances.  It  would  be  a  good  thing  if  this 
Society  could  formulate  some  method  of  treatment  for  these 
cases. 

As  to  whether  the  curette  or  the  finger  should  be  used  to  scoop 
out  of  the  uterus  the  remains  of  an  abortion,  he  agreed  again 
with  the  essayist  that  in  the  first  six  weeks,  when  the  neck  of  the 
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uterus  was  dilated  only  a  little,  it  would  be  doing  violence  to  the 
parts  to  attempt  to  dilate  to  such  an  extent  as  to  permit  the  index- 
finger  to  pass  into  the  uterus  and  scoop  out  what  remained  there. 
On  account  of  the  great  damage  done  by  the  curette,  he  should 
advocate  in  the  series  of  cases  which  the  author  had  detailed,  after 
the  sixth  week,  the  seventh  and  eighth  weeks,  that  the  woman  be 
anesthetized  and  the  finger  introduced  into  the  uterus  instead 
of  the  curette  and  the  remnants  of  the  after-birth  or  membrane 
removed.  The  finger  was  a  much  more  intelligent  instrument 
than  the  curette. 

Dr.  William  H.  Wathen,  of  Louisville,  had  no  reliable  statis- 
tics as  to  the  relative  number  of  surgical  operations  he  did  where 
the  pathological  condition  had  been  caused  by  abortion  or  gonor- 
rhea, but  it  was  so  frequently  caused  by  abortion  requiring  extir- 
pation of  the  diseased  adnexa  that  certainly  we  should  all  strive 
to  prevent  this  occurrence.  The  placenta  should  always  be 
removed  immediately  after  the  delivery  of  the  child,  because 
delay  in  this  regard  was  dangerous,  and  we  never  knew  when 
danger  was  going  to  come. 

Speaking  of  perforation  of  the  uterus  with  a  curette,  not  only 
did  practitioners  perforate  this  organ,  but  they  never  knew  when 
they  used  the  curette  whether  they  had  removed  all  the  secundines 
or  not.  We  should  never,  under  any  circumstances,  in  his  judg- 
ment, use  the  curette  to  remove  retained  secundines,  except  it  be 
in  exceptional  cases,  but  rely  upon  the  educated  finger. 

Dr.  Thomas  J.  Watkins,  of  Chicago,  said  he  not  only  followed 
out  the  old  treatment  of  the  vaginal  pack  in  cases  where  the  uterus 
could  not  be  emptied  without  a  great  deal  of  traumatism,  but 
packed  the  uterine  cavity.  This  should  be  done  in  all  cases 
where  the  uterus  could  not  be  emptied  without  considerable 
traumatism  and  especially  where  the  cervix  was  not  well  dilated. 
This  treatment  could  be  extended  even  to  the  cases  of  infection . 
Sometimes  a  woman  was  sent  to  the  hospital  with  a  temperature 
of  104-5°,  criminal  abortion,  she  being  possibly  two  or  three 
months  pregnant,  with  undilated  cervix,  and  we  no  longer  thought 
it  was  necessary  to  empty  the  uterus  at  once,  but  it  was  much 
better  for  the  patient  to  pack  the  uterine  cavity  as  full  as  we 
could  in  the  form  of  a  vaginal  pack.  The  next  morning  the 
temperature  was  generally  normal.  During  the  day  she  might 
expel  the  gauze  from  the  uterus,  and  usually  expelled  the  fetus 
and  membranes  with  it.  This  was  left  in  forty-eight  hours,  as 
a  rule,  at  the  end  of  which  time  it  would  either  expel  itself  or  it 
could  be  removed  with  very  little  traumatism  or  shock  to  the 
patient. 

Dr.  Malcolm  MacLean,  of  New  York,  wanted  to  speak 
for  himself,  and  possibly  a  few  others,  on  one  phase  of  this  sub- 
ject. Dr.  Wathen  had  referred  to  those  practitioners  who  were 
not  able  to  dilate  the  uterus  and  empty  it  by  the  finger.  He 
was  one  of  those.  He  could  empty  the  uterus,  but  could  not 
empty  the  horns  of  it  and  feel  sure  that  he  had  removed  all  debris 
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from  this  organ.  He  wanted  to  know  how  a  man's  finger  had 
become  so  elongated  and  prehensile  that  he  could  reach  the 
corners  of  the  uterus  and  safely  feel  that  he  had  removed  all  det- 
ritus. There  were  undoubtedly  men,  such  as  Dr.  Wathen,  who 
could  do  this.  He  could  not.  He  believed  the  mistake  was 
made  very  frequently  by  good  operators  who  thought  they  had 
emptied  the  uterus  by  the  finger,  and  nature  came  to  their  salva- 
tion and  emptied  the  uterus  afterward  of  pieces  of  after-birth 
which  otherwise  might  give  trouble. 

Dr.  Eugene  C.  Gehrung,  of  St.  Louis,  said  if  we  waited  three 
or  four  hours  after  the  expulsion  of  the  ovum,  we  would  have 
very  great  difficulty  in  inserting  the  finger,  while  if  it  was  done 
immediately  it  could  be  effected  with  great  ease.  Dr.  MacLean 
had  said  that  the  finger  was  too  short  to  reach  the  fundus  of  the 
uterus.  He  agreed  with  him  that  this  might  happen  in  some 
cases,  but  when  the  finger  was  inserted  well,  if  one  took  care  to 
put  the  other  hand  on  the  fundus  of  the  uterus  and  press  the  area 
over  the  finger,  the  little  spaces  could  be  cleaned  out.  This  had 
been  his  practice  and  he  had  succeeded  in  removing  any  retained 
pieces  of  placenta. 

Dr.  Joseph  E.  Janvrin,  of  New  York,  was  very  much  pleased 
with  what  Dr.  Watkins  had  said  in  regard  to  the  propriety  and 
the  effectiveness  of  passing  a  small  wad  of  gauze  up  into  the 
cervix  and  tamponing  the  vagina  thoroughly  to  excite  contrac- 
tile pains.  This  had  been  his  method  of  treatment  for  a  great 
many  years. 

Dr.  Taussig,  in  closing,  said  he  presented  this  paper  not  as  a 
subject  for  discussion  as  regards  our  own  technic,  but  with  re- 
gard to  the  technic  that  we  would  advise  the  general  practitioner 
to  use,  and  he  thought  in  that  respect  we  must  be  very  clear  and 
definite  in  our  instructions.  The  tampon,  the  curette,  the  finger, 
each  should  be  used  in  certain  instances,  and  we  should  impress 
upon  the  general  practitioner  the  exact  indications  for  each  of 
these  methods. 

LATERO-LATERAL    ANASTOMOSES    OF    ILEUM    AND    SIGMOID 
FLEXURE    FOR    CHRONIC    MUCOUS    COLITIS. 

Dr.  George  H.  Noble,  Atlanta,  presented  a  preliminary  re- 
port on  twenty-seven  cases,  in  which  he  had  resorted  to  this 
operation.  Among  other  things,  he  said:  Results  showed  cures 
in  the  majority  of  cases,  considerable  improvement  in  others, 
and  little  improvement  in  a  small  percentage  of  them.  Mucous 
discharges  were  cured  in  the  first  series  of  older  cases,  and  de- 
creased in  those  recently  operated  on.  Colic  and  soreness  of  ab- 
domen had  been  relieved  or  cured  in  almost  all  cases.  Headaches 
from  intestinal  toxemia  had  also  been  relieved,  and  the  general 
health  of  the  patients  improved  to  a  greater  or  less  extent.  The 
operation  did  not  cure  constipation  in  all  cases,  but  in  face  of 
this  fact,  patients  with  constipation  reported  either  cures  or 
improvement  in  the  mucous  colitis. 
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The  author  pointed  out  the  principles  involved;  discussed  the 
effect  of  sulphoethers  in  the  urine,  and  gave  a  short  history  of 
the   surgical   treatment   of   chronic   colitis. 

In  addition  to  operation,  it  was  very  essential  to  correct  com- 
plicating lesions  which  would  either  lead  to  constipation  or  inter- 
fere with  a  free  outdoor  life.  It  was  likewise  very  essential  to 
regulate  the  diet  in  order  to  secure  good  results  in  all  cases. 

DISCUSSION. 

Dr.  Egbert  H.  Grandin,  of  New  York,  thought  a  simpler 
method  sometimes  answered  for  the  cure  of  mucous  colitis  than 
anastomosis  of  the  ileum  and  sigmoid  flexure,  and  that  Avas 
the  removal  of  the  appendix.  Since  it  had  become  his  custom 
to  take  the  appendix  out,  as  a  routine  measure,  whenever  in  the 
course  of  an  abdominal  section  for  other  lesions  the  condition  of 
the  patient  allowed  the  extra  few  minutes,  he  had  noticed  fre- 
quently that  mucous  colitis  had  disappeared.  He  had  done 
that  empirically  with  the  full  consent  of  the  patients,  with  a 
knowledge  that  the  operation  was  empirical,  and  he  had  deliber- 
ately taken  out  the  appendix  for  the  cure  of  mucous  cohtis 
in  one  case,  the  patient  having  been  an  invalid  from  that 
trouble  twelve  years  before  he  removed  the  appendix.  The 
appendix  was  postcecal  and  slightly  adherent,  but  not  an  ap- 
pendix requiring  an  operation  for  appendicitis. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  said  that  since  a  large 
number  of  our  men  had  been  in  the  Philippines  and  contracted 
amebic  dysentery,  this  subject  had  received  more  considera- 
tion and  had  developed  the  rather  surprising  fact  that  as  far 
north  as  Cincinnati  amebic  dysentery  was  indigenous.  He  had 
had  the  opportunity  to  give  some  attention  to  this  subject,  and 
had  been  surprised  at  the  number  of  cases  of  amebic  ulceration 
of  the  colon  that  had  been  discovered  in  people  who  had  never 
been  out  of  this  country  nor  even  in  any  tropical  climate.  They 
had  been  treated  for  years  in  various  ways,  but  they  would  not 
come  under  the  class  of  cases  discussed  by  Dr.  Noble  with  a  view 
to  surgical  treatment  in  the  manner  he  had  indicated. 

By  position,  inverting  the  patient,  and  using  an  instrument 
which  would  allow  the  colon  to  be  examined  and  illuminated 
a  good  distance,  the  characteristic  ulceration  of  this  form  of 
lesion  of  the  intestine  would  be  discovered,  and  it  was  almost 
incurable  by  enemata  and  by  systemic  treatment.  It  went  on 
for  years  with  a  diarrhea,  with  wasting  of  the  patient,  and  there 
had  been  no  operation  more  useful  in  the  treatment  of  this 
class  of  diseases  than  appendicostomy.  He  had  seen  in  the 
hands  of  his  colleagues  perhaps  half  a  dozen  of  these  cases 
that  had  been  treated  in  this  way  in  the  last  year.  The  scrapings 
from  these  ulcers,  when  examined,  were  found  to  be  literally 
alive  with  amebae.  He  suggested  this  as  one  of  the  possibilities 
in  all  the  cases  that  had  been  described  by  the  essayist,  and 
further  suggested   that  in  these  cases  the  parts  should  be  il- 
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luminated  carefully  and  examined  before  resorting  to  the 
operation  that  had  been  described. 

Dr.  Franklin  H.  Martin,  of  Chicago,  said  that  if  the  author 
had  read  all  of  his  paper,  undoubtedly  there  would  be  observed 
a  similarity  between  the  operation  described  and  the  one  sug- 
gested by  Arbuthnot  Lane,  namely,  the  removal  of  the  colon 
for  the  treatment  of  constipation.  This  operation  provided  a 
remedy  for  that  part  of  the  colon  which  was  dead,  leaving  a 
portion  of  the  colon  unused. 

He  would  be  glad  to  hear  what  the  essayist  had  to  say  in 
reference  to  the  Lane  operation  in  his  closing  remarks. 

Dr.  J.  Riddle  Goffe,  of  New  York,  said,  in  regard  to  the 
presence  of  amebic  dysentery  below  the  Ohio  River  as  having 
been  discovered  in  the  last  few  years,  he  had  heard  this  expla- 
nation offered,  that  it  had  been  brought  back  by  soldiers  from 
the  Philippines  and  might  have  become  indigenous  at  the 
present  time  from  that  cause. 

Dr.  Noble,  in  closing,  said  he  avoided  purposely  saying 
anything  about  amebic  dysentery  and  similar  conditions  from 
the  fact  that  the  treatment  of  them  was  so  well  known  and  that 
so  many  operations  had  been  done  for  their  relief. 

In  reference  to  the  remarks  made  by  Dr.  Martin  of  removing 
the  colon,  such  an  operation  was  hardly  justifiable  in  cases  of 
mucous  colitis.  That  operation  belonged  to  another  disease. 
Removal  of  the  colon  was  too  severe  a  remedy  for  mucous  colitis. 

TREATMENT  OF  EXTENSIVE  CASES  OF  UTERINE  PROLAPSE  AND 

CYSTOCELE. 

Dr.  Thomas  J.  Watkins,  of  Chicago,  read  a  paper  on  this 
subject.     He  described  his  operation  as  follows: 

"After  the  usual  preparations  including  dilatation  and 
curettage  of  the  uterus,  if  indicated,  the  anterior  lip  of  the  cervix 
is  grasped  with  a  volsellum  forceps,  drawn  downward,  and  a 
transverse  incision  is  made  across  the  vagina  at  the  junction  of 
the  anterior  w^all  and  cervix.  The  edges  of  this  incision  are 
caught  with  artery  forceps  and  held  taut  and  a  sharp-pointed 
six-inch  scissors,  closed,  is  pushed  up  between  the  anterior 
vaginal  wall  and  the  bladder  about  to  the  urethral  body.  The 
handles  of  the  scissors  are  now  separated  and  the  scissors  with- 
drawn. This  generally  causes  enough  separation  of  the  anterior 
vaginal  wall  from  the  bladder.  The  amount  of  separation  this 
produces  will  vary  in  different  cases,  depending  upon  the  size 
of  the  cystocele  and  the  resistance  of  the  tissues.  Care  is  used 
in  inserting  the  scissors  to  keep  the  points  in  contact  with  the 
vaginal  wall  in  order  to  guard  against  injury  of  the  [bladder  and 
in  the  separation  of  the  handles  of  the  scissors  not  to  use  much 
force  for  fear  of  tearing  the  bladder  wall.  The  amount  of  force 
required  in  opening  the  handles  to  secure  enough  separation  is 
generally  very  little. 

"The  anterior  vaginal  wall  is  incised  along  the  median  line 


AMERICAN    GYNECOLOGICAL    SOCIETY.  979 

and  the  edges  of  the  flap  are  caught  with  forceps.  With  gauze 
over  the  finger  further  separation  of  the  vaginal  wall  from  the 
bladder  may  be  easily  accomplished  if  desired.  Personallv,  I 
prefer  not  to  make  complete  separation  of  the  vaginal  wall  from 
the  bladder,  as  such  an  amount  of  separation  endangers  the 
ureters,  increases  the  bleeding,  favors  the  accumulation  of 
bloody  serum  in  the  wound,  and  thus  increases  the  danger  of 
shght  infection  which  sometimes  results  in  extensive  plastic 
vaginal  operations.  The  extensive  separation  of  the  bladder 
also  increases  the  danger  of  exfoliation  of  the  bladder  epithelium 
which  may  follow  much  traumatism  of  the  bladder  wall,  as 
shown  by  Kolischer  (Amer.  Jour.  Obst.,  1902). 

"I  have  gradually  been  making  the  amount  of  separation  of 
the  anterior  vaginal  wall  less,  and  now  generally  free  just  enough 
of  the  vaginal  wall  to  cover  the  uter  ne  body,  except  in  cases  of 
very  extensive  cystocele. 

"With  the  cervix  held  downward,  the  bladder  is  separated 
from  the  uterus  by  blunt  dissection  with  the  scissors.  The 
points  of  the  scissors  are  kept  pressed  against  the  cervix  so  as  to 
avoid  injury  of  the  bladder.  They  are  pushed  upward  i  /4  to  1/2 
inch  and  then  opened,  then  a  Httle  higher  and  opened,  and  so 
on  until  the  peritoneum  is  reached.  The  peritoneum  is  detected 
as  a  thin  membrane  whch  moves  freely  underneath  the  finger 
over  the  anterior  wall  of  the  uterus.  As  long  as  any  of  the 
bladder  wall  remains  attached,  the  tissues  under  the  finger  feel 
thick  and  fixed.  I  have  known  the  points  of  the  scissors  to 
puncture  the  peritoneum.  Further  separation  of  the  bladder 
from  the  uterus  is  made  by  inserting  two  fingers  into  the  wound 
and  separating  them.  The  amount  of  separation  shou  d  be 
enough  to  allow  the  delivery  of  the  body  of  the  uterus.  The  use 
of  blunt  dissection  with  scissors  has,  in  my  experience,  shortened 
the  time  of  operation  and  simpHfied  the  technic.  One  oftener 
strikes  "the  planes  of  the  fascia"  w  th  scissors  than  with  blunt 
dissection  with  gauze.     Less  bleed  ng  also  results. 

''Incision  of  the  Peritoneum. — The  peritoneum  is  now  opened, 
which  is  not  always  such  an  easy  task  as  descriptions  would 
indicate.  If  one  tries  to  puncture  it  with  the  finger  it  will  at 
times  separate  readily  from  the  bladder  and  broad  ligaments, 
push  on  in  front  of  the  finger  and  be  punctured  with  much 
difficulty.  At  times  the  finger  can  be  readily  pushed  through 
the  peritoneum.  At  times  it  is  very  easy  to  grasp  a  fold  of  the 
uterovesical  peritoneum  between  two  fingers,  puli  it  down,  and 
incise  with  scissors.  I  sometimes  push  a  blunt  dressing  forceps 
through  the  peritoneum  and  make  sufficient  opening  by  separa- 
tion of  the  handles. 

"Delivery  of  the  Body  of  the  Uterus. — The  anterior  uterine  wall 
is  grasped  with  a  single  volsellum  forceps  inserted  under  the 
guidance  and  protection  of  the  left  index-finger.  As  this  is 
pulled  downward  and  forward  the  cervix  is  pushed  upward  and 
backward.     The  anterior  uterine  wall  is  now  exposed  by  elevat- 
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ing  the  bladder  wall  with  an  8-inch  forceps  or  a  "ribbor  retractor," 
and  a  second  volsellum  forceps  catches  the  uterine  wall  near  the 
fundus.  This  is  repeated,  if  necessary,  to  grasp  the  fundus. 
The  fundus  can  generally  be  easily  delivered  into  the  vaginal 
canal.  One  should  use  care  not  to  attempt  delivery  of  the 
anterior  surface  of  the  uterus,  as  the  diameters  of  this  are  much 
greater  than  are  the  diameters  of  the  fundus. 

"Care  should  be  exercised  not  to  fix  the  uterus  so  that  it  will 
press  upon  the  urethra,  as  that  may  interfere  with  urination. 
The  vaginal  opening  is  closed  with  a  continuous  catgut  suture, 
the  suture  occasionally  catches  up  a  small  bite  of  uterine  tissue. 
The  transverse  vaginal  incision  is  often  closed  in  the  same  line 
of  suture  so  as  to  lengthen  the  anterior  vaginal  wall  and  to 
displace  the  cervix  further  backward  and  upward.  In  cases  of 
very  large  cystocele  some  of  the  vaginal  mucosa  is  excised. 
If  the  cervix  is  eroded  or  much  hypertrophied,  a  part  of  it  is 
excised  before  the  above  suture  is  completed,  and  the  wound  in 
the  cervix  is  closed  with  the  same  suture.  Occasionally  one  or 
two  interrupted  sutures  are  used  m  the  cervix.  Amputation  of 
the  anterior  lip  of  the  cervix  is  often  sufficient  for  relief  of  an 
erosion  or  hypertrophy.  If  there  is  any  bleeding  about  the 
cervix  this  is  easily  controlled  by  catching  the  tissues  deeply  to 
either  side  of  the  cervix  so  as  to  include  the  vaginal  branches  of 
the  uterine  arteries. 

"The  tilting  of  the  uterus  displaces  the  cervix  upward  and 
backward,  so  that  it  is  not  visible.  It  is  surprising  how  little  the 
anterior  wall  bulges  even  in  cases  of  a  much  enlarged  uterus. 
Occasionally  the  vaginal  mucosa  is  much  hypertrophied  over  the 
body  of  the  urethra,  and  in  these  cases  it  is  advisable  to  excise 
some  of  the  hypertrophied  mucosa  and  bring  the  edges  together 
with  a  fine  catgut  suture.  If  this  is  not  done  the  patients  are 
very  liable  to  complain  of  a  slight  protrusion.  One  will  often 
observe  that  many  of  these  patients  have  a  urethrocele;  that  is, 
the  urethra  is  displaced  downward,  and  in  these  cases  care  should 
be  used  to  commence  the  sutures  in  the  vaginal  flaps  low  enough 
down  so  that  when  tied  the  urethra  will  be  replaced  to  its  normal 
location. 

''Resection  of  the  Proximal  Ends  of  the  Tribes. — Should  the 
transposition  of  the  uterus  and  bladder  operation  be  done  during 
the  reproductive  period,  it  is  absolutely  necessary  to  prohibit 
pregnancy.  This  can  be  done  with  rapidity  and  certainty  by 
resection  of  the  proximal  ends  of  the  tubes.  The  forceps  grasps 
the  tube  part  of  the  broad  ligament  and  the  edge  of  the  uterus. 
The  proximal  end  of  the  tube  is  excised,  including  a  small 
V-shaped  piece  of  the  uterus.  The  artery  forceps  is  replaced  by  a 
suture  that  includes  and  ligates  all  the  tissues  included  in  the 
forceps.  The  same  suture  is  used  to  close  the  rest  of  the  wound, 
care  being  taken  that  the  raw  surfaces  of  the  uterus  are  approxi- 
mated so  as  to  be  certain  of  complete  closure  of  the  tubal  opening. 
The  same  is  done  upon  the  opposite  side.     Fortunately,  excision 
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of  a  part  of  the  tubes  is  not  often  needed,  as  the  cases  of  ex- 
tensive cystocele  and  uterine  prolapse  usually  occur  after  the 
menopause.  Before  the  menopause  the  displacement  is  gen- 
erally not  so  bad  but  that  it  can  be  relieved  by  procedures  that 
will  not  materially  interfere  with  pregnancy  and  labor. 

"The  work  of  Ries  has  shown  the  necessity  of  careful  approxi- 
mation of  raw  surfaces  or  of  peritoneum  over  the  tubal  opening 
in  order  to  insure  complete  closure." 

Dr.  Watkins  then  described  how  he  closes  the  wound  in  the 
uterus  and  vaginal  wall.  He  also  discussed  amputation  of  the 
cervix  uteri;  hemorrhage;  postoperative  care,  and  the  principles 
of  the  operation. 

INDICATIONS. 

"i.  All  cases  of  cystocele  after  the  menopause.  Most  of  the 
cases  of  cystocele  during  the  child-bearing  period  are  probably 
best  treated  by    he  operation  of  Stone,  Goffe,  or  Reynolds. 

"2.  All  cases  of  prolapse  of  the  uterus  after  the  menopause 
where  there  is  no  suspicion  of  malignant  disease.  Where  there 
is  complete  procidentia  the  operation  should  be  modified  by 
excision  of  part  of  the  uterus. 

"3.  In  all  cases  of  prolapse  and  cystocele  during  the  repro- 
ductive period  where  pregnancy  is  improbable  or  undesirable. 
In  these  cases  the  modified  operation  of  excision  of  a  part  of  the 
tubes  should  be  done.  In  the  other  cases  palliative  or  less 
radical  operations  should  be  resorted  to,  at  least  until  after  the 
menopause. 

"The  uterus  should  never  be  removed  except  for  malignant 
disease,  as  it  is  of  great  value  as  a  plug  for  occlusion  of  the 
hernial  opening  of  the  bladder  and  of  much  use  as  a  prop  for  the 
bladder.  When  the  uterus  is  removed  the  vaginal  canal  should 
generally  be  completely  closed,  as  otherwise  hernia  of  the  bladder 
is  very  liable  to  recur  and  inversion  of  the  vaginal  canal  fre- 
quently takes  place." 

The  following  table  is  a  report  of  the  operations  done  by  him 
since  January,  1905: 

Transposition  of  uterus  and  bladder,  forty-five. 

Transposition  of  uterus  and  bladder  with  excision  of  portion 
of  tubes,  four. 

Transposition  of  uterus  and  bladder  with  amputation  of 
fundus,  two. 

Transposition  of  uterus  and  bladder  w  th  amputation  of  fundus 
and  excision  of  endometrium,  two. 

Transposition  of  uterus  and  bladder  with  operations  upon 
ovaries  and  tubes  for  disease,  eight. 

Transposition  of  uterus  and  bladder  with  vaginal  myomec- 
tomy, three. 

Transposition  of  uterus  and  bladder  with  section  of  part  of  the 
base  of  each  broad  ligament  and  suture  of  cut  ends  in  front  of  the 
cervix,  four.     Total,  sixty-eight. 
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A  portion  of  the  cervix  was  amputated  in  eight  patients. 

He  had  inquired  after  and  examined  whenever  possible  the 
patients  on  whom  this  operation  had  been  performed  during 
the  last  eleven  years,  and  in  only  one  of  his  cases  had  a  second 
operation  for  prolapse  been  necessary.  He  had  only  the  hospital 
reports  upon  most  of  the  cases  from  January,  1898,  to  January, 
1905,  and  these  were  not  found  to  be  sufficiently  complete  to  be 
of  use. 

There  had  been  no  case  of  recurrence  of  the  cystocele  and  it 
was  practically  impossible  for  the  bladder  to  prolapse. 

There  had  been  but  one  case  of  protrusion  of  the  uterus  after 
this  operation  which  required  a  second  operation,  and  this  was 
in  a  case  of  complete  procidentia  of  the  uterus  measuring  above 
five  inches  in  depth. 

In  a  very  few  cases  there  had  been  a  slight  catheter  cystitis, 
but  this  had  not  given  much  trouble.  In  the  recent  report  of 
forty-nine  cases  not  one  of  them  complained  of  any  vesical  symp- 
toms. In  not  one  case,  to  his  knowledge,  had  there  been 
retention  of  uterine  secretions. 

The  technic  was  not  difficult.  The  time  of  operation,  in- 
cluding the  modifications  and  plastic  operations  upon  the  vagina, 
had  varied  from  seven  minutes  to  about  forty-five  minutes. 

SUPRAPUBIC  OPERATION  UPON  THE  PELVIC  FLOOR  FOR 
PROCIDENTIA  UTERI. 

Dr.  William  M.  Polk,  of  New  York,  read  a  paper  on  this 
subject,  which  will  be  published  in  this  Journal. 

THE    CHOICE    OF    TIME    OF    OPERATION    FOR    PELVIC 
INFLAMMATION    OF   TUBAL    ORIGIN. 

Dr.  F.  F.  Simpson,  of  Pittsburg,  said  that  in  his  judgment 
abscesses  easily  accessible  for  evacuation  without  traversing 
the  free  abdominal  cavity  were  often  best  treated  by  early  drain- 
age. In  other  instances  delay  with  definite  but  simple  treatment 
would  probably  prove  the  better  course.  Many  patients  would 
thus  have  the  normal  functions  of  their  organs  restored  and  avoid 
operation.  For  the  remaining  cases  wh  ch  demanded  operative 
relief,  the  writer  was  in  the  habit  of  choosing  a  time :  First, 
when  the  patient  had  recovered  from  her  acute  illness  and  when 
her  margin  of  reserve  strength  had  been  raised  to  its  highest  point 
of  efficiency;  second,  when  her  temperature  had  heen  normal 
for  a  minimum  period  of  three  weeks;  ihird,  when  the  inflam- 
matory exudate  about  the  diseased  tube  had  been  completely 
absorbed,  and,  fotirih,  when  a  careful  pelvic  exam  nation  was  no 
onger  followed  by  a  decided  or  persistent  rise  of  temperature. 

DISCUSSION. 

Dr.  Herman  J.  Boldt,  of  New  York,  said  the  essayist  had 
called  attention  to  a  very  va  uable  subject,  namely,  as  to  the 
possibility  of  infected  tubes  regaining  their  normal  or  seemingly 
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normal  condition  sufficiently  to  be  useful.  Furthermore,  as  to 
the  desirability  of  operating  during  the  acute  attack.  The  last 
question  could  in  nearly  all  instances  be  answered  in  the  negative. 
So  far  as  his  personal  observation  was  concerned,  it  was  danger- 
ous to  operate  during  an  acute  suppurative  salpingitis,  as  in 
ninety-nine  cases  out  of  a  hundred  it  was  possible  for  us  to  wait 
until  the  acuteness  of  the  attack  had  passed.  As  to  how  long 
that  took  was  a  question:  it  would  depend  entirely  on  the  con- 
dition of  the  patient.  We  might  operate  in  the  interval,  if 
there  was  sufficient  indication  for  operation.  He  believed  that 
in  most  instances  where  women  had  gonorrheal  infection  the 
regaining  of  normal  function  of  the  organs  of  the  pelvis  was  not 
to  be  expected,  but  occasionally  they  did  regain  their  normal 
function.  Clin  cal  observation  had  proven  such  to  be  the  case. 
Whenever  the  Fallopian  tubes  were  distended  with  pus  to  such 
an  extent  that  we  could  readily  palpate  them  through  the  culde- 
sac  of  Douglas,  we  had  no  business  to  wait,  but  should  open  the 
tubes  and  evacuate  the  pus.  It  was  unnecessary  to  do  a  radical 
operation  in  such  cases. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  said  he  would  not 
be  so  conservative  as  the  essayist  to  wait  three  weeks,  without 
a  single  rise  of  temperature  during  that  time,  before  operating. 
His  experience  with  such  appendages  had  been  that  hey  had 
not  returned  to  normal;  that  rarely  did  they  get  into  a  condition 
for  functionating,  and  that  in  most  cases  in  which  vaginal  in- 
cision had  been  done  for  the  emptying  of  pus,  the  appendages 
and  tubes  required  removal  subsequently,  and  with  them  the 
uterus  in  some  cases. 

A    METHOD    OF    OBTAINING    MORE    RELIABLE    KNOWLEDGE    OF   THE 

EXACT    AREAS    OF    PAIN    COMPLAINED    OF    BY    PATIENTS 

AFFLICTED    WITH    VISCERAL    DISEASE. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  said  that  when 
a  patient  complained  of  pain  she  was  at  once  asked  by  the 
nurse  to  indicate  the  exact  area  of  pain  and  also  to  point  to 
the  center  or  point  of  most  severe  pain.  The  nurse  then  marked 
the  outer  boundaries,  as  well  as  the  center  or  centers  of  pain  com- 
plained of,  employing  therefor  a  definite  code.  All  markings 
were  maintained  on  the  body  until  they  were  transferred  by  the 
doctor  to  the  history  book  or  sheets.  The  nurse  in  entering  upon 
her  notes  descriptions  of  pains  thus  avoided  the  necessity  of  refer- 
ence to  anatomical  regions.  He  gave  a  description  of  the  mark- 
ing codes.  He  presented  a  copy  of  the  standing  instructions 
to  nurses  for  the  prosecution  of  this  work,  and  showed  photo- 
graphs from  life  of  patients  thus  marked. 

He  demonstrated  on  diagrams  some  of  the  more  important 
items  relating  to  this  work. 
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FURTHER  REASONS  FOR  EXAMINING  AND  IF  NECES- 
SARY REMOVING  THE  VERMIFORM  APPENDIX 
IN  EVERY  CASE  OF  ABDOMINAL  SECTION.='= 

BY 

A.  LAPTHORN  SMITH,  B.  A.,  M.  D.,  M.  R.  C.  S.  (Eng.), 

Surgeon-in-chief  of  the  Samaritan  Hospital  for  Women;  Gynecologist  to  the  Western 
General  Hospital;  Gynecologist  to  the  Montreal  Dispensary;  Consulting 
Gynecologist  to  the  Women's  (Lying-in  Hospital);  formerly  Pro- 
fessor of  Gynecology  in  the  University  of  Vermont;  and 
in  Bishop's  University,  Montreal;  Fellow  of  the 
American  Gynecological  Society  and 
Honorary  Fellow  of  the  Italian 
Gynecological  Society. 
Montreal,  Canada. 

A  WONDERFUL  improvement  has  taken  place  in  the  records 
of  abdominal  sections  during  the  last  quarter  of  a  century.  On 
looking  over  the  factors  in  this  happy  result  the  Trendelenburg 
posture  has,  to  my  mind,  contributed  the  most.  It  has  enabled 
us  to  do  a  great  many  sections,  some  of  them  quite  serious  ones, 
without  ever  seeing,  and  still  less  handling  the  bowel.  Intestinal 
paresis,  with  its  awful  distention  and  pressure  on  the  heart, 
which  nothing  seemed  to  relieve,  accounted  for  most  of  the 
deaths.  Hemorrhage  was  the  next  most  frequent  cause  of 
deaths,  and  the  Trendelenburg  posture,  by  enabling  us  to  see 
where  the  bleeding  is  coming  from  and  to  control  it  with  a  stitch, 
instead  of  mopping  up  the  blood  welling  up  from  among  the  coils 
of  intestines  until  the  arterial  pressure  ceased,  has  almost  done 
away  with  deaths  from  this  cause.  In  yet  another  way  has  the 
Trendelenburg  posture  reduced  our  death-rate,  namely,  by 
reducing  the  time  of  the  operation  and  especially  of  the  anes- 
thesia. Operations  which  used  to  take  three  hours  now  take  one, 
and  those  which  used  to  require  an  hour  are  now  completed  in 
twenty  minutes.  The  great  pioneer  surgeon  whom  I  assisted 
thirty  years  ago  published  a  mortality  of  60  per  cent,  after 
hysterectomy  for  fibroid;  now  similar  operators  loose  less  than  5 
per  cent.  Still,  even  the  very  best  operator  must  allow  for  an 
occasional  death  from  some  unforeseen  cause.  At  an  enormous 
cost  of  time  and  money  every  operation  is  made  absolutely 
aseptic.  There  has  been  no  hemorrhage;  in  fact,  the  operation 
may  have  been  an  almost  bloodless  one;  and  it  has  been  done  in 
less  than  an  hour.     And  yet  a  few  days  later  the  patient  is  dan- 

*  Read  before  the  .American  Gynecological  Society,  New  York,  April  22,  1909. 
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gerously  ill  with  either  peritonitis  or  obstruction  of  the  bowel. 
Nothing  seems  to  stop  the  vomiting,  and  no  matter  what  is  done 
the  distention  continues  until  on  the  fourth  or  fifth  day  the 
patient  dies.  Some  of  these  cases  were  reopened  and  a  kink  of 
the  bowel,  due  to  adhesions,  was  freed  and  a  small  percentage 
of  them  recovered.  Others  were  reopened  and  when  peritonitis 
was  found  the  incision  was  closed  again  and  the  patient  left  to 
her  fate.  We  never  thought  of  looking  at  the  appendix.  Lately, 
however,  we  have  begun  to  suspect  the  appendix  in  such  cases; 
and  the  last  woman  the  writer  reopened  was  found  to  have 
obstruction  due  to  it.  This  patient  was  a  middle-aged  woman 
who  had  had  a  skillful  laparotomy  performed  by  one  of  his 
former  assistants  five  days  previously.  She  had  been  com- 
plaining of  severe  pains  in  the  abdomen  for  several  years,  which 
he  attributed  to  cirrhotic  ovaries  and  to  retroversion  of  the 
uterus  He  had  curetted  and  amputated  the  thickened  cervix, 
after  which  he  had  opened  the  abdomen,  removed  the  ovaries 
and  tubes  and  performed  ventrofixation. 

He  had  not  yet,  however,  learned  the  lesson  of  the  appendix; 
she  was  taken  with  alarming  symptoms,  and  he  asked  me  to  come 
to  his  aid.  Her  abdomen  was  reopened  at  midnight,  when  there 
was  found  a  chronic  appendicitis  which  had  completely  ob- 
structed the  small  intestine  two  inches  from  the  cecum.  The 
appendix  was  dug  out  and  removed  and  then  it  was  seen  that  in 
some  previous  attack  the  inflammatory  lymph  thrown  out  had 
so  narrowed  the  intestine  that  its  canal  was  smaller  than  a  lead 
pencil.  When  the  constricting  bands  were  broken  the  great 
accumulation  of  gas  and  liquid  in  the  distended  ileum  rushed  into 
the  empty  cecum  and  her  obstruction  was  relieved.  But  alas, 
too  late,  for  she  died  the  next  day.  It  was  the  constant  fight 
of  the  ileum  to  squeeze  its  contents  through  the  narrowed  channel 
which  had  caused  the  woman  to  suffer  for  years  rather  than  the 
retroversion,  which  was  supposed  to  have  been  the  cause.  If 
the  operator  had  looked  at  the  appendix  first  and  removed  it, 
his  patient  would  probably  have  been  alive  to-day. 

I  am  coming  more  and  more  to  the  opinion  that  we  should 
begin  our  laparotomy  by  looking  at  the  appendix.  If  it  cannot 
readily  be  brought  up  to  the  incision,  or  if  when  brought  up  it  is 
seen  to  be  kinked  by  bands  of  adhesions,  it  should  be  removed. 
Since  reading  my  paper  to  this  effect  at  the  Niagara  Falls  meeting, 
three  years  ago,  I  have  been  greatly  influenced  in  this  direction, 
not  only  by  my  own  increased  experience,  but  still  more  by  what 
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I  saw  a  year  ago  at  the  Mayos'  clinic  at  Rochester.  The  majority 
of  their  cases  were  people  who  had  been  suffering  for  years  from 
chronic  stomach  and  liver  troubles.  But  the  Mayos  interpret 
these  symptoms  as  either  gall-stones  or  chronic  appendicitis  or 
both. 

In  former  years  they  had  often  operated  on  the  stomach 
without  any  benefit,  but  had  promptly  cured  the  patient  by 
doing  a  second  operation  on  the  appendix.  In  one  case  on 
close  inquiry  they  had  found  that  the  patient  had  a  history 
of  attacks  of  appendicitis  dating  back  to  when  he  was  seven 
years  old.  Again,  in  speaking  of  the  importance  of  looking  at 
the  appendix  when  you  have  the  abdomen  open  for  something 
else,  he  related  an  incident  which  impressed  me  very  much. 
Ochsner,  of  Chicago,  was  paying  him  a  visit.  He  had  removed  a 
myoma  and  was  about  to  close  when  Ochsner  said  to  him  "Are 
you  not  going  to  look  at  the  appendix?  He  replied  that  "it 
was  all  right,  at  least  she  had  never  complained  of  it."  "Well" 
Ochsner  said  "it  is  worth  while  looking  at  it."  So  he  looked  for 
it  and  with  difhculty  dug  it  out  of  a  mass  of  adhesions,  and 
besides,  found  a  large  stone  in  it.  After  that  he  always  looked  at 
the  appendix,  but  generally  let  it  alone,  until  about  a  year  later, 
when,  after  removing  an  ovarian  tumor  with  many  adhesions  and 
the  case  going  wrong,  he  reopened  and  found  the  appendix,  which 
had  appeared  quite  healthy  at  the  operation  a  week  before,  was 
now  gangrenous.  He  removed  it  and  the  woman  recovered,  but 
she  had  a  narrow  escape  with  her  life. 

Surely  with  such  evidence  from  such  reliable  witnesses  we  are 
fully  justified  n  taking  the  next  step  in  advance,  namely,  to 
change  our  axiom  as  follows:  instead  of  saying,  "We  should  always 
look  at  the  appendix  and  if  necessary  remove  it  when  we  have 
the  abdomen  opened  for  other  reasons,"  let  us  say:  "Begin 
every  laparotomy  by  'ooking  at  the  appendix  and  removing  it  if 
necessary." 

Personally,  the  writer  thinks  that  it  would  be  immensely  to  the 
advantage  of  the  patient  to  begin  every  laparotomy  by  removing 
the  appendix.  But  he  will  not  ask  the  Society  to  go  that  far 
with  him  at  present.  He  would  be  satisfied  if  it  would  indorse 
the  opinion  that  the  appendix  should  be  looked  at  at  the 
beginning  of  every  abdominal  section  instead  of  at  the  end. 

There  are  other  reasons  why  it  would  be  in  the  interest  of  the 
patient  to  remove  it.  Not  only  is  the  appendix  the  unrecognized 
cause  of  most  of  the  misery  among  the  great  army  of  dyspeptics, 
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but  I  am  now  convinced  that  it  is  responsible  for  many  deaths 
from  supposed  puerperal  fever.  I  have  lately  been  strengthened 
in  this  view  by  two  cases  which  I  will  very  briefly  relate. 

At  9  o'clock  on  a  Sunday  night  I  was  called  by  Dr.  Johnson  to 
a  Mrs.  C,  who  had  had  a  normal  delivery  three  days  before  and 
was  now  complaining  of  a  severe  pain,  worst  at  the  pit  of  the 
stomach,  but  extending  all  over  the  abdomen.  She  had  a  tem- 
perature of  103  and  a  pulse  of  120.  Although  she  had  had  sev- 
eral doses  of  morphin,  the  pain  was  so  severe  that  she  was  com- 
pelled to  cry  out  loudly  enough  to  be  heard  all  over  the  house. 
The  pain  would  come  in  spasms  and  she  described  it  as  cutting 
like  a  knife.  Examination  by  the  vagina  convinced  me  that  the 
trouble  was  not  there,  for  the  lochia  was  abundant,  of  good 
color,  and  free  from  odor,  and  there  was  no  induration  about  the 
tubes  or  broad  ligaments.  Moreover,  Dr.  Johnson  had  assisted 
me  at  a  great  many  laparotomies  and  simply  could  not  make 
a  break  in  the  asepsis;  so  I  had  great  pleasure  in  informing  the 
family  that  the  trouble  was  not  due  to  anything  he  had  done  or 
left  undone.  The  examination  of  the  abdomen  showed  it  to  be 
enormously  distended  which  accounted  for  the  smallness  of  the 
pulse,  and  on  putting  my  finger  on  McBurney's  point,  deep  pres- 
sure made  her  scream  and  push  away  my  hand,  while  the  rest 
of  her  abdomen  was  only  moderately  tender  to  pressure.  She 
was  intensely  thirsty,  but  vomited  everything  she  had  taken 
for  the  last  two  days,  and  it  was  impossible  to  get  her  bowels  to 
move,  so  that  Dr.  Johnson  feared  that  she  had  obstruction. 
On  questioning  the  patient  and  her  family  whether  she  had  ever 
had  a  previous  attack  of  pain  and  vomiting — in  other  words, 
appendicitis — it  was  found  that  she  had  had  two  of  them,  two 
and  three  years  before,  respectively.  This  previous  history, 
coupled  with  the  present  condition  of  small  and  rapid  pulse, 
short  breathing  and  sharp  pain,  only  slightly  relieved  by  morphin, 
the  persistent  vomiting,  and  the  distended  abdomen  with  marked 
tenderness  at  McBurney's  point,  convinced  me  that  it  was  a  case 
of  appendicitis  with  suppuration  and  that  it  should  be  opened  and 
drained  that  night.  But  it  was  impossible  to  get  the  consent 
of  the  family  and  next  morning  they  demanded  a  consultation 
with  another  doctor.  Fortunately,  they  chose  an  abdominal 
surgeon.  When  he  saw  her  the  temperature  was  normal,  but 
the  pulse  was  quicker;  and  although  he  told  them  he  thought  it 
was  obstruction  of  the  bowels,  he  agreed  with  me  that  there  was 
no  time  to  be  lost  in  having  an  operation.      In  spite  of  all  our 
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efforts  it  was  4  o'clock  on  Monday  afternoon  before  she  reached 
the  operating-table  at  the  Samaritan. 

On  opening  the  abdomen  everything  was  found  matted  together 
with  recent  lymph.  The  cecum  was  enormously  distended,  and 
on  digging  down  deep  into  the  flank  for  the  appendix,  there  was 
a  gush  of  half  a  pint  of  foul-smelling  pus.  The  appendix  was 
surrounded  with  yellow  flakes  of  peritonitis  and  was  the  largest 
I  have  ever  seen;  the  little  finger  could  be  put  into  it.  Two 
inches  from  its  base  there  was  a  ragged  perforation  large  enough 
to  admit  the  little  finger.  As  it  was  very  difficult  to  get  the 
distended  bowel  back  into  the  abdomen,  the  appendix  was 
removed  close  to  the  cecum,  and  the  gas  in  the  latter  and  the 
colon  expelled  by  gently  squeezing  it  with  the  hands  until  it  was 
quite  collapsed,  the  hole  in  the  cecum  being  closed  with  three 
layers  of  sutures,  after  which  the  bowel  was  easily  returned.  A 
perforated  drainage-tube  as  big  as  the  thumb  and  about  a  foot 
long  was  passed  from  the  lower  end  of  the  abdominal  incision 
behind  the  uterus  and  out  through  the  vagina  by  means  of  a 
pair  of  sharp-pointed  forceps,  pushed  up  through  the  vaginal 
fornix  into  Douglas'  culdesac.  She  was  placed  in  bed  in  the 
erect  or  Fowler's  position  and  a  great  deal  of  foul  discharge  came 
through  the  tube  which  was  removed  three  days  ater.  The 
drainage  cured  her;  there  was  no  more  distention,  no  more 
vomiting,  no  more  pain,  and  no  morphin.  By  the  following 
Monday  she  was  eating  her  three  meals  a  day  instead  of  being 
dead  and  buried,  as  she  surely  would  have  been  without  the  drain- 
age of  the  infected  peritoneum.  She  went  home  three  weeks 
after  the  operation. 

The  next  case  was  seen  in  consultation  with  Dr.  Ship,  another 
very  careful  obstetrician.  She  was  a  Mrs.  G.,  twenty-nine  years 
of  age,  married  nine  years,  whom  he  had  delivered  nine  days 
before  with  forceps  and  with  great  difficulty.  He  had  carefully 
repaired  the  unavoidable  laceration  of  the  perineum  under  care- 
ful asepsis,  and  it  had  healed  well.  There  was  no  odor  to  the 
discharge,  which  was  normal  in  quantity  and  quality,  but  she 
looked  to  be  dangerously  ill.  Her  pulse  was  130  and  her  tem- 
perature which  had  been  103  had  suddenly  dropped  to  normal, 
a  very  bad  sign.  She  was  constipated  and  vomiting  constantly, 
and  in  spite  of  morphin  she  had  cutting  pains  in  the  abdomen 
which  made  her  cry  out.  She  was  tender  all  over,  but  especially 
so  over  McBurney's  point.  My  diagnosis  was  appendicitis  with 
perforation.     Here,  again,  careful  inquiry  revealed  the  fact  that 
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she  had  nearly  died  once  before  from  a  similar  attack,  having  had 
three  doctors  in  consultation  and  having  been  taken  to  the  hos- 
pital in  the  ambulance.  For  some  good  reason,  no  doubt,  she  was 
not  operated  on  at  that  time.  I  spent  a  quarter  of  an  hour  in 
assuring  her  amily  that  her  illness  had  nothing  to  do  with  her 
confinement,  and  another  quarter  of  an  hour  in  assuring  them 
that  her  death  was  a  matter  of  a  few  hours  and  depended  upon 
how  soon  her  abdomen  was  opened  and  the  cause  removed.  The 
consultation  had  been  called  for  half -past  twelve;  she  was  in  the 
hospital  at  2,  and  the  operation  took  place  at  3  o'clock.  I  mention 
these  details  because  the  fear  of  making  a  mistake  seems  to  para- 
lyze many  first-class  operators.  Because  they  are  only  75  per 
cent,  sure  of  the  exact  diagnosis  they  advise  delay  until  it  is  too 
late,  or  at  least  they  do  not  urge  an  exploratory  incision  with  all 
their  heart  and  soul.  Carefulness  is  a  good  thing  every  time,  and 
caution  nearly  always;  but  with  a  gangrenous  appendix  to  be 
removed  and  drained,  prompt  action  will  alone  save  the  patient's 
life.  In  this  case  on  opening  the  abdomen  in  the  middle  line 
I  felt  inclined  to  declare  the  case  hopeless  and  to  close  her  up, 
for  the  whole  lower  half  of  the  peritoneum  was  in  a  state  of  peri- 
tonitis, the  intestines  being  glued  into  a  solid  mass  by  flakes  of 
greenish  or  grayish-yellow  lymph.  These  adhesions  were  dis- 
turbed as  Lttle  as  possible,  barely  enough  to  allow  me  to  dig 
down  to  the  appendix,  on  reaching  which  there  was  a  gush  of  pus. 

With  great  difficulty  the  appendix  was  dug  out  and  tied  off. 
A  drainage  tube  was  placed  in  the  bottom  of  the  pus  well,  but  no 
attempt  was  made  to  remove  the  flakes  of  lymph.  The  woman's 
pulse  was  by  this  time  up  to  150  and  for  this  and  other  reasons 
I  did  not  follow  my  usual  plan  of  passing  the  drainage  tube  through 
Douglas'  culdesac  and  out  through  the  vagina.  The  result  was 
that  although  she  was  placed  in  the  erect  posture  and  a  great  deal 
of  fluid  came  from  the  tube  it  did  not  empty  the  pelvis  of  pus  and 
her  pulse  remained  at  150  for  two  days,  and  only  came  down  to 
normal  at  the  end  of  a  week;  very  different  indeed  from  the 
previous  case,  w^ho  was  practically  convalescent  after  twenty- 
four  hours. 

If  two  or  three  obstetricians  or  physicians  had  been  called  to 
these  cases  in  consultation,  what  chance  would  the  women  have 
had  to  recover.  The  idea  of  opening  the  abdomen  for  puerperal 
fever  would  seem  to  them  preposterous.  And  even  the  advanced 
gynecologist  a  few  years  ago  who  might  have  opened  the  abdo- 
men when  he  saw  the  general  peritonitis  would  almost  surely 
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have  closed  again  without  looking  at  the  appendix,  and  without 
drainage   and  the  patient  would  have  surely  died. 

The  more  we  think  of  the  dangers  of  the  appendix  especially 
during  the  puerperium,  the  better  it  would  seem  that  we  should 
remove  it  whenever  we  have  the  abdomen  opened  for  other 
reasons.  An  expert  operator  can  remove  the  appendix  within 
an  extra  five  minutes  by  the  method  I  have  described.  And 
it  is  an  immense  relief  to  a  patient's  mind  to  be  told  that  she  will 
never  have  to  have  an  operation  for  appendicitis.  As  surgeons, 
we  should  do  all  we  can  to  stamp  out  the  too  prevalent  idea  that 
when  a  person  once  has  an  operation  they  will  have  to  keep  on 
having  them,  an  idea  for  which  there  is  some  ground  if  we  do  not 
do  all  that  has  to  be  done  at  the  first  one. 

230  Bishop  Street. 

DISCUSSION. 

Dr.  Andrew  F.  Currier,  of  New  York,  said  that  with  a 
portion  of  the  argument  of  the  essayist  all  would  agree,  that  is, 
that  inasmuch  as  the  appendix  was  such  a  vicious  organ,  it  was 
well  to  look  at  it,  and  see  what  the  trouble  was  when  operating 
for  other  conditions  within  the  abdomen.  Supposing  Dr.  Smith 
had  found  a  small  appendix,  without  any  appearance  of  disease, 
would  there  be  justification  for  taking  it  out?  It  was  rather 
a  straining  argument  to  conclude  that  because  a  patient  com- 
plained of  trouble  in  that  region  it  must  of  necessity  follow 
that  it  was  the  appendix  which  was  at  fault.  He  thought  the 
principle  laid  down  long  ago,  that  the  function  of  the  surgeon 
was  to  remove  diseased  tissue  or  organs  that  were  diseased,  was 
perfectly  sound  and  safe,  and  that  the  more  we  varied  from 
that  fundamental  principle,  the  more  likely  we  were  to  do  harm. 
An  operation  for  appendicitis  was  not  absolutely  free  from  dan- 
ger. There  were  many  cases  in  which  hemorrhage  had  resulted 
and  death  followed.  Therefore,  we  should  remove  nothing  but 
disease,  but  that  which  was  not  diseased  should  be  left. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Mich.,  said  that  some 
years  ago  he  gave  the  results  of  the  removal  of  some  two  hundred 
appendices  when  the  abdomen  was  opened  for  the  removal  of 
other  pathological  conditions.  He  showed  that  50  per  cent, 
of  the  appendices  were  microscopically  diseased,  and  presented 
a  detailed  report  of  his  findings  at  that  time.  Many  members 
took  exception  to  his  conclusions  that  the  appendix  should  be 
removed  at  the  time  of  an  abdominal  operation  unless  there  were 
contraindications  to  it;  consequently  he  determined  that  he 
would  only  remove  the  appendix  when  it  was  macroscopically 
diseased  in  the  same  number  of  operations,  if  possible,  to  prove 
whether  his  conclusions  heretofore  drawn  were  correct  or  not. 
Since  that  time  he  had  only  removed  the  appendix  when  it  was 
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macroscopically  diseased,  and  his  prediction  had  not  been  fulfilled 
in  that  he  had  not  had  a  case  that  had  given  him  any  trouble, 
where  he  had  examined  the  appendix  and  had  not  found  it 
macroscopically  diseased  and  had  left  it  within  the  abdomen. 
His  position  at  the  present  time  was  that  the  appendix  should 
always  be  looked  at  in  every  abdominal  operation,  and  if  it  was 
diseased  macroscopically  to  such  an  extent  that  it  seemed  safe 
to  remove  it,  it  was  always  removed.  If,  however,  it  was  appar- 
ently normal,  it  was  left.  We  could  never  exclude  the  possibility 
of  the  added  danger  in  the  removal  of  the  appendix,  and  inas- 
much as  he  was  convinced  that  the  danger  was  very  slight  from 
leaving  in  a  macroscopically  apparently  sound  appendix,  he  had 
withdrawn  from  the  position  he  took  at  that  time,  which  was  a 
more  or  less  preliminary  study,  and  now  he  did  not  remove  the 
appendix  unless  it  was  macroscopically  diseased. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  said  that  undoubtedly 
many  had  had  the  misfortune  of  cons  dering  or  locating  a  salpin- 
gitis as  the  cause  of  trouble,  and  yet  at  the  operation  had  found 
very  little  evidence  of  disease  there.  The  appendix  did  not 
explain  the  cause  of  the  trouble,  and  yet  after  investigating  the 
gall-bladder  the  trouble  might  be  found  there,  and  had  been 
found  there  in  some  instances,  particularly  in  very  large  clinics 
in  this  country.  We  had  the  symptoms  of  one  disease,  but  that 
did  not  satisfy  us  altogether.  We  looked  elsewhere  and  found 
more    trouble    than    we   anticipated   or   expected. 

Dr.  J.  Montgomery  Baldy,  of  Philadelphia,  said  he  was 
one  of  Dr.  Peterson's  critics  at  the  time  he  presented  his  paper 
years  ago  He  rarely  ever  opened  the  abdomen  without  exam- 
ining the  appendix,  and  rarely  did  he  find  anything  the  matter 
with  it — that  is,  an  infective  disease  coming  from  the  interior 
of  the  appendix.  If  Dr.  Peterson  would  follow  out  his  obser- 
vations in  regard  to  the  question  of  appendicitis,  and  only  re- 
move those  appendices  that  were  macroscopically  diseased,  he 
would   rarely  find  any  trouble  with  them. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  had  ad- 
vocated for  a  long  time  the  theory  of  letting  a  perfectly  healthy 
appendix  alone.  He  could  never  see  any  rule  or  ethical  right 
to  remove  a  woman's  appendix  when  it  was  healthy,  particularly 
when  engaged  to  do  another  operation.  It  did  not  seem  to  him  as 
if  it  were  ethical  or  honorable  to  do  this. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  said  that  until 
we  could  decide  the  question  of  whether  the  appendix  was 
diseased  or  not  from  its  macroscopic  appearance,  he  did  not 
think  we  could  settle  the  other  question  whether  to  remove  it  or 
not.  Patients  presented  themselves  giving  localized  symptoms, 
and  it  was  decided  that  it  was  appendicitis  of  the  chronic  or 
recurrent  type  for  which  an  operation  was  done,  and  operators 
had  been  surprised  to  find  that  the  appendix  was  perfectly  nor- 
mal. In  this  connection  he  mentioned  the  case  of  a  girl,  seventeen 
years  of  age,  who  had  been  in  the  hands  of  general  practitioners. 
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She  had  had  three  attacks  of  what  was  called  appendicitis.  He 
operated  on  her  and  removed  what  he  thought  was  a  healthy- 
looking  appendix.  This  appendix  was  examined  by  a  pathologist 
of  the  hospital,  who  pronounced  it  one  of  the  most  typical  cases 
of  chronic  appendicitis  he  had  ever  seen. 

OVARIAN    TUMORS    COMPLICATING    PREGNANCY,    LABOR,    AND    THE 

PUERPERIUM. 

Dr.  Hebert  R.  Spencer,  of  London,  England,  read  a  paper  on 
this  subject  in  which  he  reported  forty-one  cases  of  ovarian  tumors 
which  complicated  pregnancy,  labor,  or  the  puerperium,  for  which 
he  had  done  ovariotomy.  In  all  cases  the  operation  had  been 
done  through  the  abdomen.  This  list  comprised  all  the  cases 
he  had  seen,  with  the  exception  of  one,  in  which  a  woman  who 
had  been  advised  to  have  an  ovarian  tumor  removed,  refused  and 
was  delivered  without  difficulty.  On  the  third  day  the  tumor, 
which  conta  ned  thirty-one  pints  of  fluid,  burst  spontaneously, 
causing  the  death  of  the  patient  as  soon  as  she  reached  the  hospi- 
tal. One  other  case  he  had  had  of  ovarian  abscess  after  labor. 
The  pat'ent  recovered  after  removal  of  the  ovary;  but  as  there  was 
no  clear  evidence  that  the  suppuration  was  in  a  cyst,  he  had 
not  included  it  in  his  table  of  forty-one  cases. 

An  analysis  of  the  table  showed  that  the  youngest  patient 
was  twenty,  the  oldest  forty-three,  and  the  average  age  thirty. 

The  author  discussed  the  seat  of  the  tumor,  its  nature,  result 
of  labor  to  mother,  result  of  labor  to  child,  growth  of  tumor, 
the  ovariotomy,  adhesions,  result  of  ovariotomy  to  mothers,  and 
then  treatment. 

The  treatment  of  ovarian  tumors  complicating  pregnancy, 
labor,  and  the  puerperium  had  been  by  some  wr.ters  considered 
too  much  from  a  surgical  standpoint.  The  obstetric  aspect  was 
not  less  important  and  in  some  cases  was  the  dominant  factor. 
Among  the  fifteen  cases  which  he  had  personally  treated  during 
pregnancy,  there  were  three  cases  of  contracted  pelvis,  which 
necessitated  the  induction  of  premature  labor  in  two  of  them, 
and  would  have  done  so  in  the  third  had  the  patient  not  aborted. 
It  was  clear  that  a  contracted  pelvis  might  profoundly  modify 
treatment,  and  that  an  obstetric  examination  of  the  pelvis  should 
be  carefully  made  in  every  case.  The  existence  of  bilateral 
tumors  n  patients  who  had  not  had  children  might  justify  the 
postponement  of  the  operation  in  the  hope  of  obtaining  a  living 
child,  and  should  lead  us  whenever  possible  to  conserve  some 
part  of  the  ovary  The  scheme  of  treatment  Avhich  he  offered 
for  discussion  was  as  follows : 

A.  During  the  first  half  of  pregnancy  ovarian  tumors  should 
be  removed  wherever  their  situation  and  whatever  their  size. 

Exceptions:  The  following  tumors  should  not  usually  be 
removed:  i.  Leutin  cysts  complicating  hydatidiform  mole.  2. 
Bilateral  tumors  causing  no  symptoms,  if  the  patient  was 
childless;  or,  :f  operated  on,  part  of  an  ovary  should  be  1  ft  be- 
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hind.     3.  Pr  mary    adherent    malignant    cvsts.     4.  Secondary 
malignant  cysts. 

B.  During  the  second  half  of  pregnancy: 

(a)  All  arge  ovarian  tumors  and  ruptured,  inflamed,  and 
strangulated  tumors  should  be  immediately  removed. 

(b)  Small  tumors  which  were  in  the  abdomen  or  which  could 
be  easily  pushed  up  out  of  the  pelvis  in  the  knee-chest  or  Trendel- 
enburg position  should  be  watched,  and  if  no  untoward  symp- 
toms arose  should  be  removed  either  at  the  end  of  pregnancy 
or  toward  the  end  of  the  first  stage  of  labor  or  after  delivery. 

(c)  Small  tumors  which  were  incarcerated  in  the  pelvis  and 
could  not  easily  be  replaced  in  the  abdomen  might  be  watched 
and  removed  at  the  end  of  pregnancv,  or,  if  circumstances  would 
allow,  toward  the  end  of  the  first  stage  of  labor.  If  the  tumors 
were  adherent  or  solid  Cesarean  section  should  be  done. 

In  all  ovariotomies  during  pregnancv  the  vessels  of  the  pedicle 
should  be  separately  tied;  the  pedicle  should  be  ligated  as  far  as 
possible  from  the  uterus  and  morphia  should  be  given  for  the 
first  two  or  three  days  after  the  operation. 

C.  During  labor  the  best  treatment  was  abdominal  ovariotomy 
immediate  in  the  case  of  large  tumors,  at  the  end  of  the  first 
stage,  or  after  delivery  in  the  case  of  small  tumors.  When  done 
at  the  end  of  the  first  stage  a  second  operator  might  deliver 
the  child  by  forceps  while  the  tumor  was  being  removed.  If  the 
tumor  was  incarcerated  in  the  pelvis  the  uterus  should  be  with- 
drawn from  the  abdomen  in  order  that  the  tumor  might  be  dealt 
with. 

For  solid  and  adherent  tumors  occupying  the  pelvis,  Cesarean 
section  might  be  necessary.  It  should  not  be  performed  for 
cystic  nonadherent  tumors.  When  labor  was  advanced  and 
a  cystic  tumor  was  impacted  in  the  pelvis  the  circumstances 
m  ght  render  it  advisable  to  deliver  the  patient  bv  the  natural 
passages  after  evacuating  the  contents  of  the  tumor  by  incision 
and  packing  the  cyst  with  gauze;  but  the  tumor  should,' if  practi- 
cable, be  removed  within  twenty-four  hours,  preferably  through 
an  abdominal  incision. 

Vaginal  ovariotomy  might  be  performed  in  nonadherent 
cases;  but,  though  simpler  in  technic,  avoiding  an  abdominal 
scar  and  requiring  fewer  instruments,  it  was  inferior  to  the 
abdominal  operation  in  that  there  was  a  greater  danger  from 
hemorrhage,  difficulty  in  safely  tying  the  pedicle,  the  necessity 
of  cutting  up  the  tumor,  impossibility  of  examining  the  other 
ovary,  and  the  presence  of  the  vaginal  wound. 

Induction  of  premature  labor,  forceps  version,  and  simple 
tapping  of  a  cyst  as  means  of  overcoming  the  dystocia  p  oduced 
by  ovarian  tumor  were  absolutely  contraindicated. 

D.  In  the  puerperium  ovarian  tumors  should  be  removed  as 
soon  as  practicable,  when  possible  within  twenty-four  hours  of 
delivery.  If  there  was  doubt  as  to  the  aseptic  condition  of  the 
uterus  a  delay  of  a  week  or  two  might  be  advisable,  unless  indica- 
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tions  of  strangulation  or  infection  of  the  tumor  arose,  when  the 
tumor  should  be  removed  immediately. 

OVARIAN   TUMOR   WITH  TWISTED   PEDICLE   COMPLICATING 
PREGNANCY. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  reported  the  following 
case  of  ovarian  tumor  with  twisted  pedicle : 

The  patient,  a  married  Polish  woman,  was  pregnant  for  the 
third  time.  Her  general  health  had  been  good.  Preceding 
pregnancies  had  terminated  by  delivery  with  forceps,  followed 
shortly  bv  the  death  of  the  child  from  birth  pressure.  The 
pelvis  measured,  externally,  between  the^  anterior-superior 
spines  26  1/2  cm.,  between  the  iliac  crests  27  cm.,  across  the 
trochanters  30  cm.,  right  diagonal  22  cm.,  the  left  diagonal  21  cm. 
the  external  conjugate  18  cm.  The  internal  anteroposterior 
diameter  81/2  cm.  The  patient  applied  for  treatment  at  the 
Jefiferson  Maternity  w^ith  the  hope  of  obtaining  a  living  child 
W'hich  might  survive.  She  came  once  for  admission  with  fugitive 
pains,  but  was  found  not  to  be  in  labor  and  returned  to  her 
home  to  come  back  when  labor  began.  She  was  admitted  with 
ruptured  membranes  without  pain.  The  head  failed  to  descend, 
although  pains  gradually  developed,  and,  in  accordance  with  the 
wish  of  the  patient  and  her  husband,  she  was  delivered  by 
celiohvsterotomy.  A  living  female  child  w^as  easily  delivered. 
The  uterus  was  closed,  the  abdomen  closed,  and  mother  and 
child  made  good  recoveries. 

Before  labor  the  contour  of  the  abdomen  was  slightly  ab- 
normal. It  was  impossible  to  distinctly  outline  a  tumor,  and 
the  abnormality  seemed,  possibly,  an  irregular  distention  of  the 
uterus  accompanying  pelvic  contraction.  When  the  abdomen 
was  opened  an  ovarian  tumor  as  large  as  a  small  fetal  head  was 
found  upon  the  right  side,  its  pedicle  twisted  from  left  to  right 
four  times.  The  tumor  was  dark  red  in  color,  and  after  the 
Cesarean  operation  was  concluded,  this  pedicle  was  readily 
ligated  and  the  tumor  removed.  Beyond  the  shght  loss  of  time 
arising  from  its  removal,  its  presence  did  not  complicate  the 
Cesarean  operation.  On  examination  the  tumor  proved  to  be 
an  ovarian  cyst,  containing  a  dark,  somewhat  grumous,  blood- 
stained fluid.  Gangrene  had  not  yet  developed,  but  the  perito- 
neum about  the  tumor  was  slightly  reddened. 

The  patient's  pregnancy  had  apparently  been  uneventful, 
although  she  had  complained  of  pain  in  the  abdomen  on  several 
occasions  and  had  once  come  to  the  Maternity  supposing  herself 
to  be  in  labor.  The  tumor  was  so  snugly  fitted  into  the  upper 
pelvis  that  its  presence  might  readily  have  escaped  detection  if 
spontaneous  labor  had  developed.  It  was  sufliciently  large  to 
impede  the  descent  of  the  fetus,  but  formed  an  obstacle  which 
probably  would  have  been  overcome  by  strong  labor  pains  or 
vigorous  traction  with  the  forceps  or  upon  the  leg  of  the  child. 

It  was  most  fortunate  for  this  patient  that  she  was  delivered 
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by  abdominal  section.  Had  delivery  occurred  through  the 
vagina  spontaneously  or  artifically,  injury  to  the  tumor  must 
have  resulted,  followed  by  the  development  of  septic  processes 
and  septicemia.  The  size  and  situation  of  the  tumor  were  such 
that  it  would  not  have  been  easy  to  have  diagnosticated  the 
cause  of  the  sepsis. 

After  discussing  the  frequency  and  etiology,  pathology, 
symptoms,  diagnosis,  natural  history,  the  author  stated  that 
in  the  case  reported  the  decision  to  deliver  by  abdominal  section 
was  based  upon  the  presence  of  a  contracted  pelvis,  the  failure 
of  the  child  to  descend,  and  the  recognition  of  an  abnormal  con- 
dition of  the  abdomen  possibly  due  to  pelvic  contraction.  It 
was  recognized  that  this  abnormal  abdominal  condition  might 
depend  upon  some  other  complication,  which  could  only  be 
successfully  dealt  with  by  abdominal  section.  A  study  of  the 
subject  led  him  to  the  belief  that  but  one  course  of  treatment 
was  justifiable  in  cases  of  ovarian  tumors  with  twisted  pedicle 
complicating  pregnancy,  namely,  removal  as  soon  as  the  diagnosis 
of  the  condition  could  be  made  or  as  soon  as  indications  of  this 
condition  were  present.  He  thought  the  complications  of 
twisted  pedicle  so  serious  as  to  demand  immediate  operation. 

If  an  exact  diagnosis  before  operation  was  impossible  the  con- 
ditions which  simulated  twisted  pedicle  in  themselves  demanded 
operation.  In  the  absence  of  an  exact  diagnosis,  the  obstetrician 
should  operate  in  the  interest  of  the  patient. 

DISCUSSION. 

These  two  papers  were  discussed  jointly. 

Dr.  Charles  M.  Green,  of  Boston,  recalled  two  cases  occur- 
ring during  pregnancy.  One  of  the  women  was  four  months 
pregnant.  A  diagnosis  of  very  large  cyst  was  made  in  that  case, 
the  tumor  removed,  the  woman  went  on  to  term,  and  was 
delivered  safely. 

A  second  case  occurred  recently,  in  which  the  diagnosis  of 
pregnancy  was  not  made  except  by  the  history.  The  tumor  was 
a  large  one.  The  abdomen  was  opened,  the  tumor  found  to  be 
a  multilocular  cyst,  and  very  tense.  A  large  trocar  was  used, 
and  as  the  result  a  considerable  amount  of  the  contents  was 
spilled  in  the  abdominal  cavity.  This  was  wiped  out,  the 
uterus  found  to  be  seven  months  pregnant,  and  concealed  behind 
a  very  large  tumor.  The  pedicle  was  tied  as  far  as  possible 
from  the  uterus.  The  woman  made  a  pleasant  convalescence, 
and  she  would  undoubtedly  be  in  labor  in  another  fortnight. 

Prof.  Hofmeier,  of  Wiirzburg,  Germany,  agreed  with  all  of 
the  points  mentioned  by  the  author  of  the  paper.  He  had 
operated  for  the  removal  of  tumors  during  pregnancy,  labor, 
and  the  puerperium  in  about  thirty  or  forty  cases.  He  thought 
it  was  w4se  to  operate  in  every  case  during  pregnancy,  as  in  the 
early  stage  of  pregnancy  the  tendency  to  abortion  was  more  or 
less  marked,  and  it  was  better  to  operate  at  this  time  than  later. 
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He  thought  abdominal  section  should  always  be  resorted  to, 
and  not  vaginal  section,  as  had  been  proposed  by  many.  He 
had  operated  during  labor  twice  in  cases  of  adherent  tumor  in  a 
small  pelvis,  the  operation  being  a  success  in  one  instance.  The 
mother  was  delivered  with  forceps  after  abdominal  section,  and 
the  other  woman  was  delivered  without  great  difficulty  ten 
hours  thereafter. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  said  that  these 
tumors  became  twisted  very  often  when  complicating  pregnancy. 
The  pedicle  became  twisted  as  a  complication  of  pregnancy  more 
about  the  fourth  or  fifth  month  or  in  the  puerperium,  and  his 
idea  had  been  that  it  was  due  to  the  fundus  of  the  uterus  at  that 
time,  being  just  about  high  enough  for  the  tumor  to  rest  upon  it, 
and  then  any  movements  or  contractions  of  the  uterus  or  ab- 
dominal wall  twist  the  pedicle  of  the  tumor.  In  a  case  which  he 
had  had  it  was  about  the  fourth  month  that  twisting  of  the  pedicle 
occurred.  There  was  a  complicating  appendicitis;  the  woman 
had  most  excruciating  pains,  and  he  did  not  know  she  had  this 
ovarian  tumor  with  twisted  pedicle  until  he  had  made  an  incision 
for  the  appendectomy. 

Dr.  Edward  Reynolds,  of  Boston,  recalled  six  cases  of  large 
tumors  complicating  gestation  and  had  had  a  number  of  smaller 
ones.  In  three  cases  of  advanced  labor  there  had  been  a  large 
ovarian  cyst  impacted  in  the  pelvis.  In  two  of  three  cases  he 
was  able  to  raise  the  tumor  by  taxis  and  deliver  the  woman 
by  forceps.  In  both  instances  the  tumor  was  removed  later. 
In  a  third  case  the  tumor  resisted  taxis;  he  opened  the  abdomen, 
raised  the  tumor  by  intraabdominal  taxis,  removed  it,  and  then, 
as  the  patient  was  in  advanced  labor,  another  operator  applied 
forceps  whi  e  he  watched  it  from  above,  effected  del  very,  and 
closed  the  abdomen.  In  two  cases  he  operated  at  term,  once 
removing  a  twenty-eight-pound  ovarian  tumor  and  a  twelve- 
pound  child  by  Cesarean  section. 

His  experience  had  led  him  to  believe  that  patients  who  were 
not  so  situated  as  to  be  carefully  watched  by  a  competent  man 
would  be  better  off  if  the  cysts  were  operated  on  during  preg- 
nancy as  soon  as  possible;  but  when  the  patient  was  so  situated 
that  a  competent  obstetrician  could  watch  her  carefully,  it  was 
better  to  wait  for  the  supervention  of  symptoms  during  preg- 
nancy and  be  ready  to  operate  at  the  first  urgent  symptoms 
for  the  sake  of  avoiding  any  risk  to  the  pregnancy.  He  believed 
that  the  operation  of  choice  was  Cesarean  section,  and  the  re- 
moval of  the  tumor  at  or  near  term. 

Dr.  Matthew  D.  Manx,  of  Buffalo,  reported  the  case  of  a 
woman  with  a  large  tumor,  whom  he  saw  in  consultation.  She 
was  pretty  well  along  in  pregnancy,  and  he  advised  that  an 
operation  be  performed  at  once,  as  she  was  uncomfortable  on 
account  of  the  size  of  the  tumor.  She  refused  operation,  went 
through  pregnancy  and  labor  without  any  trouble,  and  had  two 
subsequent   pregnancies   with   the   presence   of   this   enormous 
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tumor.  She  finally  died  after  labor  had  been  successfully 
accomplished.  This  case,  he  thought,  was  a  strong  argument 
for  the  removal  of  large  tumors  complicating  pregnancy. 

Dr.  William  Gardner,  of  Montreal,  mentioned  two  cases  of 
tumors  complicating  pregnancy  that  came  under  his  observation 
many  years  ago.  In  one  the  tumor  was  removed  without  inter- 
rupting pregnancy,  and  the  woman  was  subsequently  delivered 
at  term.  The  second  patient  was  delivered  in  the  eighth  month 
successfully,  after  a  large  tumor  had  been  removed. 

Dr.  J.  Wesley  Bovee,  of  W^ashington,  D.  C,  said  that  in 
considering  the  removal  of  ovarian  tumors  during  pregnancy  the 
size  of  the  tumor  had  considerable  to  do  with  it.  He  had  re- 
moved doub  e  pus  tubes  in  the  presence  of  a  two  months' 
pregnancy,  and  the  woman  had  gone  on  to  full  term  and  had 
been  delivered  safely  afterward.  The  presence  of  double  tumors 
was  supposed  to  be  a  contributory  cause  of  torsion  of  the 
pedicle. 

Dr.  Joseph  E.  Janvrin,  of  New  York,  said  he  had  had  no 
special  experience  in  these  cases,  although  he  had  done  ovariotomy 
to  a  large  extent.  The  question  had  occurred  to  him  whether 
we  met  with  twisting  of  the  pedicle  much  more  frequently  in  the 
cases  complicated  by  pregnancy  than  we  did  in  those  which  were 
not  complicated  by  pregnancy.  It  struck  him  that  the  presence 
of  pregnancy  would  increase  the  symptoms  of  torsion  of  the  pedicle 
and  make  it  more  apparent.  Torsion  of  the  pedicle  in  cases  un- 
comp  icated  by  pregnancy  was  not  infrequent.  He  had  seen 
fully  ten  or  a  dozen  cases  in  which  there  was  no  pregnancy  and 
in  which  there  were  no  special  symptoms  of  twisting  of  the  pedi- 
cle. He  believed  the  presence  of  the  pregnancy  increased  the 
size  of  the  uterus,  pressing  upon  it  and  possibly,  as  it  expanded, 
pushing  the  pedic  e  around  and  around,  giving  it  more  decided 
evidence  of  torsion. 

The  President  then  delivered  his  address  entitled 

EPHRAIM    MCDOWELL,    THE    FATHER    OF    OVARIOTOMY*. 

*See  page  737  of  this  Journal  for  May. 
The  next  order  was  a  symposium  on 

ANESTHESIA. 


THE  NURSE  AS  ANESTHETIST.* 

BY 
J.  M.  BALDY, 

Philadelphia,  Pa. 

That  a  complete  revolution  of  our  generally  accepted  status 

of  anesthesia  is  necessary  was  propounded  to  you  in  my  address 

of  last  year.     The  time-honored  custom  in  hospitals  of  utilizing 

the  junior  resident  physician  in  this  capacity  has  proven  itself 

♦Read  before  the  American  Gynecological  Society,  .April  20-22,  1909. 
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not  only  a  failure,  but  a  disaster  in  many  instances.  The  equally 
unscientific  use  of  the  nearest  practising  physician  in  surgery 
in  private  houses  has  proved  itself  similarly  unfit.  It  seems 
inconceivable  that  for  so  long  a  time  the  most  important  position 
in  the  operating-room  aside  from  that  of  the  surgeon  himself 
should  have  been  relegated  to  the  hands  of  the  most  incompetent. 

If  the  profession  has  at  last  awakened  to  the  true  situation,  it 
remains  for  us  but  to  develop  a  proper  system  and  to  provide 
the  ways  and  means.  The  ways  and  means  is  the  keynote  to 
the  whole  situation,  and  could  this  question  be  successfully 
solved  the  result  would  be  immediate  and  gratifying. 

Like  most  practical  subjects  in  this  world,  the  solution  of  this 
subject  will  most  probably  be  a  compromise  with  the  Theoretically 
Perfect,  on  the  one  hand,  and  the  Possibilities  of  the  situation,  on 
the  other.  The  perfect  solution,  of  course,  would  be  a  medical 
man  of  high  grade  of  intelligence,  with  a  well-grounded  medical 
and  surgical  education,  a  special  education  in  anesthetics  sup- 
plemented by  a  natural  inclination  in  this  direction  as  against 
any  other.  Are  the  attractions  of  anesthesia  sufficient  to  over- 
come the  disadvantages  of  the  scientific  narrowness  and  lack  of 
opportunity  for  distinction  and  income  to  hold  a  sufficient 
number  of  men  of  this  type  or  even  of  great  worth  in  this  field? 
The  answer  seems  apparent. 

Possibly  the  future  may  increase  the  number,  but  at  present 
they  are  so  scarce  as  to  be  readily  counted.  The  great  city  of 
Philadelphia  does  not  to  my  knowledge  contain  one. 

Again,  is  it  necessary  that  a  successful  anesthetist  should  of 
necessity  be  of  the  above  standard  of  education?  A  broad 
education  and  knowledge  is  always  useful,  but  there  comes  a 
point  beyond  which  it  is  unnecessary  often  to  advance  to  es- 
tablish a  high  grade  of  workmanship.  In  the  development  of 
the  future  anesthetist  there  will  no  doubt  be  many  lines  followed 
by  many  men  with  a  considerable  number  of  successes  according 
to  surroundings  and  opportunities.  In  other  words,  in  all 
probability  no  one  source  of  supply  will  be  found  to  meet  all 
requirements,  but  a  number  of  means  will  be  worked  out  to 
successfully  accomplish  the  ends  in  view. 

Personally,  my  own  inclinations,  governed  largely  by  the  means 
at  hand  and  by  past  experience,  lies  in  the  direction  of  women — 
the  trained  nurse. 

The  education  of  the  trained  nurse  lies  largely  on  medical  and 
surgical  lines,  and  she  has,  therefore  (unless  we  except  the  woman 
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physician),  a  sounder  basis  than  have  other  women  on  which 
to  begin.  In  the  case  of  woman  physicians  I  can  readily  see 
that  some  would  and  will  be  available  for  the  service,  but  in 
most  instances  many  of  the  most  serious  objections  obtain  in 
their  case  as  do  in  the  case  of  men  physicians. 

In  times  of  trouble  and  illness  and  mental  worry  the  approach 
of  a  woman  is  always  a  soothing  event  to  every  man  or  woman 
or  child.  The  innate  quality  of  a  woman  accomplishes  this, 
and  this  quality  is  exceedingly  valuable  as  a  means  of  soothing 
and  quieting  a  distressed  soul  on  the  point  of  submitting  to  an 
anesthetic.  The  disturbance  of  the  nervous  system  is  well 
known  as  a  potent  factor  in  after  bad  results.  The  gentleness 
and  sympathy  of  a  woman  is  contagious  and  adds  very  materi- 
ally for  good.  Her  timidity  is  a  valuable  quality  when  it  is 
tempered  by  experience  and  knowledge.  Too  often  have  I 
seen  the  opposite  quality  in  man  lead  to  great  difficulties,  where 
a  woman  would  have  taken  warning  of  approaching  trouble 
through  this  very  timidity. 

Every  physician  obtains  his  medical  education  with  the  idea 
of  practising  medicine,  and  it  is  only  dire  necessity  which  will 
compel  him  to  give  up  such  a  future  for  the  narrow  one  of 
anesthesia.  Every  physician  who  for  a  few  years  of  his  early 
and  least  busy  life  devotes  a  part  of  his  time  to  anesthesia  does 
so  with  the  distinct  idea  of  observing  and  learning  surgery,  with 
the  result  that  he  is  shortly  paying  more  attention  to  the  tech- 
nic  of  the  operation  than  he  is  to  the  anesthetic,  and  within 
a  year  or  so  he  is  demanding  an  assistantship  from  the  surgeon 
as  a  reward  for  his  faithful  service  in  what  he  considers  a  subor- 
dinate position  and  which  he  has  all  along  filled  under  mental 
protest  and  only  as  a  means  to  an  end. 

To  the  nurse  anesthesia  will  prove  a  stepping-stone  to  some- 
thing better  than  she  had  originally  chosen — a  higher  and  more 
dignified  position — and  will  appeal  in  its  own  way  to  her  ambition 
and  pride  just  as  the  superintendency  of  a  training  school  does. 
The  field  will  prove  interesting,  and  my  experience  has  shown 
me  it  will,  with  the  right  kind  of  choice,  stimulate  her  to  an  effort 
to  improve  and  perfect  herself  and  to  an  earnest  study  of  the 
whole  matter  in  hand. 

■  In  this  way  will  be  eliminated  the  inattention  to  the  anes- 
thetic with  its  attendant  annoyances  and  dangers — there  being 
no  desire  for  or  chance  of  an  assistantship  or  a  future  chief  ship. 
In  this  way  may  be  secured  an  absolutely  sure  method  of  al- 
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ways  having  the  anesthetist  on  hand,  as  she  Uves  in  the  in- 
stitution and  is  ready  for  any  emergency. 

In  this  way  may  the  all-important  question  of  ways  and 
means  be  successfully  solved,  it  being  within  the  power  of 
most  institutions  to  offer  a  remuneration  of  sufficient  size  to 
make  the  position  attractive. 

When  I  first  suggested  putting  this  into  practice  I  was  met 
by  two  objections: 

1.  Will  hospital  managers  consent? 

2.  Will  not  such  a  move  prevent  any  advance  in  our  knowledge 
of  anesthesia  and  relegate  it  to  a  purely  mechanical  performance? 

The  Gynecean  Hospital  of  Philadelphia  has  now  had  a  graduate 
nurse  in  charge  of  its  anesthesia  (independent  of  all  aid)  for  a  year, 
and  it  is  on  the  results  and  experience  of  that  experiment  this 
paper  is  based. 

My  proposal  originally  was  met  by  the  universal  opposition 
of  everyone  connected  with  the  hospital,  nursing  department, 
doctors,  and  management,  and  it  was  only  by  the  exertion  of  my 
personal  influence  with  the  management  that  I  was  allowed  to 
try  the  experiment.  A  nurse  about  to  graduate  was  selected 
and  was  turned  over  to  the  anesthetist  (a  physician  about  to 
retire  for  the  usual  assistantship)  for  instruction  during  the 
remaining  months  of  her  nursing  course,  several  of  the  other 
physicians  as  well  as  myself  taking  her  in  hand  in  addition. 
When  the  institution  began  its  winter's  work  she  was  put  on 
duty  as  the  official  anesthetist  with  the  old  incumbent  as  an 
overseert,  his  oversight  being  gradually  withdrawn.  The 
result  has  been  to  win  without  exception  the  approval  of  every- 
one about  the  institution;  in  fact,  she  has  been  utilized  on  a 
number  of  occasions  by  the  doctors  at  operations  at  private 
homes.  I  have  never  in  the  more  than  fifteen  years'  connection 
with  the  institution  seen  a  more  satisfactory  winter's  work  as 
far  as  the  anesthesia  is  concerned.  In  but  a  single  case  has 
there  been  a  congestion  on  the  operating-table  and  the  conse- 
quent holding  up  of  the  operation;  and  in  this  instance  the 
surgeon  assures  me  from  no  fault  of  the  administration  of  the 
anesthetic.  The  patients  have  been  uniformly  quiet  and  not 
overloaded  with  the  ether.  Tongue  forceps  and  hypodermic 
syringes  have  become  superflous  additions  to  the  operating- 
room.  The  accumulation  of  mucus  is  less  frequent,  and  when  it 
does  occur  is  not  serious.  The  patient  recovers  promptly,  and 
nausea  is  much  less  frequent  and  severe. 
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The  whole  picture  before,  during,  and  after  the  operation  as 
contrasted  with  that  in  every  other  institution  in  Philadelphia 
and  in  the  State  in  which  I  have  worked  is  so  marked  as  to 
make  me  work  elsewhere  with  reluctance. 

This  has  always  been  more  or  less  so  in  the  Gynecean  Hospital, 
as  we  have  had  a  salaried  anesthetist  in  that  institution  from 
its  earliest  days;  what  I  would  emphasize  is  the  fact  that  the 
substitution  of  the  woman  anesthetist  for  the  man  has  in  no  way 
detracted  from  that  service,  but  has  added  to  its  already  estab- 
lished efficiency  and  is  a  living  proof  of  the  availability  of  my 
recommendation  to  this  Society  in  my  presidential  address 
one  year  ago. 

A  final  word  as  to  the  progress  of  our  knowledge  in  an- 
esthesia being  hampered  by  the  introduction  of  women  into 
this  field. 

A    recent    discussion   with   the   anesthetist   of   the    Gynecean  - 
Hospital  has  brought  out  the  fact  that  of  her  own  volition  she 
has  observed  and  made  systematic  notes  on  many  points  and  is 
still  making  these  same  observations  with  the  object  of  arriving 
at  some  sure  and  definite  opinion  as  to  each. 

"During  anesthesia  pregnant  cases  are  apt  to  be  troubled 
with  mucus  and  become  more  or  less  cyanosed;  this  observation 
was  made  in  every  pregnant  case  she  handled. 

"In  sixty-six  cases  with  specific  gravity  of  1022,  or  higher, 
together  with  urates,  fifty-five  were  troubled  with  mucus  and 
difficulty  with  breathing.  The  remaining  eleven  having  no 
such  trouble.  All  of  these  cases  with  uric  acid  crystals  in  the 
urine  were  troubled  with  mucus.  Eight  of  them  merely  having 
phosphates  in  the  urine  had  no  mucus  and  no  trouble  with  the 
breathing 

"Of  thirty-eight  cases  of  negroes  the  majority  had  mucus  to 
a  greater  or  less  extent,  two  of  them  having  a  specific  gravity 
of  only  1018  with  urates. 

"Primary  dilatation  of  the  pupils  remained  during  the  entire 
anesthesia  in  marked  neurasthenics  and  drug-fiends  and  in  three 
cases  of  marked  cigarette  habit. 

"The  more  air  given  with  the  ether  the  more  after-nausea. 
"The  average  time  for  complete  anesthesia  was  ten  to  twelve 
minutes;  the  average  dose  was  two  to  three  ounces.  The 
average  total  for  one  hour's  anesthesia,  including  putting  under, 
was  7  ounces.  Emergency  cases  invariably  take  more  ether, 
due,  she  thinks,  to  the  nervous  element. 
S 
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"She  observes  that  morphia  is  of  great  advantage  to  nervous 
women,  shortening  the  first  stage.  In  many  cases,  however,  it 
increases  the  postoperative  vomiting.  The  prior  administra- 
tion of  drugs  so  changes  the  entire  condition  of  the  patient  as 
to  make  it  at  times  hard  to  discern  whether  some  symptoms  are 
from  the  action  of  the  drug  or  from  the  shock  of  the  ether  and 
operation." 

Whether  these  observations  will  prove  true  in  the  future  or 
have  been  proven  true  by  past  observation  is  aside  from  the 
object  of  my  presentation  of  them.  What  I  would  direct  to 
your  attention  is  this  fact  that  here  is  a  trained  nurse  with  a 
moderate  amount  of  preliminary  training  and  with  an  experience 
with  the  full  responsibility  of  anesthesia  of  less  than  a  single 
year,  producing  as  good  practical  results  as  in  the  past  in  an 
institution  always  noted  for  its  good  results,  and  who  has  shown 
such  good  qualities  of  observation  and  analysis  on  practical 
points  as  to  give  promise  of  better  results  as  far  as  advancement 
in  our  future  knowledge  of  details  of  the  subject  than  have 
obtained  in  the  past. 

We  feel,  consequently,  we  have  given  a  practical  demonstration 
of  the  value  of  at  least  one  possible  source  from  which  in  future 
to  draw  anesthetists,  and  that  at  the  present  time  where  it  is 
possible  to  utilize  this  source,  more  points  of  difficulty  will  be 
overcome  than  from  any  other  source  we  have  studied. 

We  note  in  a  recent  report  of  St.  Mary's  Hospital,  Rochester, 
Minn.,  that  the  Mayo  Clinic  has  four  official    anesthetists — all 
women.     It  was  in  this  clinic  we  were  first  impressed  with   the 
capacity  of  a  woman  in  this  position. 
2219  De  Lancey  Place. 

THE    ADMINISTRATION    OF    ANESTHETICS. 

Dr.  Herman  J.  Boldt,  of  New  York,  said  the  competency 
of  the  anesthetizer  was  frequently  more  important  to  the  sur- 
geon than  the  competency  of  the  latter's  first  assistant. 

Of  the  anesthetics  usually  used,  ether  was  the  least  dangerous 
to  life,  a  though  in  some  cases  chloroform  was  the  safer  anesthetic. 

The  belief  that  ether  was  more  injurious  to  the  kidneys  than 
was  chloroform  was  erroneous.  Transitory  albuminuria  was 
common  from  the  inhaling  of  either  anesthetic,  and  casts  were 
usually  found  in  the  urine  for  several  days  subsequent  to  the 
anesthetization. 

No  anesthetic  was  entirely  free  from  danger.  Nitrous  oxide 
gas  mixed  with  oxygen  was  the  safest,  and,  if  given  by  a  compe- 
tent anesthetizer,  might  be  administered  for  very  long-lasting 
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operations.     In  one  case  the  author  had  it  continued  for  about 
three  hours. 

Prehminary  narcosis  with  scopolamin  and  morphine  or  with 
hyoscm,  morphm,  and  cactin  was  considered  riskv  and  should 
not  be  used  by  anyone  except  an  expert  anesthetist.  Patients 
who  were  nervous  and  apprehensive  as  to  the  outcome  of  the 
anesthesia  might  be  given  a  single  prehminarv  dose  of  a  narcotic 
twentvor  thirty  minutes  before  the  mhalation  anesthesia  is  be^un' 

Uith  patients  who  had  nephritis  another  method  of  anesthe- 
sia than  that  with  ether  or  chloroform  should  be  considered 
Uccasionally    scopolamin-morphin    narcosis    answered    for    this 
purpose,  and  when  these  drugs  were  not  followed  bv  ether  or  bv 
chlorotorm,  the  narcosis  seemed  free  from  risk. 

Hypodermic  injections  of  strvchnine  should  not  be  indiscrimi- 
nately used. 

Every  hospital  should  have  a  person  thoroughlv  trained 
m  the  giving  of  anesthetics.  This  dutv  should  never  be  in- 
trusted to  an  inexperienced  person,  as,  for  instance,  a  iunior 
interne  who  had  had  perhaps  only  one  or  two  practical  lessons. 

ANESTHETICS  IX  HOSPITALS  AND  PRIVATE  PRACTICE. 

Dr.  James  T.  Gwathnev,  of  New  York,  said  the  adminis- 
tration of  anesthetics  as  a  specialtv  was  recognized  in  onlv 
a  few  ot  the  larger  cities  of  America  to-dav.  So  intense  had 
been  the  interest  in  surgery  that  anesthetics 'had  been  used  onlv 
as  a  means  to  an  end,  and  this  fullv  explained  the  attitude  of 
the  prolession  on  this  subject  in  America  at  the  present  time 
I  he  advancement  in   anesthetics  in   England   had   been   rapid" 

in  the  light  ot  recent  discoveries,  no  surgeon  was  justified 
m  adopting  some  one  anesthetic  and  method  of  administration 
exclusivelv.  There  were  four  general  anesthetics  in  common 
use  and  there  were  three  methods  of  administration  These 
anesthetics  and  methods  were  mentioned  bv  the  author 

o.^^  tw'    °''''^,  ef'   ^"?    °''-'-^"  '"'^^    t^e    o"^^'  nonpoisonous 
anesthetic  available  to-day.     Unfortunatelv,  it  was  considered 
bv  men  ot  large  experience  adapted  to  onlv  about  30  per  cent 
ot  the  surgical  cases,  namely,  weak,  anem'ic  men  and  middle- 
aged  women      These  patients  should  have  the  benefit  of  this 
anesthetic  whenever  possible.     Nitrous  oxide  gas  and  oxv^en 
supp  emented  by  ether,  could  be  used  in  at  least  60  per  c?nt' 
ot  all  cases.     Nitrous  oxide  gas  and  oxvgen  could  and  should 
be  used  as  a  preliminary  to  ether  at  least  in  So  per  cent   of  the 
surgical   cases      Oxygen   administered   with   warm   chloroform 
either  by  the  closed  or  open  method,  doubled  its  value  as  regards 
hte,  and,  given  m  this  way,  it  was  as  safe  as  ether  and  air.     Ethvl 
chlorid  was  used  principally  as  a  preliminarv  anesthetic  or  for'a 
very  short  operation,  and  while  not  as  safe,'generallv  speakino- 
as  mtrous  oxide  gas,  was  safer  than  this  gas  in  certain  selected 

C3.SCS. 

The  problem   to-day  was   not   the   matter  of  life  and  death 
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upon  the  table,  but  what  methods  and  combinations  would 
give  the  best  results  and  leave  the  patient  just  as  we  found  him. 
To  do  this,  the  anesthetist  should  be  responsible  with  the  sur- 
geon for  the  preliminary  medication,  to  quiet  the  nerves  of  the 
patient,  in  addition  to  the  usual  routine  procedure.  He  should 
also  be  informed  and  consulted  if  the  patient  was  nauseated  after 
the  operation.  In  the  vast  majority  of  cases  now  there  was  no 
nausea  or  vomiting,  but  we  should  not  be  satisfied  until  we  could 
assure  all  patients  that  they  would  come  out  of  the  anesthetic 
in  an  absolutely  quiet  and  natural  state. 

THE    PROPER    AND    IMPROPER    METHODS    OF    ADMINISTRATION    OF 
GENERAL    ANESTHETICS. 

Dr.  Seth  C.  Gordon,  of  Portland,  Maine,  said  that  the  first 
and  most  important  point  to  be  observed  in  administration 
of  an  anesthetic  was  a  proper  preparat  on  of  the  patient,  both 
physically  and  mentally.  The  dread  of  the  anesthetic  was 
oftentimes  much  greater  than  that  from  the  operation.  Much 
might  be  done  to  prevent  this.  Second,  there  was  too  much  haste 
in  its  administration  and  too  large  a  quantity  was  used.  In- 
halers were  very  faulty  in  construction.  The  simplest  was 
always  the  best.  The  drop  method  was  the  true  one.  The  cover 
of  the  mask  should  be  porous  and  allow  the  transmission  of  air 
through  it  during  respiration.  Third,  there  should  be  careful 
attention  on  the  part  of  the  anesthetist,  who  should  have  an 
acquaintance  with  ordinary  normal  condition  of  pulse  and  respira- 
tion.    A  medical  man  or  a  trained  nurse  was  preferred. 

RENAL  excretion  DURING  THE  ADMINISTRATION  OF  CHLOROFORM 
AND  ETHER  IN  GYNECOLOGICAL  SURGICAL  OPERATIONS. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  read  this  paper. 

RENAL  EXCRETION  DURING  THE  ADMINISTRATION 
OF  CHLOROFORM  AND  ETHER  IN  GYNECOLOGI- 
CAL SURGICAL  OPERATIONS.* 

BY 
J.  WESLEY  BOVEE,  M.  D., 

Washington,  D.  C. 

(With  two  charts.) 

In  conducting  the  investigations  that  form  the  basis  of  this 
report,  the  practical  relations  of  surgical  gynecological  work 
to  the  study  seemed  so  necessary  that  to  do  the  work  in  the 
operating-room  as  well  as  in  the  ward  was  decided.  In  the  class 
of  cases  used  for  the  purpose  no  distinction  was  made  between 
people  in  different  vocations  or  environments.  In  one  respect 
the  selection  of  subjects  for  investigation  was  fortunate,  as  no 
alcoholics  were  included.  Whether  the  nervous  element  com- 
*Read  before  the  .American  Gynecological  Society,  .^pril  20-22,  1909. 
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monly  present  in  women  and  exaggerated  in  gynecological  con- 
ditions is  a  feature  that  would  practically  modify  the  results 
is  an  open  question.  The  excitement  of  patients  during  the  last 
few  hours  preceding  submission  to  surgical  operation  is  ofttimes 
only  ended  by  anesthesia.  Thompson  {Brit.  M.  J.,  1906,  i, 
608-667)  found,  however,  that  excitation  of  the  circulation  of 
blood  in  dogs  was  not  produced  by  chloroform,  though  the 
opposite  effect  from  ether  was  noted.  Whether  shock  incident 
to  the  unexpected  necessity  of  submitting  to  a  severe  surgical 
operation  or  that  from  traumatism  should  be  considered  as 
sufficiently  potent  to  negative  the  value  of  these  investigations 
so  far  as  they  relate  to  the  association  of  the  administration  of 
these  two  anesthetics  with  the  excretion  of  urine  may  challenge 
our  attention.  But  it  is  urged  the  experiments  were  made  along 
practical  lines  and  to  ascertain  the  modifications  of  the  urine 
during  gynecological  operations.  The  quantity,  amount  of 
urea,  and  ordinary  microscopical  findings  were  sought.  The 
work  was  conducted  in  my  service  in  Columbia  Hospital  for 
Women,  ably  assisting  in  it  were  Dr.  T.  F.  Lowe,  anesthetist, 
who  examined  the  urine,  and  Drs.  H.  W.  Lawson  and  E.  C. 
Wilson,  resident  surgeons.  In  sixteen  cases  ether  was  employed 
exclusively  as  the  anesthetic,  and  in  sixteen  cases  chloroform 
alone  was  used.  In  no  instance  was  morphia,  atropia,  salt 
solution,  or  any  other  drug  or  stimulant  used.  IMarked  blood  loss 
did  not  occur.  In  several  cases  gauze  was  lightly  placed  in  the 
pelvic  cavity  with  an  end  of  it  projected  outward  through  the 
vulva.  The  urine  was  saved  for  a  period  of  twenty-four  hours 
preceding  all  preparation  of  the  patient  for  operation  and  sub- 
jected to  the  ordinary  chemical  and  microscopical  examination. 
The  preparation  of  the  patient  for  operation  usually  began 
about  fifteen  hours  before  operation  and  included  light  diet  and 
two  or  three  stools,  the  last  procured  by  an  enema  shortly  before 
the  operation.  At  six  o'clock  of  the  morning  of  the  operation 
the  catheter  was  used  and  no  urine  was  passed  until  the  adminis- 
tration of  the  anesthetic  was  begun.  This  rule  was  probably 
occasionally  violated.  Considerable  variation  in  the  quantity 
of  urine  for  twenty-four  hours  was  noted.  In  a  few  the  quantity 
was  so  small  that  it  could  not  reasonably  be  considered  of  any 
value,  and  therefore  w^as  not  included  in  the  statistics.  The 
variation  was  from  600  c.c.  to  1,740  c.c.  The  various  causes  of 
the  variations  were  carelessness  of  patients  in  following  instruc- 
tions  regarding   loss   of   urine,    feeble   circulation,    looseness   of 
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bowels,  and  toxemias.  The  average  twenty-four-hour  quantity 
in  the  chloroform  cases  was  1,148  and  in  those  in  which  ether  was 
the  anesthetic  used  it  was  929  c.c.  These  quantities  are 
observed  to  be  considerably  less  than  the  normal  average  amount, 
which  is  estimated  by  various  authorities  as  being  from  1,400  c.c. 
to  1,600  c.c. 

Technic. — After  determining  the  desired  characteristics 
of  the  preliminary  specimen  for  twenty-four  hours,  no  further 
examination  was  made  until  the  morning  of  the  operation  when 
a  catheterized  specimen  was  examined  qualitatively.  The 
complete  findings  of  this  examination  do  not  appear  in  this 
report.  When  the  anesthetic  was  about  to  be  administered 
the  bladder  was  carefully  emptied  with  a  catheter.  When  the 
patient  was  anesthetized  by  the  open  method  and  finally  pre- 
pared for  operation  which,  as  indicated  by  tables  I  and  II, 
required  practically  eighteen  minutes,  a  large  soft-rubber  self- 
retaining  catheter  was  freely  anointed  with  glycerite  of  starch 
and  inserted  into  the  bladder.  That  viscus  was  then  carefully 
emptied.  It  was  emptied  at  intervals  of  fifteen  minutes  during 
the  operation.  Each  specimen  was  then  carefully  examined  as 
to  quantity,  amount  of  urea,  and  the  presence  of  blood,  epithe- 
lium, pus,  albumin,  and  tube  casts.  These  examinations  were 
all  made  by  Dr.  Lowe.  By  simultaneous  pressure  on  the 
abdomen  and  anterior  vaginal  wall  it  is  believed  the  bladder  was 
completely  evacuated  at  each  attempt  and  when  the  abdomen 
was  opened  the  pressure  was  made  directly  on  the  bladder. 
Moreover,  the  experiments  of  Thompson  show  quite  conclusively 
that  even  on  dogs  pressure  on  the  unopened  abdomen  for  bladder 
catheterization  gave  results  equally  as  valuable  as  when  the 
urine  was  taken  from  the  ureters. 

Chloroform. — In  table  I  are  the  data  as  to  quantity  derived 
in  cases  in  which  chloroform  alone  was  used.  The  amount 
of  time  that  elapsed  between  the  starting  of  administration 
and  starting  of  the  operation  varied  from  fifteen  to  twenty- 
five  minutes,  the  average  for  the  sixteen  cases  being  17.7  minutes. 
The  quantities  of  urine  excreted  during  that  period  varied  from 
zero  (in  3  cases)  to  44  c.c.  and  the  average  was  8  c.c,  which  for 
fifteen  minutes  would  be  6.8  c.c.  As  the  average  amount  for  an 
equal  period  of  time  of  the  full  day  amount  was  12  c.c.  the  re- 
duction is  to  57  per  cent,  of  the  normal.  Nor  does  the  quantity 
in  individual  instances  correspond  to  the  full  day  amount  or  the 
period  of  time  consumed.     In  case  3  the  full-day  quantity  was 
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1,650  c.c,  the  average  for  fifteen  minutes  being  17  c.c,  and  no 
urine  was  excreted  during  the  twenty-five  minutes  for  anesthesia 
and  preparation  for  operation.  In  case  4  in  which  the  full- 
day  quantity  was  930  c.c.  (the  fifteen  minutes'  average  was 
9.7  c.c),  but  fifteen  minutes  were  required  for  anesthesia  and 
preparation,  and  during  that  period  of  time  44  c.c,  an  increase 
to  454  per  cent.,  of  urine  was  noted.  During  the  first  fifteen 
minutes  of  the  operations  the  average  quantity  of  urine  was 

9.6  c.c,  a  decrease  from  the  average  for  the  same  period  of  time 
of  the  full-day  amount  to  80  per  cent.  For  the  second  fifteen- 
minute  period  the  reduction  (fourteen  cases)  is  to  30  percent.; 
in  the  third  (fourteen  cases)  to  28  per  cent. ;  in  the  fourth  (eleven 
cases)  to  23  per  cent.;  in  the  fifth  (five  cases)  to  83  per  cent.,  and 
in  the  sixth  (three  cases)  to  91  per  cent.  There  was  then  during 
the  administration  of  chloroform  to  produce  anesthesia  a 
marked  decrease  in  the  rapidity  of  urine  excretion,  followed  bv 
a  fifteen  minutes  rise  and  a  three-fourths  hour  fall,  after  which  it 
increased  to  nearly  normal. 

Ether. — In  table  II  appears  the  information  as  to  quantitv 
secured  by  the  study  of  sixteen  ether  anesthesias  for  operations 
In  but  ten  was  it  possible  to  get  a  reliable  measurement  of  the 
full  day  amount.  By  comparison  with  table  I  the  comparatively 
small  daily  amount  will  be  noted,  it  averaging  but  929  c.c.  in 
table  II  and  1,148  c.c.  in  table  I.  The  amount  of  time  required 
for  anesthesia  and  final  preparation  of  the  patient  for  operation 
averaged  one-half  minute  more  than  in  the  chloroform  series. 
As  the  preparation  was  the  same  in  each  series  the  difference  in 
time  can  be  attributed  to  the  difference  in  anesthetics  employed. 
During  this  period  of  18.2  minutes  the  average  amount  of  urine 
was  13.3  c.c,  or  for  fifteen  minutes  11  c.c  During  the  fifteen- 
minute  periods  of  the  surgical  work  the  averages  were:  for  the 
first  4.5  c.c;  for  the  second  3.4  c.c;  for  the  third  6.9  c.c;  for  the 
fourth  7.8  c.c;  for  the  fifth  8.6  c.c,  and  for  the  sixth  5  c.c.  , 
From  this  it  would  appear  that  instead  of  the  normal  average, 

9.7  c.c.  per  fifteen  minutes,  and  this  is  comparatively  small, 
there  was  during  the  first  fifteen  minutes  of  the  anesthesia  a 
rise  in  rate  of  excretion  amounting  to  13.5  per  cent.  It  then 
drops  to  34  per  cent,  of  normal,  and  then  rises  gradually  to  the 
end  of  an  hour  and  a  half  to  nearly  normal. 

Comparison  of  Ether  and  Chloroform. — Comparing  tables  I  and 
II,  it  is  apparent  that  from  ether  the  rate  of  excretions  was  at  once 
increased  and  always  afterward  subnormal,  while  from  chloroform 
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the  rate  was  always  subnormal.  In  ether  anesthesia  the  rate 
was  lowest  at  the  end  of  forty-five  minutes,  while  in  chloroform 
anesthesia  it  was  lowest  at  the  end  of  an  hour  and  a  quarter. 

Urea. — In  table  IV  of  ether  cases  it  will  be  seen  that  the 
excretion  of  urea,  instead  of  being  normal,  about  0.0233  per  c.c, 
was  always  decreased,  being  lowest  at  the  end  of  an  hour  and  a 
quarter  of  the  anesthesia.  A  striking  fact  noted  by  Thompson 
and  others  is  that  the  urine  not  only  is  decreased  in  quantity 
during  etherization,  but  diluted,  the  decrease  in  proportion  of 
urea  being  greater  than  the  quantity  of  urine.  In  chloroform 
anesthesia  it  was  always  subnormal  in  rate,  though  not  so  low 
as  in  ether  anesthesia. 

Blood,  Albumin,  and  Casts. — Blood  and  albumin  were  practi- 
cally always  present  in  the  first  specimen  of  urine  secured  by  the 
permanent  catheter.  In  this  specimen  there  was  present,  as  a 
rule,  long  strips  of  urethral  mucosa.  The  epithelial  strips  and 
blood  were  attributed  to  the  traumatism  of  the  urethra  pro- 
duced by  the  rather  large  catheter  used,  and  very  likely  some  of 
the  albumin  came  from  the  blood.  It  will  be  noted  the  tables 
showing  the  findings  in  this  respect  contain  a  strikingly  frequent 
mention  of  blood,. 

Casts. — Casts  first  appearing  during  anesthesia  were  first 
found  at  the  end  of  thirty  minutes.  When  they  made  their 
first  appearance  during  anesthesia  from  ether  or  chloroform, 
the  hyalin  variety  was  the  first  followed  by  the  granular  variety. 
In  the  ether  series  there  was  one  case  in  which  there  were  no  casts, 
but  albumin  was  present  before,  during,  and  after  anesthesia, 
apparently  unchanged.  In  another  of  the  same  series  albumin 
was  present  only  at  the  completion  of  anesthesia,  but  granular 
casts  were  present  before  anesthesia.  In  the  six  cases  of  the 
ether  series  in  which  casts  were  observed  before  anesthesia, 
four  of  them  showed  normal  urine  during  the  twenty-four  hours 
following  operation.  In  one  case  casts  appeared  after  adminis- 
tration of  ether  for  thirty  minutes  and  remained  until  some  time 
next  day.  In  another  after  ether  had  been  administered  forty 
minutes  casts  appeared  and  were  present  nearly  two  days.  In 
another  etherized  patient  they  were  first  found  in  the  speci- 
men obtained  at  the  termination  of  seventy-five  minutes  of 
anesthesia  and  at  no  other  time.  The  anesthetic  was  not 
administered  after  that  specimen  was  secured.  In  another 
patient  etherized  for  an  hour  and  three-quarters  casts  made 
their  appearance  and  remained  present  until  the  following  day. 
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1014  TRANSACTIONS    OF    THE 

Chloroform. — In  one  case  (No.  II)  in  which  casts  were  present 
before  anesthesia  there  were  none  found  after  the  administra- 
tion was  started,  although  this  was  for  a  period  of  an  hour  and 
forty-five  minutes,  but  albumin  persisted  during  and  after 
anesthesia.  In  another  instance  (Case  3)  casts  preceded  and 
reappeared  at  the  end  of  anesthesia,  but  not  again.  In  one 
case  (No.  15)  casts  were  found  at  the  end  of  the  first  half -hour  of 
anesthesia  and  continued  through  the  remainder  of  it,  forty- 
five  minutes,  but  not  later  present."  In  one  (No.  14)  casts 
appeared  only  in  the  specimens  of  urine  secured  at  the  end  of 
forty-five  minutes  and  one  hour  of  chloroform  administration, 
but  the  administration  ceased  then.  In  case  6  casts  did 
not  appear  until  chloroform  had  been  administered  seventy- 
five  minutes.  They  were  found  fifteen  minutes  later  and  the 
anesthetic  was  stopped.  One  and  two  days  later  no  casts  were 
found,  but  albumin  and  pus,  which  had  been  present  before 
anesthesia,  persisted  for  some  days.  In  case  4  albumin  and 
casts  appeared  at  the  end  of  ninety  minutes  of  chloroform 
administration  and  remained  during  the  remaining  fifteen  min- 
utes, at  the  end  of  which  the  administration  was  stopped.  Both 
were  absent  the  following  day.  In  No.  8  casts  were  first 
noted  at  the  end  of  an  anesthetic  period  of  one  and  three- 
fourths  hours.  Albumin  had  been  present  before  anesthesia 
and  persisted  for  subsequent  days.  In  case  12  a  trace  of  al- 
bumin remained  about  the  same  through  an  hour  of  chloro- 
form anesthesia  as  it  w^as  before  it,  but  in  the  two  following 
days  it  disappeared.  In  a  few  others  albumin  appeared  for  a 
few  minutes  during  anesthesia  and  disappeared.  On  the  whole, 
but  little  if  any  difference  between  the  chloroform  and  other 
cases  is  observed  so  far  as  concerns  the  production  of  albumin 
and  casts.  As  previously  mentioned,  probably  in  no  case  was 
the  anesthetic,  per  se,  a  primary  cause  of  the  presence  of  blood. 
The  question  of  whether  ether  or  chloroform  anesthesia  may  not 
be  beneficial  in  some  cases  of  slight  albuminuria  may  well  deserve 
consideration.  Reamy  declared"  he  had  repeatedly  observed 
great  improvement  in  chronic  bronchitis  from  ether  anesthesia 
and  the  same  may  prove  true  regarding  renal  lesions. 

The  Influence  of  the  Trendelenburg  Position  on  Renal  Excretion. 
— The  relation  of  the  Trendelenburg  position  to  renal  activity 
is  a  matter  that  particularly  attracted  my  attention  during  this 
investigation  though  as  an  incidental  part,  and  it  will  be  further 
studied.     From  the  cases  that  occurred  in  the  32  cases  forming 
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the  basis  of  this  investigation,  eight  in  number,  four  of  the  ether 
cases  and  four  of  the  chloroform  series,  it  was  noted  that  the 
quantity  of  urine  collected  in  the  bladder  during  the  employ- 
ment of  that  position  was  strikingly  lessened.  The  charts  show 
by  contrast  the  influence  of  it  on  the  quantity  of  urine.  In  one 
is  shown  by  a  dotted  and  a  solid  line  the  rapidity  of  urine  excre- 
tion in  volume,  both  in  ether  and  chloroform  anesthesia  in  all 
cases  disregarding  the  position  of  the  patient.  In  the  other  is 
shown  the  urine  eliminated  after  the  employment  of  that  posi- 
tion was  begun. 

To  still  further  learn  something  of  this  possible  influence  five 
cases  were  recently  studied.  Two  of  them  were  anesthetized 
with  chloroform  and  the  other  three  with  ether.  They  con- 
stitute table  VIII.  No  study  has  been  made  in  my  clinic  to  learn 
the  modification  of  urea  excretion  or  abnormal  ingredients  of 
the  urine  by  this  position.  One  interesting  point  that  will  be 
noted  in  respect  to  this  effect  is  that  in  the  two  cases  (IV  and 
VIII  of  the  chloroform  series)  in  which  it  was  the  longest  used, 
one  hour  and  one  and  a  quarter  hours,  respectively,  casts  were 
found  in  the  first  urine  secured  subsequently.  No  urine  had  been 
secured  at  the  fifteen  minutes'  periods  while  the  patients  were 
thus  elevated,  nor  had  casts  previously  appeared  in  the  urine. 
From  this  table  it  will  be  seen  the  average  fifteen  minutes'  amount 
was  during  the  period  of  twenty-four  hours  (not  immediately 
before  the  operation)  8.4  c.c. ;  during  the  period  from  the  starting 
of  the  anesthetic  to  the  employment  of  the  Trendelenburg 
position  it  was  9.8  c.c;  during  that  position  5.9;  during  imme- 
diately subsequent  periods  it  was  10.6  and  13.5  For  the  first 
twenty-four  hours  following  the  suspension  of  the  anesthetic  it 
was  8.1.  The  last  case  of  the  table  shows  the  fifteen-minute 
average  from  the  beginning  of  the  anesthetic  to  the  employment 
of  the  Trendelenburg  position  was  1 1.4;  while  using  that  position 
it  was  2>-7  From  that  period  of  time  until  the  anesthetic  was 
stopped  it  was  15.9.  The  patient  was  then  catheterized  every 
hour  for  the  next  five  hours  with  the  respective  fifteen  minutes' 
averages  of  11.  i,  11.  i,  7.5,  6,  and  6  c.c.  In  this  case  as  a  base 
taking  the  rate  of  excretion  under  anesthesia  before  using  the 
Trendelenburg  position,  as  the  twenty-four  hour  amount  is  not 
available,  the  fall  in  the  rate  is  to  32  per  cent.,  and  during  that 
portion  of  the  anesthetic  period  that  follows  the  use  of  that 
position  the  rise  is  to  140  per  cent.,  and  during  the  next  five 
hours  to  138  per  cent.      In  most  of  the  eight  cases  included  in 
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Ch.'\rt  I. — Urinary  Excretion:  Position  Disregarded. 

Ether  indicated  by  solid  lines. 
Chloroform  indicated  by  dotted  lines. 
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Chart  II. — Urixary  Excretiox  in  Trendelenburg  Position. 

Ether  indicated  by  solid  linei. 
Chloroform  indicated  by  dotted  lines. 
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tables  I  and  II  the  depression  is  much  more  marked,  as  in  some 
of  them  no  urine  passed  into  the  bladder  for  periods  ranging 
from  fifteen  to  seventy-five  minutes.  I  will  not  attempt  from 
the  data  at  my  command  to  decide  whether  during  this  bladder 
suppression  the  kidney  function  continues  with  the  kidney 
pelvis  acting  as  the  reservoir.  As  the  rapidity  of  excretion  into 
the  bladder  rapidly  increases  when  the  patient  is  again  placed  in 
a  horizontal  position  this  might  be  inferred.  It  may  be  the 
actual  occurrence,  but  at  present  I  believe  a  certain  degree  of 
arrest  of  renal  function  occurs  while  the  Trendelenburg  position 
is  in  use.  It  would  be  interesting  to  know  just  what  influence 
is  exerted  by  such  agents  as  packing  gauze  or  sponges  across  the 
ureters  at  the  pelvic  brim  for  the  purpose  of  holding  the  in- 
testine out  of  the  pelvis  during  operation,  and  the  gravitation  of 
blood  from  the  lower  extremities  and  from  the  kidneys.  I 
have  not  attempted  to  dispose  any  theories  nor  to  assume  as 
authoritative  the  conclusions  and  data  included  herein.  Nor 
do  I  think  so  few  cases  can  be  relied  upon  for  either  of  these 
purposes.  Further  study  of  a  vastly  larger  number  of  cases 
may  furnish  reasons  for  making  deductions  in  variance  with 
these. 

SUMMARY. 

1.  From  the  study  of  the  sixteen  cases  given  in  tables  I  and  II 
it  would  appear  that  the  rate  of  excretion  of  urine  is  markedly 
lessened  under  anesthesia  produced  by  ether  or  by  chloroform. 

2.  That  such  diminution  is  greater  from  chloroform  than 
from  ether. 

3.  That  while  chloroform  produces  a  diminution  in  urea 
output  this  continues  to  maintain  a  nearly  normal  proportion 
to  urinary  excretion,  while  ether  produces  a  greater  proportionate 
lessening  of  urea  than  of  the  urine. 

4.  That  these  two  anesthetics  when  carefully  and  skillfully 
administered  have  little  effect  on  the  production  of  casts  and 
albumin  in  the  urine,  inducing  it  in  some,  stopping  it  in  others, 
and  in  others  either  not  producing  it  or  not  materially  modifying 
such  production. 

5.  The  Trendelenburg  position  greatly  retards  the  rapidity 
of  urinary  output. 

The  Rochambeau. 
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THE    ADVISABILITY    OF    MAKING    THE    PRACTICAL    ADMINISTRATION 

OF  ANESTHETICS  A  REQUIRED  PART  OF  THE    MEDICAL 

COURSE. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Michigan,  said  the 
necessity  of  such  instruction  was  shown  by  the  experience  of  the 
past.  There  was  inconsistency  in  requiring  proficiency  in  the 
so-called  scientific  branches  of  medicine  while  the  student  was 
allowed  to  graduate  without  having  given  an  anesthetic.  He 
thought  it  was  feasible  to  establish  such  a  course  as  a  part  of  the 
already  overcrowded  curriculum.  This  could  be  done  by  the 
proper  utilization  of  much  time  now  wasted  in  unsystematic 
teaching.  The  whole  question  of  the  proper  administration 
of  general  anesthetics  in  hospitals  and  in  general  practice  was 
dependent  upon  the  scientific  teaching  of  the  subject  to  under- 
graduates. 

THE    TRAINED    OR    THE    UNTRAINED    ANESTHETIST. 

Dr  Hunter  Robb,  of  Cleveland,  Ohio,  favored  instituting 
a  thorough  theoretical  and  practical  training  in  the  giving  of 
anesthetics  for  every  man  before  he  took  his  degree  from  any 
medical  school. 

If  any  one  of  us  were  going  to  be  operated  upon,  and  had 
time  to  do  so,  he  would — at  least,  he  for  one  would — make  three 
stipulations.  He  would  demand,  first,  the  best  possible  hospital 
facilities;  second,  a  skilled  operator;  third,  a  skilled  anesthetist. 

The  anesthetic  service  had  not  kept  pace  with  the  advance 
of  surgery  in  other  directions.  As  things  were  now,  the  ordinary 
medical  student  got  but  little  theoretical  or  practical  experience 
in  this  branch,  and  only  a  few  even  of  those  who  passed  through 
a  hospital  service  obtained  a  thorough  training  in  it.  Of  course, 
some  men  lacked  a  natural  adaptability  and  would  never  become 
experts,  and  anesthetists  would  always  differ  in  skill;  but  it  was 
our  bounden  duty  to  see  to  it  that  every  one  of  our  medical 
students  should  be  afforded  an  opportunity  of  acquiring  at  least 
a  passable  degree  of  precision  and  skill  in  this  branch. 

Many  hospitals,  especially  private  institutions,  had  found  it 
expedient  to  protect  their  patients  by  employing  a  paid  anesthet- 
ist, but  to  this  the  speaker  was  opposed  in  the  hospitals  con- 
trolled by  medical  schools,  unless  the  theoretical  and  practical 
teaching  of  the  students  could  be  arranged  for.  He  therefore 
tentatively  proposed  the  following  suggestions 

1.  That  a  skilled  anesthetist,  holding  an  appointment  in  the 
medical  school  as  one  of  the  faculty  and  in  the  hospital  as  one  of 
staff,  be  appointed  at  a  proper  salary  to  teach  and  demonstrate 
the  administration  of  anesthetics,  and  to  personally  administer 
them  to  the  private  patients,  and  to  those  in  the  general  wards 
who  are  in  a  debilitated  condition. 

2.  That  in  connection  with  a  carefully  prepared  course  of 
lectures    on    anesthetics    and    their    physiological    action    each 
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student  be  required  to  administer  anesthetics  to  dogs  or  other 
animals  a  certain  number  of  times. 

3.  That  the  lecturer  next  take  the  students  the  rounds  of  the 
operating-room  and  point  out  to  them  the  details  in  connection 
w  th  the  service  and  the  points  to  observe  in  giving  an  anesthetic 
to  the  human  being. 

4.  That  each  student  be  detailed  to  give  the  anesthetic  at  a 
certain  number  of  operations,  under  the  guidance  and  criticism 
of  the  instructor  or  one  of  his  more  advanced  students.  In 
this  way  we  would  be  assured  that  all  of  them  would  have  at 
least  a  fair  amount  of  general  experience. 

5.  That  the  senior,  instead  of  the  junior,  interne  be  detailed 
to  administer  the  anesthetic,  as  he  would  have  had  the  oppor- 
tunity of  following  and  also  of  assisting  with  the  administration 
of  the  anesthetic  in  a  considerable  number  of  cases  by  the  time 
he  had  reached  the  position  of  senior  assistant. 

He  did  not  present  this  as  a  detailed  plan,  but  in  order  to  give 
an  outline  which  could  be  developed  according  to  the  various 
conditions  which  existed  in  the  different  hospitals. 

Dr.  Robert  L.  Dickinson,  of  Brooklyn,  N.  Y.,  detailed 
his  experience  with  visiting  anesthetists  in  some  Brook  yn 
hospitals. 

IMPROVED    METHODS  OF  OBTAINING  ANESTHESIA  IN  HOSPITAL 

PRACTICE. 

Dr.  J.  Clarence  Webster,  of  Chicago,  said  that  a  recent 
visit  of  six  months  to  many  cHnics  in  Continental  Europe  had 
convinced  him  of  the  truth  of  the  remark  made  by  Dr.  Baldy, 
in  his  presidential  address  before  the  Society  in  1908,  that 
"the  general  administration  of  anesthetics  as  performed  to-day 
is  the  shame  of  modern  surgery,  a  disgrace  to  a  learned  profession. ' ' 

Lack  of  proper  instruction  in  the  use  of  anesthetics  in  medical 
schools  and  the  neglect  of  operators  to  thoroughly  supervise  their 
administration   were   matters   of   common   knowledge. 

For  seven  years  the  speaker  had  exclusively  employed  local 
anesthesia  in  cases  in  which  a  general  anesthetic  would  be  con- 
sidered as  adding  to  the  risk  of  operation.  For  this  purpose  he 
had  used  Schleich  solution  No.  2.  The  operations  carried  out 
included  the  removal  of  gall-stones,  nephrectomy,  resection  of 
bowel,  vaginal  and  abdominal  Cesarean  section,  and  almost  every 
other  procedure  in  abdominal  and  pelvic  surgery.  In  a  very 
small  percentage  of  cases  had  it  been  necessary  to  have  recourse 
to  a  general  anesthetic  on  account  of  the  nervousness  and  ex- 
citability of  patients. 

During  the  last  four  years  he  had  also  displaced  ether  to  an 
increasing  extent  by  nitrous  oxide  gas,  having  used  it  almost 
exclusively  for  anesthesia  examinations  and  for  minor  operations, 
namely,  curettage,  perineal  repair,  removal  of  piles,  opening  of 
abscesses,  etc.     Like  many  other  operators,  he  had  employed  it 
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as  a  preliminary  to  ether  administration  in  cases  in  which  the 
latter  had  been  intended  for  the  operation. 

Eighteen  months  ago  he  adopted  another  procedure  which 
he  had  used  with  the  greatest  satisfaction,  and  which  he  now 
wished  to  recommend  to  the  profession. 

The  patient  was  rendered  unconscious  with  a  mixture  of 
nitrous  oxide  and  oxygen.  This  was  changed  to  ether,  which 
was  used  to  obtain  complete  anesthesia.  As  the  operation  was 
begun,  the  ether  was  removed,  and  the  anesthesia  continued 
with  the  nitrous  oxide-oxygen  mixture,  being  adm  nistered  not 
continuously,  but  n  succession  of  puffs  at  low  pressure.  He  had 
tried  various  mixtures  of  gases  and  had  found  the  above  most 
suitable  to  the  great  majority  of  cases.  As  a  rule,  the  total 
period  of  ether  administration  did  not  exceed  fifteen  minutes. 

The  advantages  of  this  method  were  the  following 

1.  Diminished  risk  to  the  patient  during  operation.  As  far  as  he 
had  been  able  to  ascertain,  death  had  never  occurred  during  the 
administration  of  nitrous  oxide  and  oxygen.  The  mixed  gases 
had  a  decided  advantage  over  nitrous  oxide  alone,  for  the  latter 
would  easily  cause  extreme  asphyxiation,  which  was  very 
dangerous  when  cardaic  weakness,  old  pleurisy,  or  pericarditis 
existed  or  when  the  air-passages  were  obstructed  by  adenoids 
and  enlarged  tonsils,  mucus,  or  vomitus.  Moreover,  with  the 
mixture  the  clonic  muscular  spasm,  so  common  with  nitrous 
oxide,  was  rarely  produced. 

2.  Improved  after-condition.  In  more  than  90  per  cent,  of 
all  operative  cases  there  is  either  no  vomiting  at  all  or  it  occurs 
only  once  or  twice.  When  it  w^as  more  frequent  it  was  mostly 
observed  during  the  twelve  hours  following  operation.  Nausea 
was  usually  slight  and  rarely  lasted  more  than  twenty-four  hours. 
It  was  directly  proportional  to  the  amount  of  ether  given.  He 
had  found,  however,  that  the  administration  of  oxygen  for 
twenty  minutes  after  the  close  of  the  operation  tended  to  abolish 
nausea  and  vomiting  almost  entirely;  consequently  he  had 
always  given  oxygen  after  prolonged  operations,  and  after  those 
in  which  the  patient  was  anemic  or  debihtated.  Postoperative 
bronchial  secretion  had  been  very  rarely  observed.  As  regards 
the  kidneys,  there  was  a  marked  improvement  over  pure  ether 
anesthesia,  inasmuch  as  casts  and  albumin  had  scarcely  ever 
been  found  in  cases  in  which  they  were  not  present  before  the 
operation  After  abdominal  operations  paralytic  distentron  of 
the  intestines  was  much  less  troublesome  than  after  pure  ether 
administration  He,  therefore,  strongly  urged  that  ether 
anesthesia,  as  it  was  generally  employed,  be  abandoned  in  favor 
of  the  method  which  he  had  introduced  and  demonstrated  to  be 
so  valuable  and  safe,  the  following  sequence  being  followed : 

I.  Nitrous  oxide  and  oxygen,  2  per  cent.  2.  Ether  until 
complete  anesthesia  was  obtained.  3.  Nitrous  oxide  and  oxygen, 
2  per  cent.,  alternating  with  occasional  doses  of  ether.  4. 
Oxygen  gas  for  twenty  minutes  in  anemic  or  debilitated  patients 
or  after  protracted  operations. 
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CONSERVATISM   IN  SURGERY  OF  THE  PELVIC 
ORGANS.* 

BY 
H.   J.  BOLDT,  M.  D., 

New  York. 

The  title  of  my  paper  would  not  suggest  new  features.  My 
purpose  is  simply  to  direct  attention  to  a  subject  that  is  often 
disregarded  by  the  operating  surgeon.  Then  again  the  meaning 
of  "conservatism  in  surgery  of  the  pelvic  organs"  is  variously 
interpreted.  A  practice  that  was,  and  still  is,  quite  common, 
namely,  to  excise  a  piece  of  the  ovary  or  to  puncture  the  small 
follicles  on  the  surface  of  such  ovary  when  the  gland  is  in  a 
condition  of  small  cystic  degeneration,  may  be  considered 
meddlesome  rather  than  conservative  surgery,  because  the  small 
cystic  degeneration,  as  a  rule,  is  without  significance. 

Plastic  surgery  on  suppurating  Fallopian  tubes  is  classed  by 
most  surgeons  under  the  head  of  conservative  surgery.  I 
should  prefer  to  characterize  it  as  bad  surgical  judgment,  be- 
cause, in  all  instances  that  have  come  to  my  notice  in  which  such 
procedure  was  followed,  the  patients  were  not  relieved,  much 
less  cured,  until  they  were  again  operated  upon. 

The  ablation  of  a  pedunculated  [subperitoneal  myofibroma 
while,  in  a  way,  conservative,  nevertheless  does  not  strictly 
belong  in  this  classification.  I  doubt  if  anyone  would  do  more 
than  the  ablation  of  the  tumor.  It  really  requires  very  little 
judgment  to  decide  what  to  do  under  such  circumstances. 

Good  judgment  must  be  applied  in  interstitial  myofibromata; 
and  likewise  in  the  cases  of  multiple  subperitoneal  myofibromata, 
if  they  have  attained  a  size  of  more  than  4  or  5  cm.  in  diameter 
and  if  there  are  more  than  two  or  three  of  them. 

I  think  that  August  Martin  was  one  of  the  first  surgeons,  if 
not  indeed  the  first,  to  do  myomectomy  for  the  purpose  of 
removing  an  interstitial  myomatous  tumor  without  sacrificing 
the  uterus.  The  operation  has  since  been  done  thousands  of 
times,  and  probably  often  by  every  abdominal  surgeon.  Still  a 
unanimity  of  opinion  in  regard  to  its  value  does  not  now  exist; 
or,  to  be  more  precise,  there  is  a  difference  of  opinion  as  to  the 
indication  for  the  operation.  Some  surgeons  still  do  myomec- 
*  Read  before  the  .\mericdn  Gynecological  Society,  April  20-22,  1909. 
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tomy  if  it  is  physically  possible.  I  do  not  consider  it  good 
surgery  in  cases  where  there  is  a  possibility  of  leaving  numerous 
beds  in  the  uterus  to  be  closed,  and  where,  as  a  result,  much 
foreign  material  must  be  absorbed.  A  single  interstitial  myoma 
or  even  two  such  tumors  may  be  shelled  out  and  the  uterus  left 
if  the  surface  of  the  bed  be  smooth  and  the  tumor  easily  shelled 
out.  A  uterus,  the  seat  of  multiple  interstitial  myomata,  had 
better  be  out  than  treated  conservatively. 

At  the  last  meeting  of  this  society  in  Philadelphia  the  question 
arose  as  to  how  much  uterine  structure  may  be  removed  in  doing 
a  myomectomy  and  yet  have  impregnation  with  subsequent 
dehvery  result.  Since  the  meeting,  I  have  been  able  to  make  an 
observation  which  answers  this  question. 

G.  M.,  aged  nineteen  years,  was  delivered  twelve  days  before  I 
saw  her  in  consultation.     On  the  ninth  day  after  her  confine- 
ment her  temperature  was  104.5°  F-     With  the  fever,  pain  also 
began  in  the  lower  abdomen.     On  April  28,  1906,  her  tempera- 
ture was  105°;  the  uterus  was  very  large  and  sensitive.     The 
diagnosis,   according  to  the  history  card,  was  septic  metritis. 
May  3,  examination  under  ether  showed  that  the  uterus  was 
surrounded  by  an  exudate,  and  it  seemed  inadvisable  to  make  a 
vaginal  section.     Leukocytes,  22,000.     May  4,  abdominal  section. 
There  was  present  a  right  ovarian  abscess;  the  right  broad  liga- 
ment and  the  right  side  of  the   uterus   were  infiltrated.     An 
exsection  of  the  entire  right  third  of  the  uterine  body,  which 
contained  an  abscess,   was   done.     An  abscess  of  the  cellular 
tissue  was  opened  from  above  by  cutting  into  the  folds  of  the 
broad  ligament;  from  this  opening  the  vagina  was  opened  and  a 
drain  carried  into  it  and  the  opening  in  the  broad  ligament  then 
closed,  the  uterine  defect  having  previously  been  sutured.     The 
pathologist's  report  was  "Acute  suppurative  metritis;  acute  sup- 
purative   salpingitis;    acute    suppurative    ovaritis."     Recovery 
was  uneventful.     From  the  fourth  day  on  the  patient  was  out  of 
bed  nearly  all  the  time ;  sitting  up  for  the  first  time  on  the  second 
day  after  operation. 

During  the  summer  of  1908  this  woman  reported  herself 
pregnant.  I  was  naturally  greatly  interested  in  the  course  of 
gestation,  and  although  she  was  quite  ignorant  of  its  importance 
and  of  her  danger,  I  induced  her— after  explaining  to  her  the 
seriousness  of  her  condition,  in  view  of  the  nature  of  the  operation 
which  had  been  done — to  keep  herself  under  competent  obser- 
vation and  to  enter  a  hospital  for  delivery. 
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I  anticipated  rupture  of  the  uterus  and  the  consequent 
necessity  of  prompt  surgical  intervention. 

She  entered  the  maternity  service  at  the  Post-Graduate 
Hospital  under  the  care  of  Dr.  Brodhead,  who  reported  to  me 
that  there  was  nothing  unusual  about  the  labor.  Both  mother 
and  infant  left  the  hospital  in  good  condition. 

This  patient  demonstrates  satisfactorily  to  me  that  a  woman 
may  have  a  considerable  part  of  the  uterus  removed  and  yet 
conceive  and  be  delivered  without  rupture  of  the  organ. 

It  has  always  greatly  interested  me  to  ascertain  what  could 
be  done  to  retain  the  menstrual  function  in  women  who  had 
bilateral  ovarian  tumors.  For  about  twenty  years  I  have  made 
it  a  rule  to  endeavor  to  retain  the  menstrual  function,  under  such 
circumstances,  if  possible.  During  that  period  I  have  success- 
fully done  the  operation  forty-five  times,  and  in  only  one  instance 
have  I  had  cause  to  regret  the  procedure.  I  have  been  able 
to  keep,  either  directly  or  indirectly,  all  these  women  sufficiently 
long  under  observation  to  make  sure  of  the  result  of  the  con- 
servatism. 

In  all  patients  the  menstrual  function  was  continued.  In 
three  patients,  as  I  was  informed,  pregnancy  ensued.  One, 
to  my  personal  knowledge,  was  the  case  of  a  woman  from  whom 
two  dermoid  ovarian  tumors  had  been  removed,  and  at  the  base 
of  the  tumors  a  zone  of  tissue  had  been  left  which  seemed  to 
contain  ovarian  stroma.  She  soon  became  pregnant  and  was 
delivered  at  term. 

An  instance  in  which  there  was  cause  for  regret  for  doing  a 
conservative  operation  was  that  of  a  young  woman  of  nineteen 
years  upon  whom  I  operated  in  July,  1906.  The  family  history 
is  negative  on  the  question  of  cancer,  except  that  one  sister  is 
alleged  to  have  died  of  the  disease.  Three  years  before  I  saw  her 
she  had  been  operated  upon  in  Warsaw,  Russia,  and,  as  nearly 
as  I  could  determine  from  the  history  given  me,  a  right  ovarian 
tumor  had  been  removed.  I  was  not  able  to  learn  the  name  of 
the  operator,  and  the  character  of  the  tumor  was  not  known  to 
me.  •  When  she  presented  herself  for  examination  an  ovarian 
tumor  of  the  left  side  could  readily  be  felt.  Because  of  its  ex- 
treme hardness,  it  was  thought  to  be  a  solid  tumor.  On  opera- 
tion this  was  verified.  There  was  nothing  unusual  about  either 
the  operation  or  the  convalescence,  except  that  I  followed  my 
plan  of  attempting  to  retain  the  menstrual  function  by  saving 
some  of  the  ovarian  stroma.     I  was  especially  prompted  to  do  so 
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because  of  the  youth  of  the  patient  and  because  the  other  ovary 
had  already  been  removed.  The  specimen  here  presented  shows 
how  and  to  what  extent  the  base  of  the  superficial  surface  of  the 
tumor  was  retained,  which]  probably  contained  some  function- 
ating ovarian  stroma. 

When  the  report  from  the  pathologist  was  sent  me,  I  had  cause 
to  regret  my  conservatism,  because  the  tumor  proved  to  be  an 
adenocarcinoma.*  The  patient's  youth  and  the  fact  that  she 
had  once  before  been  operated  upon  should  have  aroused  my 
suspicion  and  caused  me  to  have  a  frozen  section  of  the  tumor 
examined  before  closing  the  abdomen. 

The  last  time  that  I  examined  the  patient  was  on  April  13, 
1907.  She  was  then  in  excellent  physical  condition,  menstru- 
ating regularly  at  intervals  of  four  weeks,  three  days'  duration, 
normal  quantity,  no  dysmenorrhea. 

Despite  my  urgent  request,  together  with  an  explanation  of 
the  importance  of  this  course,  that  she  return  to  me  at  regular 
intervals  of  not  more  than  two  months,  so  that  I  might  observe 
her,  I  heard  nothing  more  of  her  until  quite  recently.  A  letter 
from  the  New  Haven  Hospital  in  New  Haven,  Conn.,  addressed 
to  the  superintendent  of  the  Post-Graduate  Hospital,  requested 
information  as  to  the  nature  of  the  last  operation. 

New  Haven,  Ct.,  Dec.  29,  1908. 
Superintendent,  Post-Graduate  Hospital, 

New  York  City. 

Dear  Doctor: 

A  Mrs.  L.,  age  twenty-one,  Russian,  entered  this  hospital  in 
labor.  Normal  termination  being  impossible  owing  to  an  abdomi- 
nal tumor  w^hich  prevented  the  head  from  becoming  engaged, 
Caserean  section  was  done,  resulting  in  a  living  female  child. 
Upon  opening  into  the  peritoneal  cavity  it  was  found  completely 
filled  with  dark-colored  liquid  and  numerous  cystic  masses  in- 
volving both  ovaries,  bladder,  uterus,  and  intestines  with  the 
omentum  and  surface  of  uterus  completely  studded  with  cystic 
masses.  One  mass  in  particular,  attached  to  posterior  surface  of 
uterus,  had  dropped  down  back  of  the  uterus  and  thus  prevented 
the  head  of  child  from  becoming  engaged.  In  her  history  she 
stated  that  in  1903,  when  sixteen  years  of  age,  menstruation 
ceased;  she  developed  ascites  and  was  "topped"  when  in  the 
town  of  Vitla,  Russia,  and  was  afterward  operated  on  in  Warsaw, 
Russia,  and  a  tumor  removed.  In  1905  menstruation  again 
ceased,  ascites  developed,  and  she  was  operated  on  in  the  Post- 

*See  Amer.   Jour.   Obst.,  May,   1907,   p.   670,  for  pathologist's  report  and 
colored  plate  ot  tumor. 


1026  TRANSACTIONS    OF   THE 

Graduate  Hospital,  New  York,  in  either  July  or  August,  1906,  by 
Dr.  Hermann  Boldt,  and  a  tumor  removed. 
Her  name  at  that  time  was  given  as  G.  D. 
We  are  anxious  to  obtain  a  more  complete  history,  and  would 
appreciate  it  very  much  if  you  could  give  us  any  more  details 
of  the  case.  Our  pathological  diagnosis  of  the  tumor  mass 
was  endothelioma  type,  large  masses  of  cells  in  radiating  arrange- 
ment in  close  relation  to  the  blood-vessels. 

Would  add  that  both  mother  and  child  left  the  hospital  here  in 
apparently  good  physical  condition  and  with  few  evident  symp- 
toms of  further  trouble. 

Yours  truly, 

J.  W.  Sweeney, 

House  Physician. 

The  history  which  we  were  able  to  obtain  does  not  reveal 
that  she  had  been  "topped" ;  she  certainly  had  no  ascites  when  she 
came  under  our  observation. 

From  the  patients  observed  (the  one  unfortunate  case  ex- 
cepted) it  is  certainly  justifiable  to  endeavor  to  do  conservative 
surgery  in  cases  of  ovarian  tumors.  From  the  unfortunate  in- 
stance just  quoted,  I  would  advise,  however,  that  if  a  tumor 
is  not  of  the  ordinary  cyst  variety  or  a  dermoid,  a  frozen  section 
be  examined  before  closing  the  abdomen. 

39  East  Sixty-first  Street. 

REMOTE  RESULTS  OF  OVARIOTOMY. 

Prof.  Hofmeier,  Wiirzburg,  Germany,  said  that  in  retention 
cysts,  fibroids,  dermoids,  pseudomucin  cystoma,  carcinoma, 
with  the  exception  of  carcinoma,  ovariotomy  in  all  sorts  of 
tumors  of  this  group  gives  excellent  results.  The  danger  of 
secondary  affection  of  the  other  ovary  does  not  exist.  The 
danger  of  a  later  spontaneous  (idiopathic)  affection  is  very 
slight.  Therefore,  the  removal  of  the  one  diseased  ovary  will 
be  sufficient.  With  reference  to  the  slight  possibility  of  second 
ary  implantations  of  the  pseudomucin  cystomata,  special  precau- 
tion during  the  operation  is  required.  If  there  is  a  suspicion  of 
carcinomatous  degeneration  of  the  removed  tumor,  the  removal 
of  the  other  ovary,  which  seems  to  be  healthy,  is  not  absolutely 
necessary  in  younger  women.  In  case  of  illness,  as  shown  by 
microscopical  examination,  relapse  will  surely  follow  in  spite 
of  the  removal.  In  case  it  is  healthy,  a  cure  is  possible  by 
leaving  it.  In  every  single  case,  younger  women  or  their  nearest 
relations  should  be  consulted  and  notice  of  their  wishes  should 
be  taken.  Operation  should  be  attempted  in  all  cases  where 
removal  of  the  ovary  or  ovaries  seems  to  be  possible.  The 
resection  of  a  beginning  growth  of  the  second  ovary  is  only 
allowed  in  cases  of  retention  cysts,  fibroids,  or  dermoids.     Of 
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pseudomucin  cystomata  it  is  only  allowed  if  the  patient  is  ready 
to  risk  a  second  operation  later;  it  is  absolutely  forbidden  in  case 
of  carcinoma. 

In  the  second  group,  comprising  cystoma  serosum  papillare, 
pseudomyxoma,  sarcoma,  teratoma,  complete  cure  is  possible, 
especially  for  papillomata  and  pseudomyxomata,  even  when 
bilaterally  developed;  also  for  unilateral  sarcoma  and  teratoma. 
If,  on  thorough  macroscopic  examination,  the  second  ovary 
seems  to  be  healthy,  it  may  be  left,  as  the  removal  of  both  ovaries 
is  very  detrimental  to  the  general  health  of  younger  women,  and 
as  the  danger  of  a  spontaneous  attack  of  the  second  ovary  is  not 
very  great.  The  state  of  the  ovary,  however,  must  necessarily 
be  controlled  for  several  years.  If  both  ovaries  are  diseased, 
they  must  be  completely  removed  with  the  uterus.  Resection 
of  such  a  tumor  from  the  ovary  is  not  allowable. 

THE  INFLUENCE  OF  CORSETS  AND  HIGH-HEELED  SHOES  ON  THE 
SYMPTOMS  OF  PELVIC  AND  STATIC  DISORDERS. 

Dr.  Edward  Reynolds  and  Dr.  Robert  W.  Lovett,  of 
Boston,  gave  an  incomplete  and  merely  preliminary  report  from 
the  clinical  and  gynecological  point  of  view  only  of  some  of  the 
results  of  experimental  observations  which  had  extended  over 
about  three  and  a  half  years  upon  the  general  subject  of  the 
influence  of  attitude  and  proportion  upon  abdominal  and  skeletal 
disorders,  conducted  by  Dr.  Reynolds,  from  the  gynecological, 
and  by  Dr.  Lovett,  from  the  orthopedic  point  of  view. 

There  was  a  large  port  on  of  the  clinical  field  in  which  the  cases 
were  either  suffering  from  both  static  (orthopedic)  and  pelvic 
lesions  due  to  a  common  cause  or  presented  symptoms  which 
might  be  due  to  either  and  demanded  a  differential  diagnosis. 

The  experimental  investigation  of  balance  in  the  erect  posture 
was  a  subject  exceedingly  difhcult  of  investigation;  the  keynote 
to  its  comprehension  was  to  be  found  by  studying  the  relation 
of  the  center  of  gravity  to  the  several  portions  of  the  skeleton. 
Certain  types  of  figure  tended  to  be  free  from  ptoses  and  static 
ailments.  Certain  other  types  were  inherently  liable  to  them. 
The  stable  types  of  figure  were  but  little  affected  by  the  varying 
types  of  corsets  and  shoes.  The  unstable  types  were  greatly 
aflFected  for  good  or  evil  by  these  articles  of  dress.  In  corsets 
there  were  types  which  were  always  productive  of  evil  and  types 
which  were  sometimes  thoroughly  desirable  and  productive  of 
good.  From  a  gynecological  point  of  view,  the  effect  of  shoes 
must  be  considered  in  connection  with  that  of  corsets.  Exhibi- 
tion of  photographs  and  of  full-sized  graphic  studies  from  the 
living  model  under  differing  conditions  was  given. 

SURGICAL  treatment  OF  DYSMENORRHEA  AND   STERILITY 

IN  WOMEN. 

Professor  Samuel  Pozzi,  of  Paris,  France,  read  a  paper  on 
this  subject  in  which  he  described  a  new  operation,  the  technic 
of  which  is  as  follows : 
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a.  Preliminary  Dilatation  and  Curettage. — The  cervix  of  the 
uterus  is  first  exposed  by  means  of  specula  held  by  assistants 
and  is  seized  with  great  care  owing  to  the  extreme  narrowness  of 
the  aperture.  A  bullet  forceps  is  next  taken  up  and  one  of  its 
branches  is  passed  through  the  or  fice  into  the  cervix  when  the 
other  branch  clasps  the  lower  wall  of  the  cervix,  so  the  forceps 
immobilizes  the  lower  lip.  Another  bullet  forceps  is  placed  in 
similar  fashion  on  the  anterior  lip.  (Sometimes  the  aperture 
is  too  small  to  allow  a  branch  of  the  bullet  forceps  to  pass. 
If  such  should  prove  to  be  the  case  however,  then  the  aperture 
must  be  increased  by  two  small  lateral  cuts.)  Straight  scissors 
are  next  required  to  proceed  with  the  bilateral  discission  of  the 
cervix,  in  a  length  of  2  or  3  cm.  Similar  section  is  made  on 
the  other  side. 

Next  comes  the  progressive  dilatation  of  the  cervical  canal 
with  Hegar's  sounds  for  bougies;  these  may  be  used  easily  up  to 
No.  20  or  30,  thanks  to  the  preliminary  bilateral  section. 

I  always  perform  the  curettage,  even  exploratory.  I  follow 
up  curettage  with  an  intrauterine  aseptic  flushing;  secondly,  an 
injection  of  perchloride  of  iron,  and,  thirdly,  another  aseptic 
injection.     I  then  perform  the  principal  operation  on  the  cervix. 

b.  Stomatoplasty.  First  Stage. — Owing  to  the  bilateral  in- 
cision made  at  the  beginning  of  the  operation,  the  cervix  is 
divided  by  halves;  one-half  anterior  and  superior,  the  other 
posterior  and  inferior.  This  first  stage  is  something  like  the 
bilateral  incision  of  the  cervix  in  Sims'  operation. 

Second  Stage. — Each  half  of  the  cervix  is  now  seen  divided  into 
three  surfaces — one  median  and  two  lateral.  The  median  is 
formed  by  the  mucous  groove;  the  two  lateral,  of  a  triangular 
shape,  are  the  bleeding  surfaces  of  section. 

If  now,  acting  as  did  Sims,  we  were  to  leave  these  surfaces  to 
heal  freely,  cicatrization  of  the  divided  part  could  partly  come  on 
and  the  result  could  be  negative.  To  prevent  it,  I  conceived  the 
idea  of  uniting  the  internal  cervical  mucous  membrane  with  the 
external  cervical  mucous  membrane;  but,  as  neither  of  them  are 
sufficiently  extensible  to  cover  up  the  bleeding  triangular  surfaces, 
I  found  it  necessary  to  cut  out  a  strip  of  tissue  between  them. 
With  a  pointed,  sharp  knife  an  incision  is  made  along  each  side 
of  the  bleeding  triangular  surfaces,  the  knife  cutting  obliquely 
from  top  to  bottom,  so  that,  in  its  depth,  each  section  goes  to 
meet  the  other.  Four  strips  are  thus  cut  off,  two  on  each  half 
of  the  divided  neck.  Of  course,  this  is  the  most  delicate  part  of 
the  operation,  and  requires  great  care. 

Third  Stage. — When  the  evidement  is  performed,  suture  takes 
place.  This  consists  in  uniting  the  internal  mucosa  of  the  cer- 
vical canal  to  the  external  vaginal  mucosa  over  the  cervix,  thus 
closing  exactly  the  four  small  wounds.  Silver  wires  are  used. 
They  must  be  preferred  to  catgut  because  the  latter  is  too  rapidly 
dissolved.  I  generally  use  Hagedorn's  small  needles,  but  ordi- 
nary flat  needles,  curved,  may  be  used.     A  silver  wire  is  first 
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passed  at  the  level  of  the  commissure  or  angle  of  section,  from  the 
vaginal  to  the  uterine  mucosa.  This  stitch  is  at  once  drawn  tight 
and  thus  secures  the  immediate  approximation  of  the  commissure, 
and  has  a  double  advantage;  it  gives  partly  hemostasis,  and  facili- 
tates the  passing  of  the  other  stitches  by  bringing  the  edges  of  the 
wound  in  direct  opposition.  A  second  thread  should  be  placed 
on  the  lips  of  the  wound  near  the  angle,  taking  first  the  vaginal 
mucosa  and  then  coming  out  in  the  mucosa  of  the  cervical  canal, 
near  to  its  edge.  (The  extremities  of  each  silver  thread  are  se- 
cured by  a  forceps  for  a  little  while.)  A  third  thread  is  placed  in 
the  same  manner,  more  forward;  generally,  two  threads  are  suffi- 
cient to  close  the  wound.  These  threads  are  moderately  tightened 
by  being  twisted  one  over  the  other,  either  with  the  hand  or  with 
a  serre-fil,  as  in  the  operation  of  vesicovaginal  fistula.  When 
the  sutures  are  all  performed,  I  make  the  twisted  wires  go  through 
small  perforated  lead  bullets,  or  shot,  which  are  next  crushed 
with  forceps,  and  the  extremities  of  the  threads  are  cut  close  up 
the  lead  which  stands  about  2  or  3  cm.  distant  from  the  suture. 

There  is  a  double  benefit  in  using  these  securing  shot;  first, 
they  are  guiding-marks  to  show  where  the  threads  are  at  the 
time  of  taking  them  off,  and,  moreover,  they  prevent  the  sharp 
ends  of  the  threads  from  wounding  the  vaginal  walls.  In  all  ten 
metalhc  sutures  are  generally  used  for  exact  closing  of  the  four 
sections.  It  is  only  on  the  twelfth  or  fifteenth  day  that  the 
suture  wires  are  taken  away.  This  is  easily  effected,  thanks  to 
the  shot,  which  serve  as  guiding-marks  to  the  silver  wires.  One 
must  be  careful  to  cut  the  ring  of  the  suture  and  not  the  twisted 
ends  of  threads.  In  the  first  days  after  the  operation  is  com- 
pleted, the  cervix  presents  a  peculiar  aspect — duck's  beak.  The 
two  lips  are  separate,  like  two  little  valves.  But,  very  rapidly, 
owing  to  the  progress  of  cicatrization,  a  kind  of  retraction  comes 
in  and  the  cervix  is  quite  like  it  would  be  after  confinement  with- 
out laceration.  The  cervical  metritis,  if  it  existed,  is  rapidly 
healed  by  the  free  drainage  of  the  mucus  and  antiseptic  douches. 

Results. — I  have  obtained  the  most  satisfactory  results  from 
this  small  operation,  the  benignity  of  which  is  absolute. 

When  care  is  taken  to  operate  aseptically  and  only  in  cases 
where  no  lesions  of  the  appendages  exist,  no  accident  need  be 
feared,  especially  no  primary  or  secondary  hemorrhage,  for  the 
accurate  union  of  the  wound  allows  no  oozing  of  blood.  Nor  is 
subsequent  infection  possible,  as  it  is  where  the  cervical  wound 
has  been  left  open  to  spontaneous  cicatrization. 

I  can  say  that  personally  I  have  not  experienced  a  single 
complete  failure.  Success  is  constant  as  regards  dysmenorrhea 
which  is  immediately  and  definitely  cured.  Cervical  metritis 
due  to  stenosis  rapidly  disappears,  including  leukorrhea.  As 
regards  sterility,  in  more  than  25  per  cent,  of  my  cases  pregnancy 
followed  the  operation,  going  to  term  without  any  accident, 
labor  being  normal.  Rigidity  of  the  cervix  is  not  to  be  feared, 
for  there  is  no  cicatricial  tissue  as  it  occurs  after  some  amputations 
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of  the  cervix.  Several  of  my  cases  are  truly  remarkable:  women 
who  had  been  married  for  five,  ten  and  even,  in  one  instance, 
sixteen  3-ears,  never  becoming  pregnant,  were  impregnated  some 
months  after  the  operation. 

I  feel  assured  that  the  operation  I  have  described  is  a  real 
improvement,  and  I  take  the  liberty  of  submitting  it  to  my 
American  colleagues,  hoping  that  they  will  try  it,  and  that  the 
American  women,  as  well  as  French,  will  profit  by  it. 

POSTOPERATIVE  PERITONEAL  ADHESIONS. 

Dr.  George  Gellhorn,  of  St.  Louis,  Mo.,  detailed  experi- 
mental studies  of  postoperative  peritoneal  adhesions.  In 
summing  up  his  experimental  studies  on  the  subject  and  trying 
to  utilize  them  for  practical  purposes,  he  suggested  that  the 
multitude  of  causes  of  postoperative  adhesions  would  also 
necessitate  a  multitude  of  preventive  measures,  and  that,  there- 
fore, the  following  precautions  should  be  considered  either 
wholly  or  in  part:  (i)  All  proph3dactic  measures  mentioned  in 
connection  with  primary  adhesions.  (2)  Bier's  hyperemia  in 
the  form  of  dry  heat.  (3)  Hypodermic  injection  of  fibrolysin  or 
thiosinamin.  (4)  Drainage  with  the  liquor  of  aluminum  acetate 
after  certain  vaginal  operations  (5)  Prompt  provocation  of 
peristalsis  by  hypodermic  injection  of  physostigmin,  together 
with  improvement  of  the  passive  mobility  of  the  intestines  by 
means  of  mucilage.  (6)  Interposition  of  lanolin,  provided 
further  experiments  will  prove  its  harmlessness  to  the  human 
organism  and  efficacy  as  to  the  preventions  of  adhesions. 

SIGNIFICANCE    OF    PERITONEAL    ADHESIONS    FOLLOWING 
OPERATIONS. 

Dr.  Henry  T.  Byford,  of  Chicago,  while  classifying  the 
formation  of  adhesions  as  one  of  the  defensive  acts  of  the  peri- 
toneum, called  particular  attention  to  their  secondary  or  harm- 
ful effects.  He  claimed  that  operations  which  led  to  their 
production  were  either  imperfectly  or  improperly  performed. 

He  called  attention  to  the  fact  that  extensive  adhesions  follow- 
ing poorly  performed  operations  sometimes  caused  more  suffer- 
ing than  was  felt  before.  He  illustrated  by  cases  from  his 
records  the  fact  that  serious  conditions  were  sometimes  due  to 
postoperative  adhesions  of  limited  extent,  and  might  be  relieved 
by  their  separation.  Also  that  the  mere  separation  of  adhesions 
about  diseased  organs  might  lead  to  a  cure  of  the  symptoms, 
and  that  when  the  original  causes  of  the  adhesions  were  removed 
the  secondary  adhesions  that  followed  a  properly  performed 
operation  were  less  extensive  and  less  permanent.  When  post- 
operative adhesions  were  intestinal  in  character,  muscular 
exercise  and  intestinal  activity  tended  to  relieve  them  without 
operative  aid. 

Omental  adhesions  caused  less  immediate  trouble,  but  the 
omentum  had  not  the  power  of  separating  itself  as  had  the  small 
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intestines.  They  acted  by  interfering  with  the  functions  of  the 
organs  to  which  the  omentum  was  attached  and  by  dragging 
upon  the  stomach  and  colon,  causing  or  perpetuating  gastropto- 
sis  and  dilatation  of  the  stomach.  He  concluded  with  the  follow- 
ing statements: 

"The  prevention  of  these  postoperative  adhesions  is  not  to 
be  attained  by  any  one  procedure  or  remedial  agent,  but  by  a 
properly  executed  technic.  My  own  preference  is  for  small 
incisions  with  the  performance  of  as  much  as  practicable  of  the 
deep  work  by  the  aid  of  the  touch,  and  of  the  remainder  at  the 
surface,  and  without  the  introduction  of  sponges  or  packs  into 
the  abdominal  cavity.  This  kind  of  technic  is  particularly 
apphcable  to  adnexa  and  appendiceal  work  during  the  quiescent 
stage  of  the  disease.  I  make  a  small  incision,  introduce  two 
fingers  of  the  left  hand,  separate  the  adherent  parts  if  adhesions 
exist,  and  draw  the  parts  to  the  depressed  surface.  The  peri- 
toneal edges  of  the  incision  are  then  approximated,  if  necessary, 
and  held  so  in  the  bite  of  a  pair  of  hemostatic  forceps,  and  a 
piece  of  gauze  or  rubber  dam  adjusted  around  the  elevated  parts 
and  over  the  wound.  After  dropping  the  stump  or  sutured  part, 
the  edges  of  the  wound  are  separated,  the  blood  sponged  from 
the  surface,  and  a  fenestrated  glass  tube  passed  down  to  the 
posterior  culdesac  or  pelvic  walls,  and  the  blood  sucked  out  by 
means  of  a  small  rubber  tube  attached  to  a  glass  piston  syringe. 
Thus  the  manipulation  of  the  viscera  and  their  exposure  to  air 
or  contact  with  gauze  is  reduced  to  a  minimum.  Sometimes 
this  kind  of  technic  can  be  employed  with  incisions  large  enough 
to  admit  the  hand  The  peritoneal  edges  are  sutured  with  fine 
plain  catgut  that  will  be  absorbed  quickly  and  give  rise  to  but 
little  exudate.  When  septic  conditions  and  deep  suturing  or 
other  manipulations  requiring  the  supervision  of  sight  are 
present,  it  is,  of  course,  necessary  to  make  a  long  incision  and 
pack  the  intestines  out  of  the  way.  In  pelvic  cases,  after  a 
digital  exploration,  I  place  the  patient  in  the  Trendelenburg 
position  and  try  and  make  the  intestines  sink  out  of  the  field  of 
the  operation  and  assume  their  own  position.  A  firm  immovable 
barrier  of  gauze  can  then  be  placed  against  them,  with  almost 
no  manipulation  or  relative  displacement. 

"Thus  there  are  two  methods  of  procedure  adapted  to  different 
classes  of  cases,  and  each  possessing  its  own  peculiar  advantages 
with  reference  to  the  avoidance  of  postoperative  adhesions. 

"  With  regard  to  drainage  in  laparotomies  for  pelvic  conditions, 
I  have  the  best  results,  strange  to  say,  with  the  old-fashioned 
glass  fenestrated  test-tube.  But  I  only  leave  it  in  place  for  a 
few  hours  and  then  supplant  it  by  a  strip  of  gauze  that  barely 
penetrates  between  the  peritoneal  edges.  This  gauze  is  changed 
about  every  four  hours  for  two  or  three  times  and  the  opening 
then  allowed  to  heal  by  adhesion  or  so-called  first  intention. 
Such  slight  intestinal  adhesions  as  form  are  soon  broken  up  by 
peristalsis.     When  a  gauze  tampon  drain  is  required,  I  prefer 
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to  place  it  low  down  and  bring  the  end  out  through  a  large 
opening  in  the  posterior  vaginal  fornix,  and  thus  avoid  the 
production  of  extensive  adhesions." 

INTESTINAL  AND  OMENTAL  ADHESIONS. 

Dr.  John  G.  Clark,  of  Philadelphia,  discussed  the  anatomical 
and  pathological  factors  concerned  in  the  promotion  of  adhesions, 
and  described  some  hitherto  overlooked  points  in  the  technic 
which  lead  to  this  sequel.  He  likewise  spoke  of  the  frequency 
of  postoperative  adhesions  and  discussed  their  treatment. 

OMENTAL  and  INTESTINAL  ADHESIONS. 

Dr.  Henry  C.  Coe,  of  New  York,  read  a  paper  on  this  subject, 
which  will  be  published  in  this  Journal. 

ADHESIONS  FOLLOWING  ABDOMINAL  SECTIONS. 

Dr.  J.  Clarence  Webster,  of  Chicago,  said  that  the  ideal 
abdominal  section  should  not  be  followed  by  the  adhesion  of 
structures  not  normally  adherent.  In  many  cases  circumstances 
beyond  the  control  of  the  operator  made  it  impossible  to  achieve 
this  ideal.  Thus  with  a  ruptured  appendix  or  pus  tube,  with 
infection  of  the  peritoneum,  one  could  only  expect  this  post- 
operative complication.  While  peritoneal  adhesions  may  often 
be  found  in  those  whose  health  is  very  satisfactory,  they  must  be 
regarded  as  a  frequent  cause  of  pain,  soreness,  alimentary  dis- 
turbances, neurosis,  etc.,  and  as  an  occasional  cause  of  serious 
intestinal  obstruction.  It  should  be  the  aim  of  the  operator  to 
make  a  careful  study  of  the  various  factors  concerned  in  the 
production  of  adhesions.  These  factors  were  mainly  local  in 
character  and  related  to  details  of  technic,  though  it  was  not 
unlikely  that  other  general  factors,  namely,  prolonged  anesthesia, 
systemic  weakness,  and  anemia  might  contribute  to  the  peri- 
toneal changes. 

He  had  often  covered  large  raw  areas  on  the  uterus,  intestine, 
broad  ligaments,  or  parietes  with  omental  grafts,  stitching  the 
latter  with  fine  catgut. 

Denuded  areas  on  the  anterior  surface  of  the  pyloric  end  of 
the  stomach  and  first  part  of  the  duodenum,  left  after  the  re- 
moval of  adhesions  in  the  region  of  the  gall-bladder,  he  had 
several  times  covered  by  turning  up  the  great  omentum  and 
securing  it  with  catgut  stitches.  After  bilateral  removal  of 
tumors  or  infected  tubes  and  ovaries,  where  extensive  separa- 
tion of  adhesions  had  to  be  carried  out,  it  was  impossible  to 
prevent  the  descent  of  intestines  into  the  pelvic  cavity  with 
consequent  development  of  adhesions. 

For  eight  years  h-"  had  practised  the  following  maneuvers  to 
avoid  this  complication: 

I.  Removal  of  the  ulerus  should  be  carried  out,  its  anterior 
peritoneal  layer  being  left  continuous  with  the  broad  ligament. 
Bleeding  points  were  secured  and  a  strip  of  gauze  was  passed 


AMERICAN   GYNECOLOGICAL   SOCIETY  1033 

into  the  vagina,  its  upper  end  resting  in  the  pelvis  just  above  the 
opening  in  the  fornix.  The  broad  Hgaments  with  the  intervening 
uterine  peritoneum  forming  a  flap  across  the  pelvis  was  turned 
backward  and  stitched  to  the  parietes  and  rectum  so  as  to  form 
a  new  covering  on  the  pelvic  floor. 

2.  When  the  raw-  area  was  too  extensive  to  be  covered  in  this 
way,  he  stitched  the  uteroligamentous  flap  to  the  upper  part  of 
the  rectum  and  its  mesentery  as  it  lay  in  a  natural  oblique 
direction  across  the  velvis.  In  the  right  upper  portion  of  the 
pelvis,  near  the  brim,  the  mesentery  was  stitched  to  the  parietal 
peritoneum.  In  this  way  the  pelvic  cavity  might  be  entirely 
shut  off  from  the  general  abdominal  cavity  and  the  latter  might 
often  be  left  without  a  single  raw  area.  This  procedure  w^as  of 
the  greatest  value  when  the  pelvis  w^as  infected  or  when  the 
lower  part  of  the  rectum  had  been  left  in  an  injured  condition, 
so  that  there  w^as  doubt  as  to  what  might  happen  ito  it.  Vaginal 
drainage  might  be  kept  up  without  any  risk  of  contaminating 
the  general  peritoneal  cavity.  The  latter  might  be  independ- 
ently drained  if  thought  advisable.  The  rectum  w^as  not  in- 
terfered with  by  this  method.  He  had  never  had  any  trouble 
with  it  in  several  hundred  cases.  Very  rarely  the  rectum  and 
peritoneal  flaps  could  not  be  used  to  cover  the  pelvis  completeh-. 
In  such  a  case,  a  gap  might  be  left  in  the  right  posterior  half  of 
the  pelvic  brim  and  the  cecum,  if  movable,  might  be  used, 
after  the  removal  of  the  appendix,  to  complete  the  deficiencv, 
a  few  stitches  being  used  to  attach  it  to  the  rectum  and  the 
parietal  peritoneum.  This  procedure  gave  very  satisfactory 
results. 

ILEUS. 

Dr.  William  H.  Wathen,  of  Louisville,  Kentucky,  said  that 
for  postoperative  ileus  w^e  should  substitute  postoperative 
paralytic  intestinal  obstruction,  partial  or  complete,  temporary 
or  permanent;  for  the  word  ileus,  in  its  etymology,  has  no 
pathological  significance,  and  should  be  eliminated  from  techni- 
cal nomenclature. 

The  partial  or  complete  postoperative  obstruction  in  the 
gastrointestinal  tract  might  be  either  primarily  paralytic  or 
mechanical,  which,  if  not  operated  on  promptly,  was  followed 
by  a  loss  of  motility,  and  then  the  symptoms  were  often  so 
nearly  identical  that  a  differential  diagnosis  could  not  be  made. 

The  paralytic  form  might  be  caused:  (i)  by  violent  inhibitory 
impulses  transmitted  to  the  muscle  walls  of  the  intestines  froin 
the  central  nervous  system  by  the  splanchnic  nerves  through 
the  sympathetics;  (2)  by  the  destruction  or  impairment  of  the 
neurogenic  energy  and  the  myogenic  force  in  the  walls  of  the 
intestines  upon  w^hich  motihty  and  peristalsis  depended,  resulting 
from  the  poisonous  action  of  bacterial  enzymes  from  the  intes- 
tines or  the  peritoneal  cavity  upon  the  nerves  of  muscles  in  the 
bowel  walls,  or  from  traumatism,  or  (3)  by  the  combined  action 
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of  the  central  inhibitory  splanchnic  impulses,  with  impairment 
or  destruction  of  the  neurogenic  energy  and  myogenic  force  in 
the  intestines  caused  by  bacterial  poisons  or  traumatism. 

To  better  understand  postoperative  paralytic  bowel  obstruc- 
tion, and  also  postoperative  mechanical  bowel  obstruction, 
simple,  or  followed  by  bowel  paralysis,  it  was  necessary  to  study 
the  research  work  done  upon  the  gastrointestinal  tract  bearing 
upon  its  anatomy,  physiology,  motility,  and  bacteriology. 

He  suggested  also  that  to  better  understand  the  physiology, 
the  motility,  and  the  peristalsis  of  the  gastrointestinal  tract, 
which  was  necessary  to  understand  paralytic  obstruction,  we 
should  make  a  division  by  function  rather  than  form.  The 
first  third  of  the  tract  extending  to  below  the  entrance  of  the 
bile  and  pancreatic  ducts,  in  which  part  digestion  is  mainly 
completed;  the  second,  from  this  point  to  the  splenic  flexure, 
in  which  absorption  is  practically  completed;  the  third,  the 
descending  colon,  sigmoid  flexure,  and  rectum,  the  part  of  the 
bowel  used  for  storage  and  expulsion  of  feces  and  gases. 

He  dwelt  extensively  upon  the  motility  of  the  entire  tract, 
saying  that  with  the  exception  of  about  one-half  of  the  esophagus 
and  the  sigmoid  flexure  and  the  rectum,  motility  and  peristalsis 
were  generated  in  the  bowel  walls,  and  after  resection  of  all 
extrinsic  nerve  supply  these  movements  continued  practically 
normal. 

He  referred  to  the  various  experimental  research  work  of  the 
best  men  to  demonstrate  these  points.  The  first  and  last  parts 
of  the  bowel  must  be  under  central  nervous  influence,  because 
we  must  have  control  of  what  entered  the  stomach  and  what 
passed  out  of  the  bowel. 

The  author  then  referred  to  the  fact  that  in  paralytic  obstruc- 
tion the  bowel  walls  were  infiltrated  with  bacteria  or  toxic  bac- 
erial  products  from  the  contents  in  the  bowel,  and  also  from  the 
peritoneal  cavity,  if  there  was  peritonitis.  He  said  that  it  was 
often  impossible  to  differentiate  between  a  paralytic  and  mechan- 
ical obstruction  after  the  bowel  had  become  distended. 

Where  intestinal  mechanical  obstruction  could  be  timely 
recognized,  he  advised  an  immediate  operation,  and  sometimes 
resection  of  the  injured  bowel.  He  suggested  rapid  work  in  these 
operations  and  as  little  traumatism  as  possible  to  the  intes- 
tines or  the  mesentery.  In  some  instances  he  advised  enter- 
otomy,  and  again  enterostomy. 

No  food  or  liquid  should  be  given  the  stomach,  but  stomach 
lavage  should  be  frequently  repeated  where  the  bowel  contents 
had  regurgitated  into  the  stomach  and  were  not  easily  vomited. 
The  patient  should  be  placed  in  the  semisitting  or  sitting  pos- 
ture and  the  tissues  of  the  body  supplied  with  water  per  rectum, 
after  the  fashion  advised  by  Murphy.  In  some  instances  rela- 
tively large  enemata,  to  which  might  be  added  a  little  alum  or 
some  carminative  might  be  used,  but  not  repeated  too  often,  and 
the  bowel  never  overdistended;  this  might  empty    the    colon, 
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thereby  removing  colonic  obstruction  to  the  flow  of  the  contents 
of  the  small  bowel. 

He  said  that  paralytic  intestinal  obstruction  was  now  relatively 
infrequent  when  compared  with  the  results  of  our  work  in  the 
past;  this  he  believed  was  due  to  a  better  preparation  of  our 
patients,  to  a  better  technic,  more  rapid  operation,  more  gentle 
handling  of  the  intestines,  and  a  better  asepsis.  Unless  immediate 
operation  was  imperative,  a  large  dose  of  castor  oil  should  be 
given  one  or  two  days  before  the  operation,  and  no  liquid  food 
taken  during  that  time.  After  the  operation  purgation  should 
be  avoided,  and  no  food  of  any  sort  given  for  several  days,  and 
not  until  gas  was  passing  freely;  if  necessary,  nutrition  should  be 
given  by  the  bowel. 

He  advised  against  drainage  where  it  could  be  avoided,  but 
when  necessary  use  the  rubber  split  or  fenestrated  tube,  and 
never  use  gauze  except  to  control  the  dangerous  oozing  of  blood 
or  to  isolate  an  infected  area,  believing  it  responsible  in  the  past 
for  much  postoperative  trouble. 

While  in  his  earlier  practice  he  frequently  met  with  a  degree 
or  a  fatal  condit.on  of  postoperative  paralytic  obstruction,  he 
seldom  saw  any  now,  and  it  was  gradually  becoming  less  in  the 
work  of  experienced  and  careful  abdominal  surgeons.  He  es- 
pecially emphasized  the  fact  that  preventive  treatment  was  more 
important  than  the  postoperative. 

POSTOPERATIVE    PSYCHOSES. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Md.,  in  a  paper  on  this 
subject,  said  that  although  a  rather  frequent  and  extremely 
unfortunate  complication,  postoperative  psychoses  had  never- 
theless been  little  touched  on  in  the  literature  during  the  last 
twenty  years.  This  neglect  applied  both  to  surgeons  and  alien- 
ists. There  was  the  greatest  confusion  in  the  classification  of 
postoperative  insanities,  some  limiting  these  cases  to  such  as 
were  of  definite  infectious  origin,  while  others  specifically  ruled 
out  cases  due  to  infection  as  well  as  those  due  to  drugs  and  auto- 
intoxications. The  kinds  of  insanity  belonging  to  this  group 
have  been  but  little  dealt  with  in  the  existing  literature,  which 
was  fully  referred  to  in  the  original  text.  The  author  limited 
these  cases  to  the  severe  mental  disturbances  which  occurred 
after  operation,  and  which  were  not  due  to  infective  processes 
nor  to  drugs,  and  not  apparently  to  autointoxications.  His  ma- 
terial was  limited  largely  to  adult  women,  and  the  majoritv  of 
his  operations  had  been  gynecological. 

The  period  of  greatest  frequency  was  in  the  decennium  be- 
tween thirty-five  and  forty-five  years  of  age.  Milder  cases  of 
mental  aberration  which  occurred  much  more  frequently — once 
in  every  twenty-six  cases  in  the  author's  experience — were  in- 
cluded in  this  consideration.  The  relationship  of  the  group  to 
the  severer  forms  was   however,  pointed  out.     The  frequency  of 
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definite  insanity  after  operation  was  represented  by  forty  cases 
in  1, 600,  or  one  in  every  400,  less  frequent  than  in  the  series  of 
Werth  and  Urbach. 

From  an  analysis  of  these  forty  cases,  the  author  concluded 
that  the  kind  of  operation,  its  duration,  its  severit}^  and  the 
anesthesia  had  but  little  to  do  with  the  production  of  the  condi- 
tion, for  in  this  series  the  operation  most  frequently  followed 
by  mental  trouble  was  perineal  repair  for  relaxed  vaginal  outlet. 
The  ovaries  were  removed  in  twelve  of  the  forty  cases.  Almost 
every  form  of  gynecological  operation  could  be  followed  by  this 
condition.  Iodoform  poisoning  apparently  played  a  very 
subsidiary  role.  Heredity  is  an  important  factor,  and  above 
everything  else  the  mental  condition  of  the  patient  determined 
the  result.  The  history  of  an  unstable  nervous  system  (not 
necessarily  previous  insanity),  prolonged  worry,  and  dread  of  the 
operation,  the  patient  being,  as  it  were,  literally  pushed  into  it — 
such  were  the  most  influential  causes  of  postoperative  mental 
disturbance.  The  commonest  kind  of  nsanity  after  operation 
was  the  acute  hal  ucinatory  confusional,  but  any  form  may  occur 
in  an  individual  predisposed.  The  author  had  had  ten  acute 
manias,  four  melancholias,  and  fifteen  acute  hallucinatory 
confusional  insanities.  The  author  described  briefly  the  kinds 
of  insanity  and  the  earmarks  of  each.  The  majority  of  cases 
began  between  the  second  and  tenth  days  after  operation,  some 
immediately  after  it,  and  some  later  than  the  tenth  day.  There 
was  no  deleterious  influence  of  the  mental  condition  on  the  heal- 
ing of  the  incision,  as  had  been  stated.  The  duration  of  the 
insanity  varied  in  these  patients  all  the  way  from  two  weeks 
to  a  lifetime.  Speaking  generally,  the  prognosis  was  favorable. 
In  a  part  of  the  series  where  the  histories  had  been  more  carefully 
followed,  fifteen  cases  occurred,  and  of  these  thirteen  recovered. 

The  treatment  should  be  largely  prophylactic,  i.e.,  the  type 
of  individual  referred  to  as  likely  to  have  the  upset  should  be  op- 
erated upon  only  when  absolutely  necessary,  and  before  operation 
every  effort  should  be  made  to  disabuse  their  minds  of  dread, 
terror,  and  exaggerated  notions  about  what  they  were  going 
through.  The  surgeon  himself  and  the  nurse  who  would 
have  charge  should  have  the  complete  confidence  and  trust  of 
the  patient.  In  the  treatment  of  the  insanity,  when  once  devel- 
oped, the  advice  of  a  psychiatrist  was  invaluable.  The  sur- 
roundings should  be  such  that  the  patient  could  be  fed  regularly 
and  kept  quiet,  all  implements  or  means  by  which  they  might 
do  themselves  personal  injury  should  be  placed  out  of  their 
hands.  The  author  drew  attention  to  the  care  necessary  in  com- 
mitting these  patients  to  insane  asylums,  as  such  a  procedure 
might  possibly  give  rise  to  subsequent  legal  complications. 

The  author's  conclusions  were  as  follows: 

I  Postoperative  psychoses,  seen  often  in  childhood  and  the 
aged,  occurred  also  in  women  in  the  prime  of  life,  most  frequently 
between  the  ages  of  thirtv-five  and  fortv-five. 
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2  Anesthesia,  physical  shock,  the  kind  or  severity  of  the 
operation  were  not  effective  causative  agents. 

3.  Infection,  autointoxication,  drug  intoxication  were  im- 
portant factors,  but  there  were  many  psychoses  entirely  indepen- 
dent of  them. 

4.  Mild  aberrations  of  a  transitory  nature  were  ver}^  common. 

5.  An  unstable  nervous  system  and  especially  undue  anxiety 
and  worry  about  the  operation  and  the  trouble  which  led  to  the 
operation  were  the  most  potent  factors  in  bringing  about  pro- 
found nervous  sequelae. 

6.  Prognosis  was  favorable. 

7.  Prophylaxis  consisted  in  quieting  and  reassuring  the  patient. 
In  this  connection  the  nurse  was  most    mportant. 

8.  Care  should  be  taken  to  avoid  any  legal  or  forensic  compli- 
cations by  frankly  dealing  with  the  family  from  the  onset  of  the 
trouble. 


NOTE    ON  ACUTE  DILATATION  OF  THE  STOMACH 
POSTOPERATIVE.* 

BY 

EGBERT  H.  GRANDIN,  M.  D., 

New  Yoik. 

Study  of  the  literature  proves  this  postoperative  complication 
to  be  fairly  frequent,  obscure  in  diagnosis,  and  unusually  fatal. 
It  is  insidious  in  onset  and  yet,  unless  recognized  early,  therapeu- 
sis  appears  to  be  futile.  I  recall  but  two  cases,  which  I  report 
in  the  hope  that  the  members  may  be  in  a  position  to  give  me 
information  as  regards  early  diagnosis  and  rational  therapeusis. 
Likely  enough,  I  have  seen  more  than  these  two  cases,  but  the 
following  are  the  only  ones  recognized,  and  this  limited  experience 
satisfies  me  that  our  present  means  of  diagnosis  are  inexact  even 
as,  in  uncomplicated  dilatation,  our  therapeusis  is  nugatory  ex- 
cept when  the  condition  is  recognized  in  its  stage  of  inception. 
Further  still,  it  appears  to  me  that  the  condition  is  rarely  un- 
complicated— that  is  to  say,  there  is  often  an  associated  paresis  of 
one  or  another  portion  of  the  intestinal  tract,  and  this  again 
shrouds  diagnosis  in  obscurity. 

Case  I. — The  indication  for  operation  here  was  multiple 
fibroids  and  double,  sterile  p3^osalpinx.  The  cervix  being 
diseased,  total  abdominal  hysterectomy  was  performed.  The 
operation  was  of  about  one  hour  duration  and  offered  no  special 
difficulties.  The  raw  supravaginal  region  was  covered  with  sterile 
plain  gauze,  and  this  was  carried  into  the  vagina.  Within  twelve 
hours  the  subject  became  tympanitic  and  vomiting  started  in 

*  Read  by  title  before  the  American  Gynecological  Society,  April  22,  1909. 
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with  violence.  Although  the  subject  had  r.eceived  only  a  few- 
ounces  of  water,  gastric  lavage  removed  about  one  quart  of  dark- 
ish fluid,  nonodorous.  The  tympanites  was  general,  and  high 
enemata  of  ox-gall  and  later  of  alum  failed  to  relieve  the  paresis 
of  the  intestines.  Hyoscin,  grain  one-fiftieth,  was  ordered 
hypodermically,  hourly  for  three  doses,  and  gastric  lavage  was 
repeated  every  two  hours  with  similar  result  as  regards  the 
amount  of  fluid  withdrawn,  and  this  fluid  became  blacker.  At 
the  end  of  six  hours  the  intestinal  spasm  relaxed,  and  at  the  end 
of  twenty-four  hours  the  vomiting  ceased  and  the  subject  made 
an  uninterrupted  recovery. 

Case  II. — This  subject  was  aged  forty-two  and  a  widow.  She 
was  a  woman  of  large  build,  weighing  nearly  250  pounds.  Two 
years  previously  I  had  curetted  her  for  metrorrhagia  and  had 
performed  multiple  myomectomy.  My  desire  was  in  favor  of 
complete  hysterectomy,  but  this  she  declined,  a  second  marriage 
being  contemplated.  Convalescence  was  uneventful.  In  Decem- 
ber, 1908,  the  woman  returned  to  me,  still  a  widow,  gave  me  a 
history  of  regular  menstruation,  and  on  examination  I  found 
multiple  fibroids.  She  had  slight  rise  of  temperature  and  tender- 
ness over  one  fibroid  mass,  which  made  me  suspicious  of  probable 
necrosis.  I  urged  operation  as  soon  as  feasible.  She  reappeared 
in  February,  1909,  the  abdomen  larger,  with  again  temperature 
and  decided  tenderness  over  the  left  area.  She  was  so  exceed- 
ingly stout  that  accurate  palpation  was  not  possible.  She  was 
operated  on  within  twenty-four  hours.  On  opening  the  abdomen 
I  found  I  was  dealing  with  pregnancy  plus  fibroids.  It  turned 
out  to  be  an  instance  where  "women's  bellies"  were  more  to  be 
believed  than  their  words — to  paraphrase  a  statement  of  Robert 
Battey's.  I  opened  the  uterus,  removing  a  three  months'  fetus, 
and  then  performed  a  supravaginal  hysterectomy,  the  cervix 
being  in  good  condition.  The  operation  was  a  difficult  one, 
owing  to  the  enormous  thickness  of  the  abdominal  parietes,  and 
the  woman  was  in  the  Trendelenburg  posture  for  fully  one  hour. 
She  reacted  well  from  the  operation,  had  but  little  vomiting,  and 
this  more  a  "bubbling  over" — a  matter  which  I  now  think 
should  have  impressed  me  more.  At  the  end  of  twenty-four 
hours  she  began  to  be  tympanitic,  and  this  yielded  to  three  doses 
of  hyoscin.  The  bowel  also  responded  to  a  high  glycerin  enema. 
The  vomiting,  or  rather  the  bubbling  over  continuing,  I  washed 
out  the  stomach  and  removed  over  two  quarts  of  blackish 
fluid.  Notwithstanding  lavage  every  two  hours,  the  woman 
went  from  bad  to  worse  and  died  in  thirty  hours  from  exhaustion 
with  signs  of  systemic  toxemia. 

To  oppose  these  cases:  In  the  one  I  dealt  with  primary  paresis 
of  the  entire  intestinal  tract — the  predominating  element  being 
intestinal.  In  the  other  there  existed  associated  paresis  of  the 
gut,  but  the  factor  of  note  was  the  gastric  dilatation.  In  short, 
in  case  of  intestinal  paresis  we  possess  in  hyoscin  or  in  atropin 
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therapeusis  carrying  a  measure  of  certainty,  while  in  predominat 
ing  gastric  dilatation  I  question  if  it  has  any  value.  What  is 
desirable  here  is  earlier  diagnosis  and  treatment  of  a  more  radical 
nature,  perhaps  surgical.  We  cannot  order  gastric  lavage  in 
every  instance  of  postoperative  vomiting,  but  thus  we  might 
diagnosticate  very  early  this  untoward  comphcation.  What 
I  term  "bubbling  over"  from  the  stomach,  somewhat  as  a  full 
bottle  will  run  over  or  a  baby  will  allow  to  trickle  out  from  a  dis- 
tended stomach,  if  noted,  calls  for  immediate  and  repeated  lavage. 
Where  the  gastric  dilatation  exists  for  over  twenty-four  hours 
undetermined  the  upper  intestinal  tract  is  pouring  its  contents 
and  its  ferments  into  the  stomach  and  then  gastric  lavage  and 
drugs  would  appear  to  be  nugatory.  Whether  we  are  dealing 
with  a  gastromesenteric  ileus,  or  with  paralysis  of  the  gut  from 
the  jejunum  upward,  it  would  seem  that  our  mainstay  should  be 
surgery — possibly  a  jejunostomy  for  drainage,  rather  than  drug 
or  position.  But  then  to  be  of  value,  early  diagnosis  is  impera- 
tive. 

Finally,  from  an  etiological  standpoint,  can  the  neurotic 
stomach  of  pregnancy  enter  as  a  factor?  I  have  recently  heard 
of  three  instances  similar  to  my  second  case,  operated  upon  by 
experts,  where  the  issue  was  fatal.  In  these  cases  as  well  the 
women  were  stout  and  in  the  Trendelenburg  posture  for  fully  one 
hour.  Pressure  on  the  stomach  perhaps  leads  to  loss  of  tone, 
whence  relaxation  and  dilatation  with  their  untoward  sequelae. 

ii6  West  Seventy-sixth  Street. 


ACUTE   DILATATION   OF  THE  STOMACH   AS  A   POSTOPERATIVE 
COMPLICATION. 

Dr.  John  Osborne  Polak,  of  Brooklyn,  N.  Y.,  said  that  this 
complication  occurred  eight  times  in  one  thousand  abdominal 
sections.  There  were  two  deaths  in  patients  with  low  hemo 
globin  percentages,  and  low  red  cell  counts.  All  patients  were 
operated  upon  under  general  anesthesia.  They  were  in  the  ele- 
vated trunk  posture  at  the  time  of  occurrence.  Six  had  had 
septic  processes  before  operation.  One  had  previous  gastroptosis. 
Vomiting  began  from  twenty-four  to  fifty  hours  after  operation. 
There  was  diflFuse  abdominal  pain  and  thirst,  with  continuous 
and  persistent  regurgitant  vomiting,  without  peritoneal  irrita- 
tion, thus  enabling  one  to  make  the  diagnosis. 

Treatment  consisted  of  lavage,  starvation,  the  right  latero- 
prone  posture,  irrigation  by  the  Murphy  method,  and  nutrient 
enemata. 
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URETERAL    FISTULvE    AS    SEQUELS    OF    PELVIC    OPERATIONS. 

Dr.  John  A.  Sampson,  of  Albany,  New  York,  read  a  paper  on 
this  subject,  as  follows: 

Associated  with  the  advance  in  all  departments  of  surgery 
there  arises  a  new  series  of  complications  which  must  be  recog- 
nized, remedied,  and  finally  avoided.  One  of  the  most  serious 
complications  which  has  presented  itself  in  the  advance  in  pelvic 
surgery  is  that  of  injury  to  the  ureters  and,  as  postoperative 
sequelae  of  these  injuries,  ureteral  fistulae  have  often  resulted. 

The  relation  between  cancer  of  the  uterine  cervix  and  the 
uterus  caused  me  to  study  the  latter  under  normal  and  abnor- 
mal conditions  with  a  view  of  ascertaining  how  injury  to  them 
might  be  avoided  I  wish  to  present,  in  this  communication,  a 
brief  general  review  of  the  subject,  and  to  especially  emphasize 
certain  features  which  have  impressed  me  in  these  studies. 

Lateral  Disp  acement  of  the  Cervix.  —  Extreme  lateral  dis- 
placement of  the  cervix  brings  the  cervix  very  close  to,  or 
even  in  actual  contact  with,  the  ureter  of  the  side  toward  which 
the  cervix  is  displaced.  This  displacement  may  be  caused  by 
several  conditions,  such  as  a  tumor  which,  either  as  a  newgrowth 
or  an  exudate  situated  on  one  side  of  the  uterus,  pushes  the  cervix 
to  the  opposite  side,  adhesions  which  may  draw  the  uterus 
toward  the  same  side  of  the  pelvis,  or  contraction  of  the  base  of  the 
broad  ligament  as  the  result  of  infection  or  the  invasion  of  cancer. 
The  displacement  of  the  fundus  to  one  side  of  the  pelvis  may  tilt 
the  cervix  to  the  opposite  side.  The  lateral  position  may  also  be 
congenital  or  developmental.  Hysterectomy,  when  lateral 
displacement  exists,  is  not  necessarily  associated  with  danger 
of  ureteral  injury,  because  the  ureter  is  easily  pushed  to  one  side 
unless  there  are  adhesions  between  the  cervix  and  its  sheath  as 
the  result  of  infection  or  malignancy.  Under  the  latter  condi- 
tions the  ureter  within  its  sheath  will  be  carried  with  the  cervix 
when  the  uterus  is  drawn  upward,  and  it  will  be  difficult  to 
separate  them. 

Masses  Adherent  to  Peritoneum  Covering  the  Ureter. — A  mass, 
such  as  the  body  of  a  laterally  retroposed  uterus,  an  ovarian, 
tubal,  or  intestinal  inflammatory  mass  or  a  newgrowth,  may 
be  adherent  to  the  peritoneum  covering  the  ureter.  In  freeing 
such  masses  there  is  danger  of  tearing  the  peritoneum  which 
is  adherent  to  it.  When  this  portion  of  the  peritoneum  is  stripped 
from  the  side  of  the  pelvis  the  ureter,  which  is  attached  to  it 
by  its  sheath,  will  be  carried  with  it  and  may  be  injured.  It  has 
been  mistaken  for  a  blood-vessel,  and  clamped,  ligated,  and  cut 
between  the  ligatures. 

Intraligamentary  Tumors. — Such  tumors  in  their  extension 
may  lie  in  contact  with  the  ureter,  displace  it  laterally  or  even 
downward  or  upward;  the  displacement  varying  with  the  situa- 
tion and  size  of  the  tumor.  They  may  compress  the  ureter, 
causing  a  hydroureter,  or  even  surround  it.  Such  conditions 
are  usually  caused  by  a  parovarian  cyst  or  a  myoma  developing 
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between  the  folds  of  the  broad  Hgament.  Unless  the  surgeon 
is  on  his  guard  the  ureter  may  be  injured,  especially  if  it  is  dis- 
placed and  dilated,  when  it  may  be  easily  mistaken  for  a  blood- 
vessel. The  ureter  has  been  injured  more  frequently  in  op- 
erations of  this  kind  than  in  any  other  except  in  hysterectomy 
for  cancer  of  the  uterine  cervix. 

Inflammatory  Exudates  in  the  Base  of  the  Broad  Ligament. — 
Exudates  in  this  situation  may  push  the  ureter  to  one  side  and 
the  cervix  to  the  other  or  they  may  push  them  together;  after 
the  evacuation  of  the  exudate  or  its  absorption,  the  contractions 
which  result  are  apt  to  draw  the  cervix  toward  the  side  of  the 
pelvis  and  the  ureter  of  that  side.  This  is  one  cause  of  lateral 
displacement  of  the  cervix.  The  ureter  is  protected  from  the 
abscess  or  exudate  by  its  sheath,  which  becomes  greatly  thickened, 
thus  better  protecting  the  ureter.  As  the  ureteral  sheath  is  more 
or  less  fixed,  the  ureter  may  be  injured  in  the  incision  and  drain- 
age of  such  an  abscess,  whether  it  is  approached  from  above  or 
below;  or  it  may  be  clamped  in  controlling  the  bleeding  which 
may  arise  from  the  incision  of  the  parametrium. 

Retroperitoneal  Tumors. — A  tumor  mass  lateral  to  the  ureter 
will  push  the  peritoneum  with  the  attached  ureter  toward  the 
median  line  and  in  the  operative  treatment  of  such  a  mass  the 
ureter  may  be  injured.  I  have  encountered  but  two  such 
cases,  one  of  a  recurrence  of  cancer  of  the  uterine  cervix  in  a 
pelvic  lymph  node  and  the  other  a  large  retroperitoneal  cyst 
which  was  probably  a  large  hydronephrotic  kidney. 

Cancer  of  Jhe  Uterine  Cervix. — The  ureter  has  been  injured 
more  frequently  in  hysterectomy  for  cancer  of  the  uterine  cervix 
than  in  all  other  conditions  combined.  The  parametrium  is 
the  tissue  most  frequently  involved  either  by  direct  extension 
or  by  metastases  of  the  growth,  and  the  ureter  with  its  sheath 
passes  through  this  tissue.  In  attempting  a  wide  excision  of 
the  growth  the  ureter  is  exposed  and,  unless  one  is  familiar  with 
its  anatomy,  it  is  easily  injured  when  hgating  the  uterine  artery, 
which  crosses  it,  and  still  more  easily  when  controlling  hemor- 
rhage arising  from  the  injured  vesicovaginal  plexus  of  veins 
which  surrounds  the  lower  portion  of  the  ureter. 

In  1904  I  began  a  series  of  experiments  on  dogs  in  order  to 
determine  the  effect  of  the  presence  of  urine  in  the  peritoneal 
cavity.  In  two  dogs  one  ureter  of  each  was  cut  across  and  the 
abdomen  closed.  To  my  surprise  the  convalescence  of  both 
was  most  uneventful.  They  were  quiet  and  did  not  like  to  be 
disturbed  for  the  first  two  or  three  days,  but  after  that  seemed 
well.  They  were  killed,  one  a  week  after  the  operation  and  the 
other  three  weeks.  The  ureter  of  each  had  become  occluded, 
resulting  in  a  moderate  hydroureter  and  hydronephrosis,  and 
there  was  no  urine  in  the  peritoneal  cavity  or  in  the  tissues 
about  the  end  of  the  retracted  ureter.  I  found  later,  in  the 
literature,  that  similar  results  had  been  obtained  by  others. 

The  Classification  of  Ureteral  Fistulce. — Ureteral  fistulae  may 
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be  grouped  according  to  their  etiology,  and  whether  unilateral 
or  bilateral  or  combined  with  a  vesicovaginal  fistula. 

Sympiomato  ogy  of  Ure  eral  Fistulce.- — The  symptoms  of  ureteral 
fistulge  are  but  the  manifestations  of  normal  anatomy  and  normal 
physiology  as  altered  by  the  condition  present. 

What  is  the  treatment  of  a  total  ureteral  fistula  or  a  persistent 
partial  one?  The  ideal  treatment  should  be  not  only  to  close  the 
fistula,  but  also  to  re-establish  a  permanent  unobstructed  channel 
for  the  discharge  of  urine  from  the  kidney  into  the  bladder. 
The  presence  of  a  stricture  of  the  ureter  is  a  constant  menace 
to  the  health  of  the  individual,  as  is  also  a  kidney  with  an  oc- 
cluded ureter;  these  are  the  results  of  many  so-called  cures  of 
ureteral  fistulae. 

According  to  the  conditions  present  and  the  general  health  of 
the  patient,  three  methods  of  treatment  seem  rational:  first,  a 
ureterovesical  implantation;  second,  nephrectomy,  and,  third,  the 
maintenance  of  the  ureteral  fistula.  A  successful  ureterovesical 
implantation  is  the  ideal  operation,  if  it  both  cures  the  fistula 
and  relieves  the  stricture  of  the  ureter  so  that  the  function 
of  the  kidney  may  not  be  interfered  with.  A  truly  suc- 
cessful ureterovesical  implantation  is  adapted  only  to  those 
cases  in  which  the  ureter  may  be  mplanted  into  the  bladder 
without  tension  and  in  which  the  kidney  is  worth  saving.  Im- 
plantation of  the  ureter  of  a  kidney  which  has  been  practically 
destroyed  by  a  stricture  of  long  duration  and  repeated  attacks 
of  infection  is  contraindicated,  hence  the  importance  of  the 
early  operative  interference  in  ureteral  fistulae.  Implantation 
of  the  ureter  into  the  bladder  when  the  tension  will  be  so  great 
that  the  function  of  the  ureter  will  be  greatly  impaired  or  de- 
stroyed is  also  contraindicated.  A  nephrectomy  is  indicated 
in  those  cases  in  which  the  opposite  kidney  is  known  to  be 
sound  and  in  which  an  idea  ureterovesical  implantation  is  not 
possible,  especially  if  the  surgeon  has  reason  to  believe  that  the 
kidney  involved  has  been  greatly  injured  by  the  fistula.  The 
maintenance  of  the  fistula  is  indicated  only  in  those  cases  in 
which  both  a  ureterovesical  implantation  and  a  nephrecto^ny 
are  contraindicated. 

PATHOLOGY  OF  OVARIAN  TUMORS. 

Dr.  Thomas  S.  Cullen,  of  Baltimore,  Md.,  in  discussing  this 
subject,  spoke  of  retention  cysts  cystic  ovaries,  multilocular 
ovar  an  cysts,  papillo-cystomata,  carcinomata  dermoid  tumors, 
and  teratomata. 

THE  DINNER. 

The  notable  and  culminating  feature  of  this  meeting,  which 
was  one  of  the  most  successful  in  the  history  of  the  Society,  was 
the  dinner  in  commemoration  of  the  first  ovariotomy  by  Dr. 
Ephraim  McDowell,  given  at  the  Waldorf-Astoria  by  the 
New  York  and  Brooklyn  Fellows,  Thursday  evening,  April  22. 
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Dr.  J.  Riddle  Goffe,  the  retiring  President,  acted  as  Toast- 
master. 

The  speeches  were  not  only  instructive  and  scholarly,  but 
valuable  historical  contributions. 

The  toasts  and  speakers  were:  "Ephrain  McDowell,  the 
First  Ovariotomist,"  by  Dr.  Lewis  S.  McMurtry,  Louisville, 
Ky.;  "Lantern  Slide  Pictures,"  by  Dr.  E.  C.  Dudley,  Chicago; 
"Mrs.  Crawford,  a  Type  of  American  Womanhood,"  by  Dr. 
Edward  P.  Davis,  of  Philadelphia;  "McDowell's  Successors  in 
America,"  by  Dr.  Howard  A.  Kelly,  Baltimore;  "McDowell's 
Successors  in  the  British  Empire,"  by  Dr.  Herbert  R.  Spencer, 
of  London,  England;  "McDowell's  Successors  in  France,"  by 
Prof.  Samuel  Pozzi,  Paris,  France,  and  "  McDowell's  Successors 
in  Germany,"  by  Prof.  Hofmeier,  Geh.  Hofrath,  Wiirzburg, 
Germany. 

officers. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  Dr.  Edward  P.  Davis,  of  Philadelphia;  First  Vice- 
President,  Dr.  Seth  C.  Gordon,  of  Portland,  Maine;  Second 
Vice-President,  Dr.  Edward  Reynolds,  of  Boston;  Secretary, 
Dr.  Leroy  Broun,  of  New  York;  Treasurer,  Dr.  J.  Wesley 
Bovee,  of  Washington,  D.  C. 

Washington,  D.  C,  was  chosen  as  the  place  of  next  meeting,  in 
conjunction  with  the  Congress  of  American  Physicians  and 
Surgeons,  1910. 


STREPTOCOCCUS     INFECTION     OF     THE     BREAST     IN 

PREGNANCY.     MEDULLARY  CARCINOMA  OF 

THE    BREAST  IN   PREGNANCY.* 

by 

EDWARD  P.  DAVIS,  M.  D., 

Philadelphia. 

Case  I. — A  young  married  white  primipara  had  applied  for 
admission  at  the  Jefferson  Maternity.  She  afterward  returned, 
before  the  expiration  of  pregnancy,  saying  that  one  of  the 
breasts  had  been  burned  by  the  upsetting  of  a  cup  of  hot  coffee. 
The  breast  showed  redness  and  hardness  with  some  tenderness. 
She  was  given  appropriate  treatment,  reporting  several  times  at 
the  daily  clinic  for  advice.  The  symptoms  became  more  aggra- 
vated and  the  patient  was  admitted  to  the  house. 

Fluctuation  was  detected,  the  breast  was  incised,  and  several 
ounces  of  pus  evacuated.  This  pus  contained  streptococci  in 
pure  culture.  It  was  necessary  to  incise  the  breast  several  times 
to  drain  the  pockets  which  formed. 

The  patient  passed  through  a  normal  labor,  and  her  puerperal 
period    was    complicated    by    the    mammary    condition    only. 

*  Read  before  the  Obstetrical  Society  of  Philadelphia,  April  i,  1909. 
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Fever  was  never  present.  The  child  was  artificially  nourished, 
the  mother  ultimately  making  a  good  recovery.  The  generative 
tract  did  not  become  infected  and  the  breast  ultimately  healed. 

The  site  of  the  burn  presented  no  definite  solution  of  continuity 
and  it  has  been  difficult  to  account  for  the  streptococcus  infec- 
tion. 

It  is  also  of  interest  to  note  that  this  infection,  although  a 
streptococcus  in  pure  culture,  remained  limited  to  one  breast 
and  did  not  extend  to  the  generative  tract. 

Bensinger  {Zentralhlatt  /.  Gyndkologie,  No.  52,  1902)  reports 
the  interesting  case  of  a  multipara  who  had  a  perfectly  normal 
labor,  without  laceration  and  hemorrhage,  at  full  term.  But  one 
vaginal  examination  was  made  on  the  day  before  the  birth  of  the 
child.  The  secretion  of  milk  was  abundantly  established,  the 
child  nursed  well,  and  the  mother's  temperature  was  normal, 
and  her  appetite  excellent.  On  the  eleventh  day  of  the  puerperal 
period  infection  developed  in  the  right  breast.  Fluid  formed, 
which  was  evacuated,  showing  the  presence  of  the  streptococcus. 
The  child  developed  phlegmonous  inflammation  behind  and  in 
the  left  ear,  and  died  as  a  result  of  the  infection.  Multiple 
infection  gradually  appeared  in  the  mother,  pus  formed  in  the 
right  knee  and  in  the  joints  of  the  left  hand.  The  fluid  from 
the  knee  contained  streptococci  with  a  few  other  bacteria.  The 
mother  died  of  streptococcus  infection.  The  generative  tract 
remained  uninfected  throughout  her  illness. 

A  diligent  search  was  made  for  a  possible  source  of  infection. 
The  antecedents  of  the  nurse  who  attended  the  patient  and  the 
circumstances  connected  with  her  labor  were  carefully  scrutin- 
ized. The  only  possible  source  of  infection  was  found  in  an  old 
and  very  dirty  library  book  which  the  patient  had  been  reading 
during  her  puerperal  period.  Small  portions  from  the  binding 
and  leaves  of  this  book  were  examined  and  found  to  contain 
streptococci  in  abundance.  The  patient  had  often  read  this 
book  while  nursing  the  child. 

Calmann,  from  the  Hamburg  Hospital  (ZentralblaU  f.  Gyndko- 
logie, No.  47,  1904)  reports  a  case  of  double  mastitis  in  preg- 
nancy, developing  from  impetigo  and  eczema  of  the  nipples. 
The  mother  had  fever  after  the  delivery  of  the  child,  but  recov- 
ered; the  child  was  artificially  nourished  and  did  well. 

Fleck  (Archiv  f.  Gyndkologie,  Band  Ixiv,  Heft  3,  1901)  reports 
from  the  Gottingen  clinic  the  case  of  a  primipara  who  was  taken 
ill  at  the  ninth  month  with  facial  erysipelas.  vShe  recovered 
after  an  illness  of  three  weeks,  and  had  a  relapse  two  weeks  later. 
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A  short  time  after  this  relapse  she  gave  spontaneous  birth  to  a 
full-term  child. 

A  few  days  before  labor  both  breasts  became  painful,  red, 
and  swollen,  and  the  patient  had  fever.  On  the  day  after  labor 
her  temperature  rose  considerably  and  the  breast  symptoms 
became  more  pronounced.  In  the  right  breast  an  abscess 
developed;  while  in  the  left  the  inflammation  gradually  sub- 
sided.    The  patient  recovered  after  the  drainage  of  the  abscess. 

In  this  case  it  seems  natural  to  refer  the  mastitis  to  the  pre- 
ceding erysipelas.  In  forty  cases  of  mastitis  observed  in  the 
Gottingen  clinic,  but  one  occurred  during  pregnancy;  in  150 
cases  observed  by  Martin,  but  ten  were  in  pregnant  women;  in 
fifty  cases  studied  by  Winckel,  there  was  but  one  in  a  pregnant 
woman.  In  a  total  of  240  cases,  but  5  per  cent,  occurred  during 
pregnancy;  in  430  other  cases  collected  by  Fleck  from  the 
literature  mastitis  occurred  during  pregnancy  in  but  5.8  per 
cent. 

Most  cases  of  mastitis  must  be  associated  with  lactation 
and  with  some  wound  or  lesion  of  the  nipple  occurring  at  that 
time. 

Paul  {Zentralhlatt  f.  Gyndkologie,  No.  24,  1907)  reports  the 
case  of  a  patient  whose  labor  was  complicated  by  adherent 
placenta  and  free  hemorrhage,  requiring  the  manual  delivery  of 
the  placenta.  A  subcutaneous  injection  of  salt  solution  was 
given  for  threatened  anemia.  The  puerperal  period  was  normal 
for  nine  days,  when  a  painful  tumor  developed  in  the  infra- 
clavicular region  at  the  site  of  the  injection  of  salt  solution. 
The  fluid  was  evacuated  by  incision,  which  was  not  pus,  but 
contained  the  gas-forming  bacillus.  The  patient  made  a  good 
recovery. 

In  cases  where  mastitis  develops  in  pregnancy  before  lactation, 
without  wound  or  injury  to  the  nipple,  it  may  be  difficult  to 
find  the  source  of  infection.  To  determine  the  cause  of  enteritis 
in  new-born  children,  the  writer  some  years  ago  examined  milk 
taken  from  the  breast  before  the  child  had  nursed.  Staphy- 
lococci in  abundance  were  found  in  a  number  of  cases.  These 
patients  did  not  have  mastitis,  and  the  puerperal  period,  so  far 
as  the  mother  was  concerned,  was  normal.  The  same  observa- 
tion has  been  repeated  by  others.  If,  however,  staphylococci 
are  present  in  the  breast  in  pregnancy,  it  is  easy  to  understand 
how  a  bruise  or  other  injury  might  give  them  a  favorable  nidus 
for  development   resulting  in   suppuration.     As  the  mammary 
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glands  are  practically  cutaneous  structures,  an  infection  of  the 
subcutaneous  tissue,  like  that  in  Paul's  case,  might  result  in 
mastitis.  In  the  case  of  streptococcus  infection  reported  in  this 
paper,  we  could  trace  no  source  except  the  slight  burn  described 
by  the  patient. 

In  preventing  mastitis,  Doderlein  (Zeniralblatt  f.  Gyndkologie, 
No.  49  1906),  has  had  good  results  in  200  cases  by  treating  the 
nipples  with  a  preparation  of  rubber  called  guadinin,  containing 
a  I  per  cent,  solution  of  formalin.  This  is  painted  upon  the 
nipples  and  effectually  protects  them  from  cracking,  and  also 
acts  as  a  disinfectant.  The  film  which  forms  over  the  nipple 
is  so  thin  that  it  is  readily  broken  by  suction  of  the  pump,  and 
the  child  has  no  diihculty  in  nursing.  After  nursing,  the  breast 
can  be  cleansed  with  water  or  alcohol.  Guadinin  is  soluble  only 
in  ether,  benzin,  or  chloroform.  The  application  need  not  be 
made  to  the  nipples  more  often  than  every  two  or  three  days. 

Ahlfeld  {Zeitschriftf.  Geburtshulfe  und  Gyndkologie,  Band  xlvii, 
Heft  2,  1902)  in  730  cases  reduced  the  frequency  of  infection  of 
the  mammary  glands  in  the  ratio  of  i  to  10.  He  employs  a 
solution  of  96  per  cent,  alcohol,  1,000  grams  containing  100 
grams  of  tannin.  He  applies  this  every  second  day  to  the 
nipples  and  areola  after  a  thorough  cleansing  with  sterile  water. 
Care  is  taken  that  the  application  becomes  thoroughly  dry 
before  the  patient's  linen  touches  the  nipples. 

After  trying  various  hardening  agents  applied  to  the  nipples 
to  prevent  cracks  and  fissures,  the  writer  has  abandoned  their 
use  for  antiseptic  ointments,  which  stimulate  the  growth  of 
healthy  epithelia.  An  ointment  containing  boracic  acid  10 
grains  to  the  ounce,  with  sterile  lanolin  and  vaselin,  is  recom- 
mended for  use  after  bathing  the  nipples  with  soap  and  warm 
water. 

After  labor  the  breasts  are  protected  by  sterile  gauze  con- 
tinuously worn,  and  the  nipples  are  cleansed  with  boracic  solution 
before  and  after  nursing.  The  strict  use  of  this  method  has 
given  most  satisfactory  results. 

Bier's  method  has  been  successful  in  the  hands  of  Bauer 
(Zeniralblatt  f.  Gynakologie,  No.  23,  1906),  who  reports  20  cases. 

Colorni  (Annali  di  Ostetricia  E  Ginecologia,  No.  7,  1908) 
has  had  good  results  with  this  method  in  sixteen  cases. 

Paul  {Zeniralblatt  f.  Gyndkologie,  No.  24,  1907)  saw  benefit 
from  this  treatment  in  four  cases. 

In  infection  of  the  breast  occurring  during  pregnancy,  incision 
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and  drainage  oflfers  the  best  chance  for  mother  and  child.  In 
the  event  of  labor,  the  infected  breast  should  be  protected  by  an 
abundant  antiseptic  dressing  and  every  precaution  taken  to 
avoid  infection  of  the  generative  tract.  Although  the  other 
breast  may  remain  uninfected,  it  is  best  not  to  attempt  to  have 
the  child  nursed,  but  to  bring  lactation  to  an  end  as  soon  as 
possible. 

Case  II. — A  married  white  woman,  aged  thirty-six,  came 
under  observation  when  six  months  pregnant.  Two  years 
previously,  during  pregnancy  she  had  a  lump  in  the  left  breast 
which  was  considered  fibrocystic.  After  she  had  recovered 
from  labor  she  was  anesthetized  and  this  tumor  removed.  It 
was  pronounced  nonmaHgnant  by  the  attending  physician. 
No  data  of  its  microscopic  appearances  could  be  obtained. 

On  examination  there  was  a  hardened  area  in  the  outer  and 
upper  quadrant  of  the  left  breast,  occupying  from  one-third  to 
one-fourth  of  the  gland.  This  was  slightlv  sensitive  on  pressure. 
The  axillary  glands  could  not  be  detected  as  enlarged. 

The  patient  at  the  time  was  under  the  advice  of  Christian 
Scientists  and  believed  firmly  in  the  efficacy  of  their  ministra- 
tions. Surgical  interference  with  the  tumor  was  absolutelv 
rejected.  She  wished,  however,  attendance  during  confine- 
ment. During  the  next  three  months  the  growth  steadily 
mcreased.  The  surface  of  the  breast  was  slightly  reddened, 
obscure  fluctuation  gradually  developed,  and  the  glands  in  the 
axilla  could  not  be  detected.  The  patient  suffered  considerable 
pain,  which  was  worse  at  night. 

Examination  of  the  blood  showed  80  per  cent,  hemoglobin, 
4,000,000  red  cells,  leukocytes  8,000.  The  temperature  was 
normal. 

It  was  thought  that  Christian  Science  failed  to  relieve  the 
patient  because  a  regular  physician  was  thinking  about  the  case. 
I  was  accordingly  asked  to  cease  my  study  of  the  case  entirely 
that  Christian  Science  might  have  an  uninterrupted  field.  A 
few  days  after  this  request  was  made,  the  patient  again  sought 
assistance  for  relief  from  almost  intolerable  pain.  She  was  at 
once  taken  to  the  Jefferson  Hospital,  and  the  breast  incised 
under  ether.  A  cavity  as  large  as  an  orange  was  found  at  the 
site  of  the  former  tumor,  containing  light  straw-colored  fluid, 
lined  with  a  thick  yellowish  membrane.  Sufficient  tissue  was 
removed  by  the  curette  for  microscopic  examination.  The 
cavity  was  packed  and  drained  with  gauze.  Microscopic  exam- 
ination revealed  the  presence  of  encephaloid  carcinoma  of  a 
most  malignant  type. 

The  patient  was  seen  in  consultation  by  my  colleagues,  Dr.  Da 
Costa  and  Dr.  Gibbon,  who  pronounced  the  case  inoperable. 
Lymphangitis  of  the  anterior  thoracic  region  was  present,  the 
deeper  lymphatics  were  becoming  involved,  and  so  rapid  was  the 
extension   of   the   process   that   surgical   intervention   promised 
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nothing.  The  patient's  pain  was  extreme,  and  she  sufifered 
from  attacks  of  dyspnea,  accompanied  by  rapid  and  feeble  action 
of  the  heart,  evidently  resulting  from  interference  with  the 
pneumogastric  nerve.  The  lymphangitis  began  to  involve  the 
other  breast,  although  the  glands  of  the  axilla  could  not  be  made 
out  as  greatly  enlarged. 

With  the  hope  of  saving  its  life,  the  fetus  was  removed  from 
the  body  of  the  mother,  but  although  it  breathed  feebly  at  the 
time  of  birth,  it  did  not  long  survive.  The  mother  died  with 
symptoms  of  metastasis  in  the  brain  and  spinal  cord  three 
months  after  first  coming  under  observation.  An  autopsy 
could  not  be  obtained. 

In  the  present  case,  the  usual  cardinal  signs  of  malignant 
growth  were  absent.  There  was  no  retraction  of  the  nipple,  a 
hard  stony  tumor  could  not  be  recognized,  and  the  axillary 
glands  were  not  palpably  enlarged.  Malignant  disease  was 
feared  from  the  first,  although  not  of  the  usual  variety. 

Bloodgood,  in  an  article  upon  the  "  Dift'erential  Diagnosis  of 
Diseases  of  the  Female  Breast "  (American  Journal  of  the  Medical 
Sciences,  February,  1908),  remarks  that  sinking  or  induration 
of  the  breast  before  the  birth  of  the  child  in  a  woman  over 
twenty-five  years  is,  in  his  experience,  either  tuberculosis  or 
carcinoma. 

Writers  upon  cancer  of  the  breast  allude  to  the  possibility  of 
its  occurrence  during  pregnancy,  and  its  rapid  extension  under 
the  stimulus  of  gestation. 

In  the  case  reported  we,  unfortunately,  lack  the  microscopic 
examination  of  the  first  tumor  removed.  The  positive  state- 
ment of  nonmalignancy  was  made  by  the  attending  physician 
who  removed  the  tumor.  Until  the  tumor  developed  so  rapidly 
its  physical  signs  were  those  of  mastitis,  and  it  was  hoped  that 
if  the  patient  could  be  brought  to  submit  to  incision  and  drainage 
that  such  might  prove  to  be  the  case. 

The  death  of  the  child  was  preceded  by  very  slow  and  shallow 
respirations,  beginning  almost  immediately  after  its  birth. 
This  was  not  the  ordinary  asphyxia,  for  the  child's  color  was 
good  until  a  few  moments  preceding  its  death. 

It  had  been  necessary  to  give  the  mother  opium  freely  to  con- 
trol her  pain,  and  the  child's  symptoms  resembled  more  opium 
narcosis  than  asphyxia. 

It  is  almost  needless  to  call  attention  to  the  miserable  results 
of  the  delusion  known  as  Christian  Science  in  this  case. 

250  South  T\ve.\ty-fikst  Street. 
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CORRESPONDENCE. 


A  TOOTH-BRUSH  VESICAL  CURETTE. 

To  THE  Editor  of  the  American  Journal  of  Obstetrics  .\xd 
Diseases  of  Womex  and  Children. 

Dear  Sir: 

The  ordinary  curette  is  most  unsatisfactory  when  it  is  used  for 
curetting  the  bladder.  The  membrane  shps  underneath  it  as 
it  is  drawn  over  its  surface  and  the  scraping  is  by  no  means 
satisfactory.  Quite  recently  I  had  a  case  in  which  curetting 
seemed  advisable,  and  the  thought  occurred  to  me  that  an  or- 
dinary tooth-brush  would  make  an  excellent  curette.  I  there- 
fore got  one  and  cut  off  the  bristles  with  a  pair  of  scissors  down 
to  about  one-fourth  inch  from  the  bone  part  of  the  tooth-brush. 
I  selected  the  baby  size,  and  I  was  careful  to  get  one  with  stiff 
bristles.  After  dilating  the  urethra  the  tooth-brush  was  easily 
passed  into  the  bladder,  and  I  was  much  gratified  to  find  that 
when  it  was  rubbed  forcibly  over  the  surface  of  the  bladder  with 
a  supporting  finger  in  the  vagina,  it  made  a  most  excellent 
curette  and  removed  all  the  diseased  tissue. 

This  form  of  curette  has  been  of  such  service  to  me  that  I 
hope  others  may  find  it  as  useful  as  I  have. 

Yours  very  truly, 

Edgar  Garceau. 
.\pRiL  27,  1909, 
397  Marlborough  Street, 
Boston,  Mass. 
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Text-eook  of  Embryology.  By  Frederick  Randolph  Bailey, 
a.  m.,  m.  d..  Adjunct  Professor  of  Histologv  and  Embrvology, 
College  of  Physicians  and  Surgeons  (Medical  Department  of 
Columbia  University),  and  Adam  Mariox  Miller,  A.  M., 
Instructor  in  Histology  and  Embryology  in  the  College  of 
Physicians  and  Surgeons  (Medical  Department  of  Columbia 
University).  With  515  illustrations.  672  pages.  Xew  York, 
William  Wood  and  Co.      1909. 

The  study  of  embryology  has  in  recent  years  acquired  an  im- 
portance which  the  pioneers  of  this  subject  of  necessity  could  not 
have  entirely  grasped.  Embryology  has  thrown  light  on  so 
many  of  the  biological  and  pathological  problems  of  the  day 
that  this  subject,  which  appeared  in  earlier  years  to  be  largely  of 
an  obstruse  and  academic  nature,  has  slowiv  acquired  a  field  of 
practical  import  whose  scope  is  increasing  vear  by  year.  Ample 
recognition  of  its  practical  utilitv  is  shown  in  the  insertion  in  re- 
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cent  years  of  the  study  of  embryology  as  part  of  the  necessary 
requirements  of  our  medical  curriculum. 

From  this  has  arisen  the  necessity  of  a  text  book  that  fulfills 
all  the  requirements  of  a  work  of  the  first  pedagogic  order.  The 
vast  majority  of  the  extant  text  books  on  embryology  are  written 
either  with  insufficient  respect  toward  first  pedagogic  principles, 
so  that  a  subject  that  is  difficult  as  it  is  is  rendered  still  more  so 
to  the  beginner  or  miss  to  a  greater  or  lesser  extent  the  utilitarian 
significance  of  the  subject.  These  requirements,  we  believe, 
are  possessed  by  the  volume  before  us  to  an  eminent  degree,  and 
when  its  many  other  commendable  features  are  considered 
there  will  be  very  little  difficulty  in  saying  that  it  is  a  work  of 
unusually   high   merit. 

The  arrangement  and  exposit  on  of  the  text  is  very  systematic. 
The  book  begins  with  eight  chapters  on  the  General  Develop- 
ment of  the  Body.  These  include  descriptions  of  the  Cell,  the 
Sexual  Element,  Maturation,  Fertilization,  Segmentation,  the 
Germ  Layers,  Fetal  Membranes,  and  Development  of  the  Ex- 
ternal Form  of  the  Body.  The  Development  of  the  Germ  Layers 
has  been  treated  largely  from  the  comparative  standpoint.  It 
is  worthy  of  note  that  the  difficult  and  controversial  subject  of 
the  Formation  of  the  Fetal  Membranes  has  been  handled  most 
judiciously.  The  authors  show  that  they  are  well  acquainted 
with  the  descriptions  of  the  celebrated  young  human  ova  of 
Peters,  Leopold  von  Spec,  Teacher  and  Bryce,  etc.  The  succeed- 
ing chapters  on  Organogenesis,  indeed  the  largest  part  of  the  book, 
leave  little  to  be  desired  in  the  way  of  clear  and  succinct  descrip- 
tion. Especially  commendable  is  the  chapter  on  the  Develop- 
ment of  the  Nervous  System  by  Dr.  O.  S.  Strong.  The  author 
throughout  reveals  a  thorough  command  of  the  literature,  and 
has  succeeded  in  rendering  a  subject  of  notorious  complexity  ex- 
ceedingly comprehensible.  The  final  chapter  on  Teratogenesis 
is  an  admirable  summary  of  the  subject. 

As  we  have  already  emphasized,  the  authors  never  miss  oppor- 
tunities to  call  attention  to  the  practical  features  of  embryology, 
especially  in  relation  to  maldevelopments.  This  imparts  to  the 
book  an  interest  that  should  appeal  strongly  to  the  practical  medi- 
cal man.  Another  acceptable  feature  is  the  inclusion  of  "Practical 
Suggest  ons  "  at  the  end  of  each  chapter  for  the  purpose  of  serving 
the  worker  as  a  laboratory  guide.  In  order  to  avoid  repetition, 
the  authors  have  added  an  appendix  in  which  laboratory  technic 
is  given  with  considerable  detail. 

Complete  justice  cannot  be  accorded  this  book  without  adding  a 
word  concerning  the  illustrations.  These  have  been  selected  with 
exceptional  judgment  and  are  profuse  enough  to  satisfy  the  most 
ardent  advocate  of  pictorial  instruction.  The  original  illustrations, 
largely  photographs  from'actual  specimens,  are  of  unusual  merit. 

Our  ultimate  verdict  is  one  of  the  highest  approval.  We 
have  rarely  met  a  work  of  which  so  much  good  can  be  said  and  in 
which  there  is  so  little  to  criticise.  We  bespeak  for  the  book  an 
undoubted  success.  E.  M. 
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OBSTETRICS. 

Placenta  Previa. — At  the  suggestion  of  a  friend  and  fellow 
practitioner  that  the  control  of  hemorrhage,  associated  with 
placenta  previa,  might  be  assisted  by  ligation  of  the  uterine 
artery  through  the  vagina.  H.  A.  Miller  (Ayner.  Jour.  Surg., 
Jan.,  1909)  has  performed  this  operation  in  eleven  cases.  Of 
these  he  lost  the  second  and  third  by  delivering  without  waiting 
until  shock  had  been  combated.  He  says  that  vaginal  ligation 
of  the  uterine  artery  and  its  branches  is  a  simple  operation, 
devoid  of  danger  and  may  be  done  without  anesthesia.  The 
operation  does  not  remove  nor  permanently  injure  any  of  the 
essential  organs  of  generation,  and  therefore  does  not  in  anv 
manner  decrease  the  possibility  of  future  child-bearing,  nor 
increase  the  hazard  if  conception  should  take  place,  as  proven 
by  the  fact  that  the  first  case  delivered  by  this  method  has  since 
given  birth  to  a  full-term  healthy  child.  The  tving  of  the  uterine 
artery  immediately  and  absolutely  controls  all  antepartum 
hemorrhage  by  cutting  off  the  blood-supply  to  the  placenta. 
The  single  exception  is  the  rare  hemorrhage  during  delivery 
caused  by  injury  to  the  fetal  vessels.  I  believe  collateral  cir- 
culation would  not  be  established  until  sufficient  time  had 
elapsed  to  successfully  combat  a  moderatelv  severe  degree  of 
anemia  before  proceeding  to  deliver.  By  removing  the  necessity 
of  haste  it  gives  time  for  thorough  preparation  of  the  patient 
and  the  aseptic  technic  of  the  operator.  It  permits  of  leisurely 
dilating  the  os  either  bimanually  or  by  means  of  instrumental 
dilators.  The  fetus  mav  be  delivered  either  by  version  or  the 
head  may  be  delivered  first  by  the  application  of  forceps.  The 
ligation  of  the  uterine  artery  will  absolutely  control  postpartum 
hemorrhage  from  the  placental  site,  and  with  careful  attention  to 
the  proper  method  of  delivery  postpartum  hemorrhage  in  cases 
of  placenta  previa  from  other  sources  are  rare.  It  will,  no 
doubt,  slightly  increase  the  fetal  mortality  on  account  of  the 
earl\-  shutting  oft'  of  the  placental  circulation. 

Indications  for  Cesarean  Section  in  Prolapse  of  the  Cord  with 
Deformity. — A  Couvelaire  (Ann.  de  Gyn.  et  d'Obst.,  Jan.,  1909) 
gives  the  statistics  of  the  Baudelocque  Hospital,  from  1893  to 
1904,  with  reference  to  prolapsus  of  the  cord  in  deformed  pelves 
with  cephalic  presentation.  During  this  period  Pinard  and  his 
fellow  physicians  at  the  hospital  were  making  especial  attempts 
to  safeguard  the  life  of  the  child  in  labor,  at  the  same  time  that 
the  maternal  mortality  was  lowered.  There  were  thirty-one 
cases  of  prolapsus  of  the  cord;  with  a  maternal  mortahty  of  o, 
and  a  fetal  mortality  of  thirteen.  Out  of  this  mortahty  of  42 
per  cent.,  five  infants  were  dead  before  the  mother  entered  the 


1052  BRIEF    OF    CURRENT    LITER.\TURE. 

hospital.  This  leaves  twenty-six  available  cases.  One  case 
was  delivered  of  a  living  child  by  dilatation  with  a  balloon  and 
internal  version.  Twice  internal  version  was  successfully  per- 
formed with  complete  dilatation.  The  other  twenty-three 
cases  were  delivered  by  manual  reposition  of  the  cord,  with 
seventeen  successes.  In  fourteen  cases  labor  terminated  spon- 
taneously. In  three,  the  head  did  not  engage  and  symphysi- 
otomy was  done,  with  three  living  children.  In  six  cases  re- 
position failed;  of  these,  one  was  delivered  alive  by  symphysi- 
otomy. In  the  other  five  cases  dilatation  was  insufficient,  the 
fetus  died,  and  was  delivered  by  basiotripsy.  In  these  five  cases 
it  was  impossible  to  place  the  cord  out  of  danger  until  dilatation 
was  complete;  these  cases  come  under  the  head  of  irreducibility 
of  the  prolapse,  which  is  generally  associated  with  vicious  in- 
sertion of  the  cord.  Under  these  circumstances  Cesarean  section 
seems  indicated.  The  author  has  operated  successfully  in  such 
a  case.  When  the  prolapse  can  be  reduced  one  may  await  dila- 
tation produced  by  the  introduction  of  a  rubber  balloon.  In 
three  cases  a  symphysiotomy  was  done  because  the  pelvis  was 
markedly  out  of  proportion  to  the  head.  In  such  cases  the  life 
of  the  infant  may  be  lost  by  waiting,  and  it  seems  justifiable  to 
perform  Cesarean  section.  This  was  done  successfully  by  the 
author  in  a  case  which  he  records. 

Polyneuritis  During  Pregnancy. — L.  A.  Krivsky  {A)ui.  de 
(ry)i.  it  d'Obst.  Jan.,  1909)  finds  that  ninety-two  cases  of  neuritis 
during  pregnancy  have  been  detailed  in  literature,  of  which 
thirty-six  appeared  before  labor  and  fifty-six  afterward. 
There  were  forty-six  cases  of  pyroneuritis,  of  which  nine  were 
fatal.  vSometimes  incoercible  vomiting  and  polyneuritis  are  coin- 
cident in  the  same  case.  The  cause  is  said  by  some  to  be  hepa- 
totoxemia.  The  causative  agent  of  the  two  conditions  is  probably 
the  same.  The  author  details  a  fatal  case  observed  by  himself, 
in  a  woman  of  twenty-six,  in  her  second  pregnancy.  She  was 
anemic,  having  had  scarlet  fever  and  marked  constipation; 
her  neuritic  troubles  began  some  six  weeks  before  labor,  when 
she  was  in  comparatively  good  health,  with  a  sudden  weakness 
of  the  lower  extremities,  which  increased  to  entire  paralysis,  and 
extended  to  the  muscles  of  the  upper  extremities,  the  throat, 
and  the  pneumogastric  nerve.  It  became  impossible  for  her 
to  swallow,  and  she  died  in  an  attack  of  suffocation  from  paraly- 
sis of  the  nerve.  vSome  hours  before  her  death  labor  had  begun, 
and  an  attempt  to  deliver  by  artificial  dilatation  was  made 
successfully,  but  the  patient  died.  The  only  remedy  for  this 
condition  is  to  pro\oke  premature  lal)or  with  the  hope  of  sto])ping 
the  source  of  the  poisoning. 

The  Antisepsis  of  Abortion. — J.  Lucas-Championniere  {Ann. 
dc  dyn.  ct  d'Obsl.,  I'eb.,  1909)  says  that  we  may  considcra  normal 
labor  as  a  fresh  wound,  a  labor  after  contact  with  hands  and 
instruments  as  a  dirty  wound  which  will  often  become  infected. 
He  puts  us  on  our  guard  against  wounding  the  uterus  by  curet- 
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tings  which  produce  a  site  for  the  entrance  of  infection.    Intrauter- 
ine injections   continue    these    abusive    measures.     Lastly,   the 
uterus  is  left  distended  with  tampons  of  iodoform  or  sterilized 
gauze.  ^  All  this  is   defective   and   often  causes  infection.      The 
author's  treatment  consists  in  the  injection  into  the  uterus  of  a  feu- 
cubic  centimeters  of  strong  carbolized  solution,  in  cleansing  the 
vagina  thoroughly  with  the  speculum  in  place,  and  allowing  no 
injection.     Abortion  should  be  treated  in  the  same  wav.      Injec- 
tions are  of  value  neither  before  nor  after  abortion.     The  author 
detaches  the  ovum  with  his  finger,  makes  the  same  small    injec- 
tion of  a  strong  solution,  and  allows  no  injection.     This  procedure 
is  possible  only  when  the  case  has  not  been  much  handled.      In- 
fection caused  by  abortive  measures  should  not  be  confounded 
with  puerperal  fever.      When  there  is  infection  alreadv  present 
with  a  retained  ovum  or  only  debris,  we  must  first  cleanse  the 
uterus  through  the  speculum  with  a  small  tampon  soaked  in 
carbolic  acid  solution.    Chloroform  should  be  given  for  this  cleans- 
ing to  allow  of  thoroughness  and  that  dilatation  mav  be  prac- 
tised.     We  may  use  both  carbolic  and  peroxide  of  hvdrogen  on 
small  tampons,  pushed  up  to  the  fundus.      Having  made  your 
cavity   antiseptic,    remove   all    debris   with    the    nail.     There  is 
generallv  no  need  of  curetting.      When  infection  is  present  curet- 
tage sufiicient  to  remove  debris,  but  not  to  wound  the  uterus  is 
necessary.     Then  cleanse  the  cavity  with  carbolic  or  peroxide  on 
a  sound;  next  push  up  to  the  fundus  a  small  tampon  soaked  in 
creasote  and  glycerine,   2   to  5   per  cent.     This   cauterizes    but 
leaves  no  slough  that  will  putrefy.     Use  no  other  tampon  or 
injection,  and  have  nothing  in  the  vagina.     Creasote  is  an  ad- 
mirable, nontoxic  antiseptic. 

GYNECOLOGY  AND  ABDoMIXAL  SURGERY. 

Twisted  Pedicle  in  Parovarian  Cysts.— Giuseppe  Fossati  (Ann. 
di  Obstct.  c  Cin.,  Dec,  190S)  has  made  a  studv  of  parovarian  cvsts 
with  twisted  pedicle,  giving  histories  of  eleven  such  cases  observed 
by  him  in  the  hospital  at  Milan,  and  109  cases  collected  from 
medical  literature.  His  conclusions  are  that  parovarian  cvsts 
often  have  a  pedicle,  especiallv  when  thev  originate  from 'the 
external  portion  of  the  ovary.  The  absence  of  inflammatory 
action  about  the  tumor  is  favorable  to  twisting  of  the  pedicle, 
since  the  growth  does  not  become  adherent  to  other  structures.' 
Torsion  occurs  in  27  per  cent,  of  parovarian  cvsts.  The  position 
of  the  tumor  has  no  efifect  on  the  twisting.  The  accident  takes 
place  much  more  frequently  in  multipara  than  in  primipara. 
Pregnancv  has  a  marked  effect  in  causing  torsion  bv  producing 
relaxation  of  the  abdominal  walls  and  by  the  changes  of  position 
of  the  uterus.  The  twists  of  the  pedicle  vary  in  number  from  one 
to  five.  The  intensity  of  symptoms  depends  upon  the  number 
of  turns,  the  tightness  of  the  twisting,  the  length  and  thickness 
of  the  pedicle.  The  pathological  results  are  edema,  congestion, 
diffuse  hemorrhage,  hematoma,  necrosis,  and  fattv  degeneration 
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of  the  tumor.  The  contents  of  the  sac  mav  be  Hmpid  or  hemor- 
rhagic. Ascites  IS  uncommon.  Pain  is  a  most  important  symp- 
tom. There  is  rarely  elevation  of  temperature.  At  the  crisis 
diagnosis  is  difficult;  when  it  is  over,  the  finding  of  a  tumor 
separate  from  the  ovary,  mobile  superficially  fluctuating,  and 
slightly  tender  points  to  torsion  of  the  pedicle  of  a  parovarian 
cyst.  Extirpation  by  median  laparotomy  is  indicated.  The 
Operative  prognosis  is  favorable. 

Racemose  Cysts  of  the  Ovary. — Le  Jemtel  {Ann.  de  Gyn.  et 
d'Obst.,  Dec,  190S)  describes  as  racemose  cysts  of  the  ovary 
tumors  presenting  cysts  not  enclosed  in  one  envelope,  but  each 
having  its  own  enclosing  membrane,  with  a  separate  pedicle 
attached  to  the  ovary  as  a  center.  The  author  describes  a  case 
personally  observed  in  which  both  ovaries  had  undergone  this 
form  of  degeneration,  and  the  uterus  contained  a  hydatidiform 
mole.  These  cysts  may  be  implanted  on  the  most  prominent 
portion  of  the  otherwise  normal  ovary,  or  on  aberrant  portions 
of  detached  ovary.  The  contents  of  the  larger  cysts  is  a  trans- 
parent liquid,  while  that  of  the  smaller  ones  is  a  mucous  sub- 
stance. The  walls  are  very  friable.  The  epithelial  lining  of 
these  cysts  is  composed  of  various  forms  of  cells,  gerrninative, 
cuboidal,  or  cylindrical,  in  one  or  more  layers.  The  fundamental 
tissue  of  these  tumors  is  a  mucous  tissue  rich  in  connective-tissue 
cells,  and  with  large  thin-walled  vessels  and  capillaries.  The 
origin  of  these  tumors  is  ovarian  or  extraovarian.  The  symp- 
toms are  not  characteristic.  These  tumors  are  mobile,  develop 
quite  rapidly,  and  are  softer  than  other  cysts.  Percussion  shows 
a  mass  of  fluid,  easily  displaced,  but  not  free  in  the  abdomen. 
Vaginal  examination  reveals  the  softness  of  the  tumor. 

Papillary  Cystadenoma  in  a  Supernumerary  Ovary. — R.  T. 
Frank  [Surg.,  Gyn.,  Ohst.,  Jan.,  1909)  says  that  third  ovaries,  if  of 
equal  functional  importance  to  the  usual  paired  glands,  that  is, 
equipped  with  an  accompanying  tube,  are  called  supernumerary. 
Such  ovaries  have  been  found  but  five  times.  In  the  case  re- 
corded by  the  writer  the  left  ovary  was  represented  by  a  large 
cystadenoma  papilliferum  of  intraligamentous  development, 
the  elongated  left  tube  extending  across  the  tumor  in  a  typ  cal 
manner.  The  right  ovary  and  tube  were  perfectly  normal,  intra- 
peritoneal, and  retained  their  proper  relation  to  the  uterus.  The 
supernumerary  ovary  was  situated  at  least  6  cm.  away  from 
the  right  ovary,  showed  no  connection  with  it,  and  was  distinctly 
retroperitoneal.  It  was  accompanied  by  a  normal  tube.  The 
unusual,  i.e.,  retroperitoneal,  situation  of  these  supernumerary 
organs  will  be  more  readily  accepted,  if  we  recall  that  the  uterus 
itself  showed  subperitoneal  development,  and  that  the  left 
ovary  had  likewise  enlarged  upward  by  separating  the  sigmoid 
mesocolon.  Third  ovaries  may  serve  to  explain  instances  in 
which  menstruation  persists  after  double  oophorectomy,  and 
may  account  for  the  unusual  location  of  tumors,  evidently 
ovarian  in  origin. 
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Acute  Forms  of  Abdominal  Tuberculosis. — D.  N.  Eisendrath 
{Jour.  Amcr.  Med.  Assn.,  Jan.  23,  1909)  states  that  primary  tuber- 
culous appendicitis  is  not  as  rare  an  affection  as  was  formerly 
thought.  Such  an  infection  may  be  followed  bv  secondary  in- 
yolyement  of  the  ileocecal  lymph  nodes  which  is  out  of  all  pro- 
portion to  the  pathologic  changes  in  the  case.  In  the  majority 
of  cases  theie  are  eyidences  of  tuberculous  foci  in  the  appendix, 
but  secondary  lymph  caseous  nodes  may  be  found  without  yisible 
macroscopic  or  microscopic  tuberculous  changes.  Butter,  milk, 
and  cheese  from  tuberculous  cows  are  the  chief  sources  of  infec- 
tion  in  primary  intestinal  tuberculosis.  In  27  per  cent,  of  the 
twenty-nine  published  cases  of  tuberculous  appendicitis  the 
clinical  picture  resembled  an  acute  nontuberculous  appendicitis. 
The  proportion  of  cases  of  tuberculous  peritonitis  which  begin 
acutely  is  larger  than  is  usually  thought.  Through  early  diagno- 
sis and  radical  remoyal  of  the  tuberculous  appendix  and  infected 
lymph  nodes  (as  far  as  practicable)  complete  and  permanent 
recoyery  can  occur.  Some  of  the  cases  of  ileocecal  tuberculosis 
and  of  tuberculous  peritonitis  may  thus  be  ayoided  through 
remoyal  of  the  probable  starting  point. 

Thrombosis  and  Embolism  after  Operations  on  Female  Pelvic 
Organs. — In  the  Hunterian  lecture,  J.  Bland-Sutton  {Lancet, 
Jan.  16,  1909)  expresses  his  conyiction  that  sepsis  is  responsible 
for  all  thrombi  in  the  great  yeins  after  pelyic  operations.  He 
belieyes  that  the  prime  factors  in  producing  the  changes  in  the 
wound  which  induce  thrombosis  in  the  long  saphenous  yein  are 
buried  sutures,  whether  they  be  silk  or  catgut.  When  thrombo- 
sis occurs  in  the  iliac  and  femoral  yeins  after  hysterectomy  or 
oyariotomy,  this,  as  a  rule,  indicates  that  the  infection  proceeds 
from  the  yessels  about  the  stump,  especially  the  uterine  yeins. 
In  speaking  of  Trendelenburg's  procedure  of  ligation  and  ex- 
cision of  thrombosed  oyarian  yeins  he  says  that  the  great  diffi- 
culty in  dealing  with  this  condition  is  the  selection  of  suitable 
cases.  Experience  teaches  that  acute  cases  are  unsuitable. 
The  best  results  haye  been  attained  in  the  chronic  forms  of 
the  disease  where  the  thrombosis  was  limited.  For  this 
operation  he  adyocates  the  intraperitoneal  route  (celiotomy), 
for  it  enables  the  surgeon  to  deal  with  the  yessels,  iliac  or  oya- 
rian, of  both  sides  as  well  as  allowing  a  thorough  examination  of 
the  pelyic  organs,  and  it  permits  the  drainage  of  any  collection 
of  serum  or  pus  found  in  the  pehic.  Pulmonary  embolism  in 
postoperatiye  cases  usually  occurs  after  some  moyement,  such 
as  sitting  up  in  bed.  The  writer  keeps  his  patient  in  bed  for 
two  weeks,  even  in  the  most  favorable  cases,  and  allows  none 
up  until  the  temperature  has  been  normal  for  three  days.  Pul- 
monary embolism  occurs  much  more  frequently  after  abdominal 
hysterectomy  for  fibroids  than  after  any  other  operation,  and  is 
especially  liable  to  happen  in  women  who  are  profoundly  anemic 
from  profuse  and  prolonged  menorrhagia  due  to  the  presence  of 
a  submucous  fibroid.     Probably  no  amount  of  care  will  absolutely 
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abolish  the  HabiHty  of  patients  to  pulmonary  embolism  after 
pelvic  and  abdominal  operations,  but  the  thrombosis,  which  is 
not  only  a  serious  complication  in  itself,  but  the  forerunner  of 
the  graver  embolism,  is  often  due  to  inefficiency  in  the  means 
taken  to  procure  asepsis.  It  behooves  surgeons  to  give  the  most 
painstaking  care  to  the  preparation  of  ligature  material  and  to 
guard  their  hands,  after  thorough  washing,  with  sterilized  rub- 
ber gloves  when  performing  pelvic  operations. 

L.  A.  Bidwell  {Practitioner,  Feb.,  1909)  does  not  agree  with 
this  idea  that  sepsis  is  responsible  for  all  cases,  and  cites,  as  his 
argument,  the  occurrence  of  thrombosis  with  gastric  ulcer. 

Wi:;h  regard  to  predisposing  causes  in  his  own  eight  cases:  in 
two  of  the  appendicectomy  cases  sepsis  must  be  allowed,  as  there 
was  an  intraabdominal  abscess  at  the  time  of  the  operation;  the 
case  of  carcinoma  of  the  submaxillary  gland  was  also  septic, 
but  the  other  cases  showed  no  evidence  of  sepsis,  either  at  the 
time  of  the  operation  or  afterward.  He  suggests  that,  excluding 
cases  of  oral  sepsis,  most  of  the  cases  of  supposed  pleurisy  and 
pneumonia,  occurring  within  one  and  three  weeks  after  a  laparo- 
tomy, are  probably  embolic  in  origin.  He  has  never  seen  a 
fatal  thrombosis  or  embolism  occur  after  infarction  of  the  lung 
by  lodgment  of  a  small  embolus  in  a  terminal  branch  of  the 
pulmonary  artery.  For  this  reason  he  considers  the  prognosis 
of  these  mild  cases  of  embolism  to  be  good. 

Eclampsia. — L.  Seitz  {Arch.  f.  Gyn.,  Bd.  Ixxxvii,  H.  i)  tells  us 
that  the  changes  in  the  kidneys  in  eclampsia  are  degenerative 
and  of  secondary  nature.  Changes  are  found  in  the  liver  also, 
degeneration  of  the  liver  cells,  consisting  in  hemorrhagic  and 
anemic  necrosis  caused  by  thrombi  in  the  inter-  and  intra- 
lobular vessels.  In  uremia  these  liver  changes  are  absent.  In 
the  heart  are  found  fatty  degeneration  of  the  muscle  fibers, 
thrombi  and  hemorrhages  into  the  muscles.  In  the  cortex  of 
the  brain  are  thrombi  and  hemorrhages.  The  anatomo-patho- 
logical  picture  is  typical.  The  variation  of  symptoms  and 
anatomo-pathological  evidence  depend  on  the  differing  degrees 
ot  intoxication.  Late  researches  go  to  show  that  the  poison  is 
produced  in  the  placenta.  Eclampsia  is  acknowledged  to  occur 
without  convulsions;  that  is,  the  same  anatomo-pathological 
state  is  found  in  patients  who  have  had  no  convulsive  seizures. 
According  to  some,  the  intoxication  is  so  severe  that  changes  in 
the  central  nervous  system  are  produced  which  render  the 
patient  incapable  of  con\ulsions.  According  to  others,  the 
condition  may  not  have  reached  the  point  at  which  convulsions 
occur.  The  eclamptic  poison  is  a  poison  to  the  entire  body;  it 
includes  two  elements,  a  toxic  and  a  spasmodic  element.  We 
may  speak  of  an  eclamptic  equivalent.  The  part  of  the  central 
nervous  system  which  the  poison  afTe.ns  is  the  anterior  cerebrum, 
while  in  tetanus  and  strychnia  poisoning  it  is  the  anterior  horns 
of  the  sjiinal  cord.  In  cases  in  which  there  are  a  large  number 
ol  con\ulsions  there  occurs  often  an  eclamptic  psychosis.      The 
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diagnosis  between  eclampsia  and  epilepsy  is  based  on  the  condition 
of  the  urine,  which  in  eclampsia  shows  albumin  and  casts,  and 
on  the  existing  edema,  while  in  epilepsv  none  of  these  signs  are 
present.  As  to  the  frequency  and  number  of  eclamptic  seizures, 
the  author  divides  the  cases  into  three  forms:  that  in  which  no 
convulsions  occur,  but  there  are  pronounced  degenerative 
changes  in  all  organs;  that  in  which  there  are  many  eclamptic 
seizures  which  severely  affect  the  central  nervous  system,  and 
in  which  the  patient  seems  in  great  danger,  yet  recovers;  and 
that  in  which  both  brain  and  viscera  are  affected  and  there  are 
a  greater  or  less  number  of  convulsions.  It  has  been  generally 
accepted  as  a  truth  that  delivery  is  of  advantage  to  the  patient. 
At  the  same  time  cases  are  delivered  and  still  succumb.  The 
author  believes  that  the  termination  of  labor  is  beneficial,  and 
that  it  should  be  terminated  as  soon  as  possible  by  artificial 
dilatation  or  by  incisions  of  the  cervix. 

Radium  and  X-rays  in  Gynecology. — Foveau  de  Corrmelles, 
{Gaz.  dc  (iyn..  Jan.  i,  1909)  cites  his  previous  publication  of 
results  obtained  in  the  treatment  of  uterine  fibroids  and  the 
artificial  menopause,  by  means  of  small  doses  of  X-rays,  used 
with  an  aluminum  shield.  He  now  brings  forward  the  rays  as 
an  efficient  and  safe  method  of  production  of  artificial  abortion 
in  cases  where  pregnancy  is  jeopardizing  the  life  of  the  mother. 
It  was  used  in  a  young  woman  who  was  tuberculous,  and  in 
whom  uncontrollable  vomiting  was  dangerouslv  reducing  her 
strength.  After  twenty-five  sittings  delivery  of  the  placenta  and 
fetus  occurred  normally.  The  rays  were  used  for  five  minutes 
at  a  time  over  the  abdomen  for  four  days;  then  one  day  over  the 
thyroid;  then  returning  to  the  abdomen.  They  are  also  useful 
in  the  treatment  of  hemorrhages.  In  the  form  of  a  paint  com- 
bined with  inert  substances  radium  has  been  successfully  used 
in  skin  lesions.  But  its  use  in  this  manner  for  the  uterus  in 
cases  of  fibroids  involves  the  danger  of  burns.  It  is  therefore 
used  in  tubes  for  treatment  of  uterine  fibroids.  Applied  to  the 
mammary  gland  it  has  the  effect  of  drving  up  the  secretion, 
causing  regression  when  it  has  been  established,  and  preventing 
the  formation  of  milk  during  pregnancy. 

Uteropelvic  Tonicity  in  Retrodeviation. — Macrez  (Gynecologie, 
Jan.,  1909)  finds  two  conditions  often  of  importance  in  gyne- 
cology; intermittent  retrodeviation  and  congestive  crises  of 
uterine  retrodeviation.  Transient  retrodeviation  of  the  normal 
uterus  may  occur.  If  this  continues  or  recurs  frequently  the 
condition  becomes  pathological.  Intermittent  retrodeviation 
is  physiological  only  when  it  is  of  short  duration.  The  appearance 
of  pain  with  it  shows  the  beginning  of  another  condition,  con- 
gestion, which  when  active  may  be  the  cause,  when  passive 
the  result  of  retrodeviation.  Intermittent  painful  deviation  is 
the  first  stage  of  a  pathological  condition.  The  beginning  of 
pain  in  the  back,  radiating  to  the  thighs  and  anus  shows  con- 
gestion.    This    passes    away    at    first    after    rest    or    treatment. 
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Later  it  becomes  permanent,  with  its  consequent  disability. 
There  mav  be  subacute  intermittent  retrodeviation,  or  sub- 
acute congestion  of  a  chronically  retrodeviated  uterus.  The 
primary  and  general  causative  factor  is  nervous.  The  local 
causes  are  but  secondary,  such  as  cold,  fatigue,  or  repeated  jars. 
The  author  thinks  the  part  that  the  ligaments  play  in  support 
of  the  uterus  is  unimportant  except  when  pregnancy  takes  place. 
Then  they  act  as  guides  for  the  position  of  the  developing  organ. 
Uterine  tonicity  does  not  need  demonstration.  General  and 
local  conditions  are  responsible  for  its  variations.  Persistent 
stasis,  sclerosing  edema,  or  passive  congestion  destroys  its 
normal  tonicity.  The  hard  sclerosed  uterus  is  reduced  from 
deviation  easily  and  without  pain;  reduction  of  the  soft  uterus 
is  painful.  The  treatment  of  retrodeviation  includes  reduction, 
maintenance  of  position,  and  restoration  of  tone.  Reduction 
should  be  manual  without  violence.  Position  should  be  main- 
tained bv  a  well-fitting  pessary.  Tonicity  may  be  reestablished 
bv  electricity  and  hydrotherapy.  Tonicity  is  the  keystone  of 
the  vaginouteroovarian  arch. 

Menstrual  Gastric  Crisis  in  Biliary  Lithiasis. — E.  Binet, 
{Tribune  Mid.,  Feb.  2j,  1909)  after  having  examined  107 
female  patients,  subjects  of  undoubted  biliary  lithiasis,  and  care- 
fully examined  their  past  history,  finds  that  these  patients  suffer 
from  attacks  of  indigestion  and  abdominal  pain  before  each 
menstrual  period.  Whenever  we  have  in  a  Avoman  gastric  pains 
appearing  before  the  menstrual  period  we  should  suspect  biliary 
lithiasis,  and  these  pains  occur  at  no  other  time.  Out  of  100 
w'omen  sixty-three  had  been  seen  in  an  undoubted  crisis  of  biliary 
colic.  Of  the  thirtv-seven  others,  eleven  had  such  a  crisis  after  ob- 
servation on  them  begun ;  twenty-six  others  have  had  painless[men- 
struation  since  taking  a  rigorous  antilithiasis  treatment.  Gastric 
troubles  precede  by  some  years  biliary  lithiasis  in  most  cases. 
Early  diagnosis  of  the  affection  is  possible  if  we  find  that  these 
attacks  of  gastric  distress  are  coincident  with  the  approach  of 
menstruation.  Many  of  these  women  began  their  troubles  with 
an  icterus  following  labor  or  abortion,  or  with  the  formations  of 
pelvic  adhesions  causing  congestion  of  the  bile  passages  and 
stagnation.  The  menstrual  congestion  causes  the  repetition  of 
these  congestive  conditions  in  the  bile  ducts.  They  always 
appear  before  menstruation  and  the  pain  is  relieved  as  soon  as 
the  flow  begins.  There  is  extreme  pain  in  the  stomach  some  hours 
after  the  meal  and  pyrosis,  ending  often  in  vomiting.  Having 
made  the  early  diagnosis  of  approaching  biliary  lithiasis,  a  prophy- 
lactic treatment  should  be  at  once  begun.  This  should  be  hy- 
gienic, dietetic,  and  mendicamentous.  Warm  baths  at  the 
approach  of  the  menstrual  period  are  very  valuable  sedatives, 
followed  bv  friction  for  several  minutes,  taken  on  rising  or  on 
going  to  bed.  These  may  be  followed  by  a  hot  vaginal  injection. 
These  measures  will  relieve  the  abdominal  jjains  at  once.  The 
spasm   of   the   intestine   is    relie\ed,  and  a    daily    stool    results. 
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Exercise  should  be  moderate.  Food  should  be  taken  a  little 
at  a  time,  often  repeated.  Hydrocarbons  should  form  the  great 
part  of  the  diet.  Plenty  of  fats  should  be  allowed — butter,  cream, 
and  olive  oil.  This  will  relieve  hyperchlorhydria.  Cholagogues 
are  useful. 

Operative  Indications  in  Fibroma  Uteri. — J.  L.  Faure  {Presse 
Med.,  Feb.  13,  1909)  says  that  the  evolution  of  fibroma  uteri  makes 
of  it  a  unique  growth,  no  other  pathological  tissue  increasing 
and  then  spontaneously  undergoing  regression  at  the  moment 
of  the  menopause.  It  is  a  tumor  that  for  an  indefinite  period 
causes  no  symptoms  and  then  may  undergo  regression  without 
having  been  recognized.  There  is  no  rea:son  for  operating  on 
every  fibroid  as  soon  as  it  is  diagnosticated  without  waiting  to 
see  whether  it  causes  symptoms.  At  the  same  time,  we  should 
recognize  that  this  growth  is  a  serious  affection,  and  one  that 
should  be  watched  from  time  to  time  to  see  if  it  is  producing 
any  of  the  serious  symptoms:  hemorrhage,  pressure,  and  dis- 
organization of  the  kidneys  from  obstruction  of  the  ureters. 
When  any  of  these  occur  we  should  not  hestitate  to  operate. 
When  these  tumors  grow  rapidly  it  is  generally  because  they  are 
undergoing  sarcomatous  degeneration  and  taking  on  a  malignant 
character.  Whenever  the  general  condition  of  such  a  patient 
grows  rapidly  worse  it  is  time  to  operate.  When  pain,  weight 
in  the  abdomen,  and  hemorrhage  are  making  the  life  of  the 
patient  miserable  and  the  woman  is  of  the  working  class  and 
must  be  on  her  feet  and  cannot  rest,  we  should  disembarrass 
her  of  her  burden.  These  symptoms  are  gradually  aggravated, 
and  a  time  will  come  when  the  patient  can  bear  no  more  without 
becoming  an  invalid.  The  time  of  life  of  the  individual  has  an 
important  bearing  on  the  conduct  of  the  case.  In  a  young 
woman  it  is  necessary  to  operate.  But  in  a  woman  who  is  near 
the  menopause  it  is  best  to  wait  and  see  if  atrophy  will  not  re- 
move the  necessity  of  an  operation.  Especially  at  the  rreno- 
pause  will  any  sign  of  degeneration  of  the  tumor  call  for  im- 
mediate operation. 

Kinesotherapy  in  Gynecology. — Gaston  Bloch  {Jour,  de  Med., 
Feb.  27,  1909)  defines  kinesotherapy  as  the  treatment  of  disease 
by  means  of  movements.  This  was  originated  in  Sweden  by 
Brandt.  The  anatomy  of  the  uterus,  with  its  numerous  large 
vessels  permits  of  blood  stasis,  which  by  repetition  and  chro- 
nicity  causes  many  troubles.  To  remove  this  stasis  there  is  noth- 
ing better  than  uterine  massage.  The  role  of  infection  in  gyne- 
cological troubles  has  been  exaggerated.  Although  most  of  these 
troubles  appear  after  labor  or  abortion,  still  we  find  on  investi- 
gation that  the  puerperium  has  been  apyretic,  and  infection  has 
played  no  part  in  it.  The  uterus  on  the  ninth  day  after  labor 
resembles  a  metritic  one;  errors  of  hygiene,  and  frequent  coitus 
prevent  the  disappearance  of  congestion,  and  uterine  disease  is 
the  result  even  without  the  presence  of  the  gonococcus.  Arthrit- 
ism  also  favors  these  conditions.     Almost  all  women  who  suflfer 
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with  the  abdomen  show  congestion  of  the  genital  organs.  Con- 
gestion modifies  the  nutrition  of  the  uterus,  causes  displacement, 
and  favors  production  of  abdominal  edemas.  It  lessens  the  tonic- 
ity of  the  ligaments,  causes  infiltration  of  them,  displaces  the 
uterus,  tubes,  and  ovaries,  and  causes  the  pains  that  are  com- 
plained of.  Kinesotherapy  acts  locally  and  reflexly.  It  dissolves 
edemas  about  the  tubes  and  ovaries,  and  causes  the  uterus  to  be 
replaced.  Serous  or  mucopurulent  cysts  of  the  tubes  are  emp- 
tied bv  massage.  This  lessens  too  abundant  menstruation, 
or  removes  amenorrhea  when  present.  Reflexly,  it  is  of  impor- 
tance, by  improving  the  general  condition  of  the  patient,  and 
lessening  pain.  The  indications  for  its  use  are  menorrhagia  and 
metrorrhagia,  cellulitis  and  edema,  fibromata,  and  deviations. 
Contraindications  are  acute  general  peritonitis,  malignant  tu- 
mors, benign  liquid  tumors  that  cannot  be  evacuated,  pus  col- 
lected in  a  closed  cavity,  and  hereditary  neuroses.  The  applica- 
tions consist  of  circular  frictions  with  the  pulp  of  the  finger  on  the 
skin  of  the  abdomen,  which  glide  on  the  subjacent  tissues. 
It  should  be  hght  and  its  durat  on  short,  3  to  5  minutes,  and  should 
be  preceded  by  gymnastic  exercises  which  will  cause  or  lessen 
congest  on  as  desired. 

Gonorrheal  Urethritis  in  the  Female.  Gonorrheal  vaginitis 
was  formerly  ranked  as  first  in  importance  and  frequency,  but 
A.  Samuels  (N.  V.  Med.  Jour.,  Mar.  20,  1909)  states  that  recent 
observations  and  studies  have  conclusively  proved  that  the 
virulent  suppuration  caused  by  the  gonococcus  is  most  frequently 
found  in  the  urethra.  He  urges  that  all  cases  with  a  history 
of  burning  and  scalding  urination  be  thoroughly  examined  for  an 
existing  urethritis.  If  a  urethritis  is  found,  it  is  presumably  of 
gonorrheal  origin,  if  no  foreign  body  is  present.  One  should 
institute  a  thorough  treatment  in  all  cases,  for  if  a  cure  cannot  be 
eiTected  complications  may  be  prevented.  The  vaginal  douche 
should  be  employed  only  after  all  traces  of  the  primary  infec 
tion  have  disappeared,  and  never  in  the  early  stages. 
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ACUTE  ANTERIOR  POLIOMYELITIS.* 

BY 
JAMES  DUDLEY  MORGAN,  M.  D., 

Physician,  Garfield  Memorial  Hospital. 
Washington,  D.  C. 

The  consideration  of  a  disease  which  in  95  per  cent,  of  the 
cases  is  not  definitely  defined  until  the  occult  lesion  is  made  evi- 
dent by  a  significant  paralysis  can  hardly  fail  to  prove  interest- 
ing. When  once  the  symptoms  are  manifested  there  are  few 
diseases  more  easily  recognized,  but  considering  the  slightness 
of  the  prodromes  and  not  anticipating  the  stadium  there  are 
many  surprises  for  the  practitioner. 

Acute  anterior  poliomyelitis  is  without  doubt  a  microbic 
disease,  whether  it  arises  through  a  thrombus  or  is  carried  in  an 
infected  embolus.  It  helps  little  to  know  that  the  infection  is 
thought  by  some  to  come  directly  from  the  gastrointestinal  tract 
and  by  others  through  the  lymphatics. 

There  are  many  remarkable  conditions  connected  with  this 
disease.  It  attacks  especially  the  very  young,  those  from  six 
months  to  three  years  making  up  over  half  the  cases.  The 
colored  race  and  the  females  of  both  races  are  not  as  susceptible 
as  the  male  white.  It  occurs  in  epidemics,  but  is  not  contagious 
and  a  few  doubt  that  it  is  infectious.  It  is  a  warm  weather  city 
disease  and  affects  alike  the  rich  and  the  poor.  It  leaves 
fortunately  for  a  short  time  an  immunity  to  the  neighborhood 
from  recurrence. 

Much  good  work  in  the  pathology  of  the  disease  has  recently 
been  done  by  Harbitz  and  Scheel,  who  in  some  cases  found  a 
diffuse  inflammation  of  the  entire  cord  and  pia,  extending  often 
to  the  medulla  and  pons  and  noticeable  in  the  cortex  of  the  brain. 
Even  in  the  mildest  cases  they  contend  that  the  lesions  are  much 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  February 
19,  1909. 

1061 


1062  morgan:  acute  anterior  poliomyeliti:^. 

more  extensive  than  the  symptoms  indicate.  Perhaps  Dr.  Geirs- 
wald  in  Norway  has  done  more  to  convince  us  of  the  epidemicity 
of  this  disease  than  others.  In  the  fall  of  1905  he  demonstrated 
in  the  cerebrospinal  fluid  and  in  the  throats  of  patients  with 
acute  anterior  poliomyelitis  the  same  microorganism.  It  was  a 
diplococcus  or  tetracoccus,  which  grew  after  from  two  to  six 
days  on  artificial  cultures.  The  cocci  were  very  resistant  and  the 
cultures  remained  alive  for  weeks.  They  stained  easily  with 
diluted  carbol-fuchsin  and  by  Gram's  method.  The  cultures 
were  virulent  for  animals  in  that  they  caused  atrophy,  paresis, 
emaciation  and  death.  As  regards  the  specificity  of  the  cocci, 
it  would  be  well  to  regard  it  as  possible,  but  not  certain. 

An  interesting  point  often  considered  is  the  susceptibility  of 
the  anterior  roots  to  the  infective  organism  or  toxin.  An  in- 
telligent explanation  so  far  cannot  be  found.  As  well  try  to 
explain  the  involvement  of  the  sensory  area  in  tabes  as  the 
motor  in  poliomyelitis. 

The  gray  matter  seems  to  be  supplied  more  by  the  anterior 
spinal  artery  with  its  branches  and  the  white  by  the  pial  branches. 
Kadyi  has  confirmed  by  experimentation  that  there  is  no  anasto- 
mosis between  the  branches  of  the  spinal  artery  and  those  from 
the  pia.  An  important  anatomic  point  bearing  on  this  disease 
has  been  referred  to  by  Lovett,  of  Boston,  who  points  out  that 
the  cells  were  grouped  in  bundles  running  the  length  of  the  cord, 
while  the  blood-supply  came  in  at  right  angles;  hence  a  poison 
which  gained  access  through  the  blood  might  destroy  some 
motor  cells  and  leave  others  intact. 

Diagnosis. — One  of  the  diseases  with  which  acute  anterior 
poliomyelitis  is  most  frequently  confused  s  multiple  neuritis. 
The  difficulty  in  diagnosis  is  greater  if  it  occurs  in  older  children 
and  adults.  In  the  young  before  ten  years  of  age  90  per  cent, 
of  the  acute  cases  of  poliomyelitis  occur  and  in  these  we  have 
not  the  condition  of  occupation  and  vicious  habits  to  weigh;  be- 
sides the  slowness  of  onset,  the  symmetrical  involvement  of  the 
extremities  and  the  marked  disturbance  of  sensation,  with  a 
fairly  good  prognosis  point  undeniably  to  multiple  neuritis.  The 
paralysis  in  poliomyelitis  is  flaccid  and  in  no  paralysis  is  the 
faradic  response  so  soon  lost. 

Symptoms. — When  a  child  living  in  the  city  in  the  warm 
weather  goes  to  bed  well  and  awakes  with  vomiting,  slight  fever, 
stiffness  or  soreness  in  back  or  shoulders,  perhaps  constipated 
and  with  a  history  of  exposure,  he  should  be  carefully  examined 
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as  to  his  reflexes,  sensation,  and  the  equal  warmth  of  the  extrem- 
ities. Nearly  all  cases  start  in  this  way  and  are  treated  a  few 
days  for  ordinary  colds  or  digestive  disturbances,  when  a  cold, 
swollen,  cyanotic  flaccid  limb  is  discovered  on  closer  examination. 
Treatment. — At  first  the  disease  is  treated  symptomatically 
for  the  reason  that  it  is  seldom  diagnosed  in  the  early  stage. 
Rest,  support,  and  warmth  for  the  paralyzed  muscles  and  joints 
are  most  important.  It  is  well  not  to  overextend  a  flaccid  mus- 
cle, and  strychnia  does  no  good  the  first  few  weeks,  later  intra- 
muscularly it  aids.  Ver}'  hot  applications  to  the  spine  or  mild 
sinapisms  are  useful.  Phenacetin  may  have  to  be  used  and 
iron  is  indicated.  As  soon  as  the  muscles  weaken,  the  limbs 
assume  abnormal  positions  and  then  we  should  support  them  by 
pads,  bandages,  or  splints.  Gentle  massage  and  salt  rubs  and 
sHght  galvanic  contractions  are  helpful;  later,  if  the  muscle 
is  to  be  of  use,  the  faradic  wall  give  a  response  and  should  be  used. 
The  havoc  that  the  disease  in  a  short  time  has  worked  to  nerve, 
muscle,  and  bone  can  never  be  overcome,  yet  experience  has 
demonstrated  that  we  can  conserve  some  parts,  which,  though 
weak,  may  be  strengthened  either  with  transplanted  tendons  or 
by  nerve  grafting. 

Case. — R.  C.  S.  White,  male,  age  fourteen  years;  occupation, 
messenger. 

Family  and  previous  history  unimportant,  except  that  up  to 
five  wrecks  before  attack  had  always  lived  in  the  country. 

History  of  Present  Illness. — About  ten  davs  previous  to  his 
admission  into  Garfield  Memorial  Hospital  (November  22,  1907), 
this  was  Friday,  he  worked  all  day  in  the  rain.  On  Sunday 
felt  some  pains  in  back  and  shoulders,  also  headache;  Monday  he 
tried  to  go  to  work,  but  returned  and  lay  down,  had  a  chill, 
fever,  and  vomiting;  Tuesday  was  out  of  his  head  and  had  pro- 
fuse sweats;  Wednesday  feet-  and  wrist-drop  were  noticed. 
Temperature  on  admission  was  98.6°  and  has  since  fluctuated 
between  that  and  102°. 

Physical  examination  by  Dr.  Morgan,  November  23,  1907. 
Young  white  boy,  apathetic,  mouth-breather,  pupils  equal,  re- 
spond to  light  and  distance,  sclerotics  not  injected.  Tongue 
heavily  coated;  cigarette  stains  on  right  hand;  hands  appear 
puffed.  Old  cicatrix  left  chin.  Long  prepuce.  Most  of  body 
tanned.  Partial  paresis  left  arm  and  left  leg,  no  loss  of  sensation 
in  extremities,  double  ankle-  and  left  wrist-drop,  left  foot  turned 
in.  Babinski's  sign  absent.  Kernig's  sign  partial.  Toes  cold 
and  purplish,  ankle  cloni  and  patellae  reflexes  absent.  vScrotal 
and  epigastric  reflexes  present.  Patient  knits  brows  frequently 
during  examination.  Heart  and  lungs  negative.  Liver  and 
.splenic  dullness  lessened;  abdomen  tympanitic. 
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November  28,  1907.  Left  arm  and  leg  sensitive  to  heat  and 
cold,  distinguishable.  Scrotal  and  epigastric  reflexes  now 
absent.  vSensation  not  impaired  left  arm  and  leg.  Seems  to 
move  individual  muscles  in  these  extremities.  Ankle-drop  con- 
tinues, both  feet,  but  no  paresis  of  rest  of  right  leg.  Can  work 
toes  of  right  foot  well  and  can  make  plantar  extension  when  foot 
is  drawn  up  bv  examiner.      Cannot  do  this  with  left  foot. 

This  patient  remained  in  the  hospital  nearly  two  months  and 
improved  sufficiently  to  be  lifted  out  of  bed  to  sit  up.  He  then 
went  to  the  countrv  for  six  months  and  is  now  at  work  as  a 
bundle  wrapper  in  one  of  our  department  stores.  He  shows  at 
present  on  examination  decided  wasting  of  the  muscles  of  the 
left  shoulder  and  left  leg  and  has  disabilities  in  motion.  He 
goes  and  returns  from  work  every  day  on  the  street  car. 

QiQ  Fifteenth  Street. 
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Physician  and  Surgeon-in-Chief  of  the  Hospital  for  Deformities  and  Joint  Diseases 

New  York  City. 

(With  Thirteen  IlkistrationsJ 

As  we  have  had  some  unusual  manifestations  of  anterior 
poliomyelitis  following  the  epidemic  of  1907,  it  may  be  of  in- 
terest to  bring  the  subject  before  you. 

From  the  history  and  clinical  observations  of  these  cases,  there 
may  be  several  diseases  which  are  grouped  as  anterior  poliomye- 
litis or  infantile  paralysis;  and  Gossage  {Am.  Jour.  Med.  Sci., 
May,  1902)  suggests  the  following: 

1.  That  class  where  paralysis  comes  on  suddenly  without 
previous  illness. 

2.  That  class  where  the  onset  of  paralysis  is  preceded  by  gen- 
eral sym])toms,  such  as  fever,  vomiting,  and  ])ain  in  bowels. 

3.  The  epidemic  class  in  which  the  disease  tends  to  spread  to 
the  brain  and  distal  nerves. 

4.  The  adult  class. 

We  may  rest  assured  from  clinical  deductions  alone  that 
there  is  hyperemia  of  the  cord,  which  has  the  effect  of  inhibit- 
ing temporarily  or  actually  destroying  certain  ganglion  cells  in 
the  anterior  cornua.  These  cells  have  trophic  as  well  as  motor 
function,  and  any  injury  to  them  gives  rise  not  only  to  certain 
paralyses  but  to  impeded  circulation  and  arrest  of  growth. 

There  is  no  doubt  that  bulbar  involvement,  involvement  of 
the  spinal  muscles  and  muscles  of  the  abdomen  have  been  over- 
looked by  many  observers  in  their  examination  of  patients. 
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Treatment. — What  seems  most  essential  to  the  general  practi- 
tioner has  been  omitted  or  given  slight  attention  in  the  papers 
read  and  published  in  the  past  two  years.      In  the  onlv  paper  read 


Fig.  I. — A  group  of  nine  cases  out  of  a  series  of  fifteen  of  facial  involvement 
with  extremity  involvement— seven  of  the  right  side;  two  of  the  left.  In  all  bulbar 
cases  where  the  muscles  of  the  extemities  are  involved  resolution  is  much  slower 
in  the  face  than  in  the  extremities.  Eight  of  these  cases  have  been  permanently 
cured. 
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before  the  New  York  State  Society  last  January,  the  author  said 
there  was  no  virtue  in  drugs  or  electricity,  and  the  only  treat- 
ment that  was  beneficial  was  massage,  a  treatment  that  could  be 
given  by  the  child's  maid.  Why  should  we  be  surprised  at  the 
growth  of  osteopathy  and  Christian  Science  if  such  treatment  is 
all  we  can  offer  to  the  parents  of  children  affected  with  infantile 
paralysis,  a  disease  which  is  the  cause  of  a  large  percentage  of 
useless  cripples  that  burden  the  familv  and  state? 


Fig.  2. 


Fig.  3. 

Figs.  2  and  3. — Showing  paralysis  of  muscles  of  abdomen.      Recovered  under 

treatment  by  massage,  electricity  and  abdominal  binder. 

I  wish  to  heartih'  indorse  the  statement  of  'rubl)\-  and  Jones 
(Surgery  of  Paralysis,  p.  41),  "That  by  a  proj)er  appreciation  of 
the  available  therapeutic  and  mechanical  agencies,  we  need 
rarely,  if  ever,  encounter  any  paralytic  deformity." 

In  the  acute  stage,  the  advice  of  the  best  authorities  is  absolute 
rest,  active  cathartics,  and  mild  diet,  with  dry  cups  to  the  spine 
two  or  three  times  a  day,  or  ice-bags  to  the  spine  to  allay  conges- 
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tion,  cold  water  and  alcohol  sponges  to  relieve  the  fever;  to  this 
may  be  added  antipyretic  drugs.  For  those  cases  where  pain  is 
severe,  Dover's  powder,  paregoric,  aspirin,  or  acetanilid  may 
be  used. 

Dr.  Gushing,  of  Baltimore,  and  Dr.  Allen  Starr,  of  Xew  York,  re- 


FlG.  4. 


Fig.  5 


Figs.  4  and  5. — Showing  paralysis  of  abdominal  muscles  and  consequent  hernia 
from  relaxation.  Recovered  under  treatment  by  massage,  electricity  and  abdomi- 
nal binder. 


commend  the  use  of  urotropin,  five  grains  every  four  hours,  for 
a  child  eight  years  of  age,  and  a  dose  in  proportion  for  younger 
children. 

A  week  after  the  temperature  is  normal,  or  when  the  patient  is 
presented    for  treatment,  the  active  care  of  the  patient  begins. 
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The  following  line  of  treatment  has  proved  very  successful  in  my 
hands. 

Strychnine  to  the  point  of  tolerance  should  be  administered. 
Starr  has  given  one-fourth  grain  three  times  a  day  to  a  child 
eight  vears  old,  but  one  must  be  on  the  alert  for  its  toxic  eflfects. 


Fig.  6.  Fig.  7. 

Fig.  6. — Hernia  in  three  locations  in  the  abdomen. 

Fig.  7. — Case  sent  to  Hospital  for  Deformities  and  Joint  Diseases  with  total 
paralyiss  of  both  arms  and  both  legs.  Muscles  of  abdomen,  upper  chest  and 
pectorals,  and  diaphragm  also  involved.  Under  sinusoidal  and  high-frequency 
electricity  both  legs  and  one  arm  have  completely  recovered.  Right  arm  and 
pectoral  muscles  still  involved. 

The  high-frequency  current  should  be  used  along  the  spinal 
column  to  contract  the  vessels  in  the  cord,  to  overcome  congestion 
and  compression  of  the  nerve  cells.  No  drug  can  do  this  as 
efficiently  as  the  high-frequency  current. 
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To  prevent  the  muscle  fiber  from  atrophying  while  resolution  in 
the  cord  is  taking  place,  the  sinusoidal  current  is  most  efficient; 
hand  and  mechanical  massage  will  assist  in  preventing  wasting. 

The  daily  treatment  should  consist  of  sinusoidal  electricity 
and  the  high-frequency  current  for  five  minutes,  to  the  point  of 
tolerance,  followed  by  a  uniformly  interrupted  galvanic  current, 
the  sponges  having  been  immersed  in  a  lo  per  cent,  solution  of 


Fig.  8. 


Fig.  q. 


Figs.  8  and  9. — Case  of  two  years'  duration  showing  rapiditv  with  which 
deformity  occurs.     No  treatment  e.xcept  corset  having  been  given. 


strychnine  nitrate.  The  galvanic  interrupted  current  should  be 
given  for  about  seven  minutes.  In  the  application  of  the  electric 
current,  to  obtain  the  best  effect  it  is  very  important  that  the 
origin  and  insertion  of  the  muscles  treated  should  be  as  closely 
approximated  as  possible. 

It  seems  strange  that  massage  receives  so  httle  attention  in 
America,    while     its    methods    and    technic    have    been  so  em- 
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phatically  emphasized  b}'  the  late  Professor  Hoffa,  of  Berhn,  and 
Lorenz,  of  Vienna. 

Most  of  the  massage  treatment  given  to  aflfected  children  con- 
sists of  rubbing  the  skin  on  the  underlying  fascia.  To  obtain 
the  result  desired  and  to  do  the  most  effectual  work,  we  grasp  be- 
tween the  thumb  and  first  fin2:er  all  the  tissue  between  the  skin 


Fig.  io.  Fig.  i  r. 

Figs,  io  and  ii. — Same  case  as  Fig.  9.  By  the  application  of  piaster  jacket 
patient's  lenf!;th  increased  three  inches.  .\fter  three  months'  treatment  with 
sinusoidal  and  high-frequency  current  patient  was  able  to  walk  without  crutches. 

and  bone,  and  by  a  process  of  pressing  and  milking,  go  from  the 
extremity  toward  the  body.  The  veins  and  lymphatics  are 
emptied  and  elimination  and  assimilation  are  improved.  Deep 
kneading  and  brisk  striking  with  the  back  of  the  first  phalanx 
aid  to  produce  hyperemia.  Properly  applied  vibration  can  ac- 
complish nearly  as  much  good  as  massage,  and  is  particularly 
useful  for  the  deeper  muscles. 
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Just  before  the  child  retires,  the  alternate  application  of  hot 
and  cold  water  improves  the  vitahty  of  the  affected  hmb. 

In  children  over  three  years  great  benefit  is  derived  from  a 
systematic  drill  before  a  mirror  or  by  going  through  a  series  of 
movements  which  compel  the  child  to  concentrate  its  attention 
on  the  physical  effort. 

The  child  is  made  to  contract  and  relax  the  muscles  involved 


Fig.  12.  Fig.  13. 

Fig.  12. — Lower  extremities  and  eye  involved.     Patient  never  walked  until  splints 

were  applied.      Improved  under  sinusoidal,  high-frequency  and  massage. 
Fig.   13. — Axis  shortening  of  the  leg  2h  inches  in  two  years. 


or  if  there  is  an  inability  for  this  muscular  effort,  the  nurse  aids 
the  child  to  go  through  each  movement  slowly,  hut  keeps  the 
child's  attention  concentrated  on  the  effort. 

It  has  been  attention  of  this  kind  that  has  yielded  results  after 
operation,  where  the  work  of  the  muscles  has  produced  most 
of  the  improvement  and  not  the  operation. 
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I  have  seen  several  cases  where  no  improvement  has  been 
noticed  for  more  than  six  years  in  children  between  twelve  and 
eighteen  years,  where  they  could  not  write  or  hold  any  article  in 
their  fingers.  Then  by  a  careful  system  of  training  these  muscles 
were  developed  so  as  to  enable  the  patients  to  hold  knife  and  fork 
and  write,  which  demonstrates  that  it  is  a  mistaken  idea  to  re- 
linquish hope  of  cure  if  there  is  no  improvement  after  six  months. 
Time  is  no  factor.  Faikire  to  cure  is  due  to  the  method  of  apply- 
ing electricity  in  its  various  manifestations  and  neglect  of  mas- 
sage and  exercises. 

Suitable  exercise  is  always  salutory.  Exercise  wrongly  applied 
may  produce  deformity. 

One  of  the  prevailing  errors  of  the  present  treatment  of 
infantile  paralysis  is  the  locking  up  of  the  limb  in  an  immovable 
splint  which  simply  increases  the  atrophy  of  the  affected  muscles. 
I  recall  an  important  law  of  Thomas  Ellis  (Wood's  Med.  and  Surg. 
Monographs,  No.  6,  p.  28),"  Action  promotes  growth  and  strength. 
Inactivity  leads  to  rapid  waste.     Pressure  causes  wasting." 

The  application  of  braces  should  be  to  aid  locomotion  and 
prevent  deformity  and  they  must  be  constructed  for  the  individ- 
ual case;  I  will  not  attempt,  therefore,  to  describe  these  appli- 
ances. 

The  Surgical  Treatment  of  Old  Cases. — Old  cases  may  require 
tenotomy  or  tendon  shortening  or  transplanting  of  muscles  and 
tendons  to  improve  function.  We  may  have  to  remove  some  of 
the  bones  of  the  foot,  wholly  or  in  part,  to  correct  paralytic  club 
foot. 

Excision  of  the  joint,  arthrodesis,  may  be  necessary  in  some 
instances. 

Good  results  in  obstinate  cases  can  be  expected  after  months 
or  years  of  patient,  painstaking  treatment,  using  all  the  means 
I  have  described. 

From  my  experience  in  the  treatment  of  nearly  300  cases  in 
the  past  two  years,  two  old  established  laws  have  been  proven 
absolutely  incorrect:  i.  It  has  been  claimed  that  if  no  im- 
provement is  noted  after  six  months,  none  will  occur.  I  have 
demonstrated  that  cases  often  show  marked  improved  after  from 
two  to  six  years  or  longer. 

2.  That  when  the  reaction  of  degeneration  by  the  galvanic  and 
faradic  currents  has  been  found  positive,  in  the  tests  of  competent 
observers,  sinusoidal  electricity  will  re-establish  muscle  function. 

783  Lexington  .Avenue. 
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SECTION  ON  PEDIATRICS. 
Meeting  of  March  ii,  1909. 
Dr.  Eli  Long  in  the  Chair. 

EXOPHTHALMIC  GOITRE   IN  A  GIRL  TEN   YEARS  OF  AGE. 

Dr.  M.  Nicoll,  Jr.,  presented  this  patient.  The  father  was  an 
Austrian  Jew,  forty-three  years  old,  a  cigar  maker,  and  had 
been  in  this  country  thirty  years.  He  drank  moderately,  but 
was  probably  an  excessive  tobacco  chewer.  He  denied  ever 
having  had  venereal  disease.  He  complained  only  of  gradually 
increasing  nervousness  and  physical  weakness,  and  had  given  up 
work  on  this  account  for  several  weeks.  The  physical  exami- 
nation was  negative  except  an  evident  highly  nervous  mental 
condition.  There  was  a  slight  tremor  of  the  face  when  speaking 
and  his  eyes  readily  filled  with  tears.  The  heart's  action  was 
normal. 

The  mother  presented  nothing  of  clinical  interest.  She  came 
from  the  country  of  her  husband,  and  had  been  married  twenty- 
three  years,  had  had  seven  children,  all  of  whom  were  alive. 
The  two  youngest  children,  three  and  six  years  of  age,  seemed 
normal.  A  girl  of  nineteen  was  said  to  be  strong  and  well.  The 
oldest  son,  a  boy  of  seventeen,  had  gone  to  the  City  College  for 
four  years,  but  had  lately  given  up  work  there  because  of  nervous- 
ness and  weakness  for  the  past  three  months.  His  thyroid  gland 
showed  no  hypertrophy  His  eves  were  prominent.  His  pulse 
was  between  120  and  142.  A  fourteen-year-old  girl  came  1.0  the 
clinic  about  six  weeks  ago  to  be  treated  for  asthma  which  was  said 
to  have  been  present  at  irregular  intervals  for  years.  Her 
pulse  had  ranged  from  120  to  165,  the  latter  during  an  attack 
of  influenza.  There  w^as  no  enlargement  of  the  thyroid.  Her 
urine  was  normal.  The  ten-year-old  girl  came  to  the  clinic  some 
weeks  ago  to  be  treated  for  the  eyes.  She  had  exophthalmus, 
fairly  well-marked  von  Graefe  sign,  and  marked  pulsation  of  the 
retinal  vessels.  The  thyroid  was  distinctly  enlarged.  Her 
pulse  varied  from  120  to  145.  She  was  moderately  nervous, 
but  attended  school  regularly.      Her  urine  was  normal. 

Dr.  John  Rogers,  Jr.,  said  that  among  the  interesting  things 
that  occurred  to  him  in  connection  with  the  cases  presented  by 
Dr.  Nicoll  were  the  apparent  heredity  and  the  diagnosis.  He 
firmly  believed  in    heredity  increasing  the  susceptibility  to  the 
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disease  in  these  cases.  A  parent  may  transmit  a  certain  iamount 
of  weakness  in  certain  organs  or  perhaps  a  diathesis  or  a  weak- 
ness in  general. 

With  regard  to  the  diagnosis  of  exophthalmic  goitre,  there 
appeared  to  be  one  characteristic  feature  in  these  cases,  "fatig- 
ability;" that  was,  little  ability  to  withstand  exertion  or  fatigue, 
excitement  and  the  conditions  brought  on  by  a  little  emotion 
or  strain,  the  so-called  nervousness.  Fatigability  was  probably 
one  of  the  most  common  and  characteristic  things  in  exoph- 
thalmic goitre,  and  when  one  or  two  signs  were  added  there  was 
not  much  doubt  about  the  diagnosis. 

The  condition,  he  thought,  could  be  made  worse  or  better 
by  the  administration  of  thyroid  or  thyroid  products.  What  had 
been  written  in  the  past  regarding  the  iodine  content  of  the 
thyroid  gland  was  probably  all  wrong;  one  chemist,  Dr.  Riggs, 
alone  had  been  working  in  the  Cornell  Medical  School  laboratory 
for  two  years  to  determine  the  iodine  content  of  the  thyroid  gland, 
and  he  had  proven  by  quantitive  methods  that  the  ideas  in 
vogue  regarding  the  thyroid  gland  and  its  iodine  content  were 
extremely  erroneous.  Practically  all  the  determinations  which 
had  hitherto  been  published  could  be  thrown  out .  In  exophthalmic 
goitre  the  content  of  iodine  in  the  gland  in  proportion  to  the 
total  weight  of  gland  was  very  much  diminished  from  the  normal; 
this  dim  nution  was  in  direct  proportion  to  the  severity  of  the 
disease.  This  was  probably  due  to  some  vital  defect  in  the 
gland  with  a  failure  to  take  up  iodine.  These  patients  were  not 
only  susceptible  to  thyroid,  but  were  susceptible  to  iodine  as 
well.  The  patients  could  be  made  better  or  worse  by  the 
administration  of  small  doses  of  iodine,  showing  their  great 
susceptibility  to  this  agent. 

With  regard  to  the  theories  as  to  the  etiology  of  the  disease, 
here  was  presented  something  of  interest  in  the  family.  The 
girl  had  asthma;  another  girl  suffered  from  headaches  and 
constipation  and  disorders  of  digestion;  the  boy  was  feeble;  the 
father  showed  mental  defects.  This  seemed  to  show  that  the 
thyroid  was  intimately  connected  with  nearly  all  the  organs  of 
the  body.  Any  strain  upon  the  nervous  system  made  the 
disease  worse;  any  strain  upon  digestion  aggravated  the  disease. 
Diarrhea  made  the  disease  worse.  Any  intercurrent  affection, 
such  as  tonsillitis  or  any  infectious  fevers  made  the  disease 
worse.  When  such  a  multitude  of  conditions  bear  upon  the 
disorder  of  the  thyroid  gland,  it  makes  it  appear  that  the  thyroid 
gland  was  concerned  in  the  action  of  every  tissue  in  the  body. 
He  thought  this  gland  was  concerned  in  the  fundamental 
chemistry  of  every  organ  and  tissue  in  the  body,  and  this  had 
an  "activating"  effect  upon  each.  Both  the  quantity  and 
quality  of  the  secretion  had  to  be  considered  in  every  case.  In 
some  the  quantity  of  secretion  was  too  great  and  the  amount 
had  to  be  jmt  down  by  means  of  surgery  or  by  a  specific  anti- 
serum.     In  others,  as  in  the  cases  shown,  the  quantity  of  thyroid 
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secretion  was  probably  not  in  excess,  but  the  quality  was 
impaired  and,  therefore,  the  gland  had  to  be  helped  out,  as  it 
were,  preferably  by  one  or  another  of  the  pure  (?)  thvroid 
proteids  or  by  iodine.  At  the  same  time  every  effort  should 
be  made  to  improve  the  general  nutrition,  as  this  in  turn  affected 
the  thyroid  and  the  quality  of  its  output. 

INOCULATION    TUBERCULOSIS     FOLLOWING    RITUAL    CIRCUMCISION. 

Dr.  Sara  Welt-Kakels  presented  a  baby,  six  months  of  age, 
breast-fed,  born  of  healthy  parents.  There  was  no  historv  of 
lues  or  tuberculosis  of  the  ascendants.  The  parents  had  been 
married  four  years  and  had  one  other  child,  three  vears  old,  who 
was  well.  There  had  been  no  premature  labors  or  abortions. 
The  little  boy  was  born  at  full  term,  was  delivered  spontaneously, 
although  the  labor  was  rather  tedious.  At  birth  he  was  slightly 
asphyxiated.  He  was  Avell  developed.  He  was  circumcised  on 
the  ninth  day,  according  to  the  orthodox  Jewish  ritual.  The 
wound  was  sucked  by  the  operator,  who  was  said  to  have  been 
an  elderly  man,  having  followed  his  occupation  for  the  last  thirtv 
years.  He  had  a  cough  and  presumably  he  had  tuberculosis. 
According  to  the  mother's  description,  the  wound  looked  in- 
flamed and  the  surrounding  parts  were  red  and  swollen.  The 
child  seemed  feverish  and  suffered  from  a  slight  dyspeptic  dis- 
turbance. About  four  weeks  later  the  mother  noticed  a  swelling 
in  the  left  groin,  and  a  physician  was  then  consulted;  he  pre- 
scribed an  ointment,  but  no  improvement  followed  its  use.  The 
child  was  then  brought  to  the  Mt.  Sinai  Dispensarvlast  December. 
At  that  time  the  child  showed  a  small  hydrocele  on  the  right 
side  and  a  glandular  swelling  in  the  left  inguinal  region.  For 
some  reasons  the  woman  did  not  return  until  some  weeks  later. 
The  prepuce  looked  then  edematous,  and  there  was  a  slight 
nodule  to  be  felt  in  its  periphery;  fluctuation  was  detected  in  the 
glandular  swelling.  This  was  aspirated,  and  a  thin  serous  dis- 
charge, mixed  with  flocculi,  escaped.  A  suspicion  of  tubercular 
infection  was  then  entertained.  Pirquet's  test  was  employed, 
and  the  reaction  was  positive.  The  discharge  from  the  sinus 
was  examined  by  Dr.  Eugene  Paul  Bernstein,  who  reported  the 
presence  of  typical  tubercle  bacilli.  In  the  latter  part  of  Feb- 
ruary, the  enlarged  and  partly  suppurating  glands  were  removed 
under  chloroform  narcosis  by  Dr.  Charles  Goodman.  Some  of 
them  were  adherent  and  brittle,  and  had  to  be  removed  with  the 
curette.  A  chain  of  glands  situated  near  the  large  vessels 
were  removed  ?h  toio.  A  very  careful  and  thorough  examination 
of  the  extirpated  glands  was  made  by  Dr.  Bernstein,  the  assistant 
pathologist  of  Mt.  Sinai  Hospital,  and  he  reported  that  sections 
of  the  glands  showed  tubercular  giant  cells,  with  areas  of  cheesv 
degeneration.  Tubercle  bacilli  were  detected  with  the  usual 
method  of  staining.  The  smears  from  the  fresh  glands  showed 
tubercle  bacilli,  decolorized  and  counterstained  with  Oppen- 
heim's  stain  and  malachite  green.     The  bov  was  well  fed,  weighed 
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nineteen  and  one-half  pounds,  and  looked  rosy  and  happy — the 
picture  of  a  thriving  infant;  this  was  a  living  refutation  of  the 
accustomed  belief  that  tuberculosis  in  early  infancy  led  to  ca- 
chexia and  marasmus.  The  baby's  temperature  was  normal;  the 
thoracic  organs  were  normal,  although  a  few  rales  were  to  be 
heard  over  the  lungs.  The  spleen  was  slightly  enlarged.  There 
was  still  a  deep  sinus  in  the  left  inguinal  region,  which  was  gradu- 
ally   filling   up   with    healthy   granulations. 

From  the  study  of  the  cases  of  inoculation  tuberculosis  follow- 
ing ritual  circumcision  reported  in  the  current  literature,  it 
appeared  that  most  frequently  they  were  looked  upon  as  syphi- 
litic and,  while  employing  specific  remedies,  valuable  time  was 
lost.  On  account  of  the  tendency  of  tuberculosis  in  infancy 
to  become  generalized,  it  was  very  important  to  make  a  careful 
diagnosis,  and  this  could  be  done  easily  by  means  of  the  micro- 
scope and  the  newer  methods  of  examination. 

The  prognosis  of  the  case  was  dubious  if  one  considered  the 
great  disposition  to  selection  so  characteristic  of  tuberculosis  in 
infants.  The  outcome  will  depend  as  to  whether  the  process 
had  been  arrested  in  the  inguinal  lymphatic  glands  or  had  pro- 
gressed to  distant  organs.  According  to  Engel,  the  tuberculous 
disease  would  remain  localized  in  the  lymphatic  glands  for  a 
longer  time  in  well-fed,  mainly  breast-fed,  children  than  in  arti- 
ficially fed  infants,  indicating  the  presence  of  protective  bodies 
in  the  system.  From  the  literature  it  appeared  that  cases,  in 
whom  recovery  apparently  followed,  afterward  developed  fatal 
tuberculous  lesions. 

As  a  prophylactic  measure  Dr.  Knopf  recently  suggested  that 
only  such  persons  who  had  shown  the  necessary  skill  before  a 
medical  board  of  examiners  should  be  allowed  to  perform  the 
circumcision,  and  that  they  should  submit  themselves  to  a  medi- 
cal examination  every  time  they  were  called  upon  to  perform 
this  rite. 

Dr.  Willy  Meyer  believed  with  Prof.  Maas  that  it  should  be  the 
duty  of  the  physician  to  protest  against  the  ritual  circumcision. 

DISCUSSION. 

Dr.  Henry  Koplik  said  that  these  cases  of  inoculation  tuber- 
culosis were  met  with  from  time  to  time,  but  they  were  becoming 
more  rare  with  the  enlightenment  of  the  gentlemen  who  per- 
formed this  rite ;  there  were  but  few  men  to  day  in  this  city  who  did 
not  perform  this  rite  carefully  and  under  surgical  precautions, 
with  the  result  that  these  cases  of  inoculation  tuberculosis  were 
becoming  very  rare.  When  Dr.  Koplik  was  in  charge  of  the 
Good  Samaritan  Hospital  and  Dispensary  he  saw  many  of  these 
cases  and  they  were  properly  diagnosed  as  tuberculous;  some 
were  under  the  care  of  Dr.  Van  Arsdale  and  others  under  the 
care  of  Dr.  Ware;  Dr.  Ware  diagnosed  his  cases  from  the  start,  but 
the  antiluetic  treatment  in  one  case  at  least  was  instituted  at 
the  suggestion  of  Dr.  Willy  Meyer.     Those  were  in  the  days  when 
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they  had  not  the  present-day  methods  of  diagnosis  of  tuberculo- 
sis. Dr.  KopHk  remembered  well  one  case  he  saw  with  Dr. 
Ware.  These  children  had  but  little  constitutional  disturbance 
and  a  cachexia  at  first.  The  cachexia,  as  a  rule,  appears  later. 
These  children  usually  go  to  the  wall,  develop  other  forms  of 
tuberculosis  and  die.  Of  the  cases  that  he  had  seen,  the  earliest 
appeared   three   months   after  the  circumcision. 

Dr.  Charles  Goodmax  said  that  the  interesting  presentation 
of  this  case  emphasized  some  of  the  grave  dangers  of  the  ritual 
circumcision  as  practised  by  some  of  the  Mohels.  Although  as 
old  as  history,  circumcision  to-day  was  practised  more  than  ever, 
and  its  advantages  from  the  hygienic  standpoint  gained  it  manv 
adherents  among  the  medical  profession  independent  of  their 
religious  belief.  The  danger  of  the  ritual  circumcision  lav  in  the 
old  traditional  custom  of  practising  the  mezizah  or  act  of  sucking 
after  the  prepuce  had  been  divided.  The  real  origin  of  this 
step  in  the  ritual  circumcision,  which  consisted  in  the  with- 
drawal of  blood  from  the  wound  by  suction,  was  not  definitely 
established  and  dated  back  to  earliest  history.  It  was  a  com- 
pulsory enforcement  in  the  rite  as  described  in  the  Camara 
written  by  Rev.  Rav.  Pope  in  the  fifth  century  and  later  in  the 
Beth  Joseph  written  by  Joseph  Karo  and  by  Maimonedge,  the 
celebrated  physician  and  writer  of  the  twelfth  centurv.  The 
purpose  of  the  mezizah,  or  the  act  of  suction,  was  not  definitely- 
understood,  but  was  emphatically  explained  by  the  Hebrew 
writers  as  being  hemostatic  and  styptic  and  by  others  as  having 
a  cleansing  action,  preventing  inflammation  of  the  wound.  The 
instinctive  putting  the  injured  finger  into  the  mouth  and  sucking 
the  wound  might  explain  the  source  of  this  custom.  The  danger 
of  this  practice  had  been  brought  to  the  attention  of  other 
countries.  In  1845  the  French  government,  at  the  request  of 
the  Hebrew  Consistory,  permitted  only  Mohels  properly  qualified 
by  instruction  to  perform  circumcision  and  at  the  same  time 
abolished  the  suction  part  of  the  rite.  In  other  countries, 
notably  German  Austria,  and  by  the  more  enlightened  ^lohels 
of  this  country,  the  mezizah  was  performed  with  the  aid  of  a 
cupping  glass,  consisting  of  a  glass  cylinder  and  mouth-piece. 
This  permitted  of  observation  of  all  the  traditions  of  the  ritual 
circumcision  without  the  danger  of  infecting  the  infant  with 
syphilis,  tuberculosis,  and  diphtheria.  A  most  notable  example 
of  the  danger  of  syphilitic  infection  was  reported  in  Krakow  in 
181 1.  The  attention  of  a  well-known  physician  of  that  citv  was 
called  to  a  number  of  syphilitic  infections  of  male  Hebrew 
inlants  of  healthy  parentage.  He  attended  a  ritual  circumcision 
and  after  the  IMohel  had  severed  the  foreskin  and  peeled  back 
the  mucous  membrane,  and  was  about  to  insert  the  glans  into 
his  mouth,  the  ceremonies  were  ruthlessly  interrupted  by  the 
physician  who  insisted  upon  examining  the  Mohel's  mouth, 
which  he  did,  and  found  a  large  syphilitic  patch  in  his  throat. 
This   Mohel   was   deprived   of  his    license,   and  the  epidemic  of 
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syphilis  among  the  infants  was  abated.  In  Russia  the  Mohels 
still  practised  the  old  traditional  rite  with  the  mezizah,  and  the 
large  majority  of  Mohels  of  this  city  came  from  Russia.  In  the 
early  years  of  Dr.  Goodman's  practice  he  said  he  was  called  to 
see  a  male  infant  infected  with  syphilis  after  circumcision. 
After  that  he  always  insisted  upon  having  the  parent  of  a  pros- 
pective candidate  for  circumcision  bring  the  Mohel  to  his  oflfice, 
where  he  gave  them  instructions  in  simple  aseptic  precautions 
and  admonished  them  from  doing  suction  without  the  circum- 
cision glass.  The  case  presented  by  Dr.  Welt-Kakels  emphasized 
the  necessity  of  calling  the  attention  of  the  Board  of  Health  to 
the  pernicious  habit  as  practised  by  unqualified  and  ignorant 
Mohels.  The  licensing  of  only  competent  and  properly  instructed 
Mohels  would  do  away  with  the  dangers  to  the  innocent  off- 
spring under  the  present  indiscriminate  methods  pursued. 

Dr.  ]\Iartix  W,  Ware  said  he  wished  to  confirm  all  that  Dr. 
Welt-Kakels  had  stated.  After  a  period  of  incubation  of  four 
weeks,  the  glands  enlarged  and  the  lesion  would  assume  the 
characteristic  appearance  of  a  tuberculous  sore.  This  coincided 
with  the  first  appearance  of  the  luetic  adenopathy,  while  the  sore 
could  pass  for  either  one  of  lues  or  tuberculosis,  thus  rendering 
the  clinical  diagnosis  somewhat  difficult.  At  the  Good  Samari- 
tan Dispensary  Dr.  Ware  saw  but  a  few  cases  of  inoculation 
tuberculosis;  this  was  during  a  period  of  twelve  active  years  of 
service.  The  condition  certainly  appeared  to  be  on  the  wane. 
While  he  stated  that  antiluetic  treatment  should  be  given,  it 
should  be  remembered  that  none  of  the  delicate  tests  for  tuber- 
culosis, as  they  had  to  day,  was  at  his  disposal  then.  Small 
sections  were  removed  and  placed  under  the  microscope  and  the 
diagnosis  made.  At  such  a  tender  age  he  found  the  glands  to  be 
extensively  involved,  and  the  removal  of  them  was  a  capital 
operation.  All  the  children  who  were  subjected  to  operation  of 
tuberculous  adenitis  did  badly  eventually. 

As  bearing  on  these  cases  of  inoculation  tuberculosis,  he 
reported  another  case  of  inoculation  tuberculosis  occurring  in 
an  infant  of  six  months,  who  had  had  her  ear  pierced  by  the 
nurse.  The  nurse  threaded  a  needle,  then  drew  the  thread 
through  her  mouth  to  wet  it,  and  pierced  the  baby's  ears.  This 
resulted  in  a  sore  which  refused  to  heal  kindl>-  with  the  string  or 
thread  in  the  ears.  The  glands  in  the  neck  became  enlarged 
and  of  an  enormous  extent.  This  patient  was  shown  before 
the  surgical  section  of  the  Academy  of  Medicine.  Dr.  Ware 
did  for  the  child  all  that  surgery  could  do,  and  this  resulted  in 
prompt  healing  of  the  sores.  But  six  months  afterward  the 
child  developed  a  spondylitis.  All  this  occurred  nine  years  ago, 
and  to-day  the  child  was  otherwise  well. 

DIABETES  IX  A  BOY  TEX  YEARS  OF  AGE. 

Dr.  Hexry  Heimax  presented  a  boy,  ten  years  old.  His 
present   trouble   began   about    five   months  ago   with   constant 
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feeling  of  thirst,  increased  appetite,  increased  frequency  in 
urination,  and  loss  of  weight.  His  urine  had  a  specific  gravity 
of  1032.  There  was  a  faint  trace  of  albumin  with  picric  acid 
only.  The  amount  in  twenty-four  hours  was  5,700  c.c,  sugar, 
5  per  cent.  2S5.0  in  twenty-four  hours,  urea  46.6;  acetone  and 
diacetic  acid  were  present.  There  were  a  few  small  hyaline, 
finely  and  coarsely  granular  casts  and  a  few  epithelial  cells. 
When  Dr.  Rudisch  was  requested  to  assume  charge  of  the 
patient  he  ordered  a  diet  which  represensented  proteids,  88. 65; 
carbohydrates,  29.72,  and  fats,  114. 12;  this  represented  a  caloric 
value  of  1,633.0.  Atropine  methylbromide,  grain  1/60  t.i.d., 
was  ordered  for  a  time,  and  then  atropine  sulphate  was  substi- 
tuted. He  was  also  given  bicarbonate  of  soda  and  olive  oil. 
From  November  i  to  January  4  there  was  a  steady  decrease 
in  the  daily  quantity  of  sugar,  which  on  the  latter  date  amounted 
to  only  4.2  grams.  The  boy  gained  about  three  pounds  during 
this  period.  On  January  5,  the  sugar  disappeared  entirely  from 
the  urine  and  had  remained  absent  except  on  occasions  when 
the  patient  would  surreptitiously  take  more  that  his  allotted 
amount  of  bread.  The  boy  was  now  taking  care  of  105  grams 
of  bread  daily  without  any  disturbance  of  sugar  metabolism. 
The  prediction  as  to  the  ultimate  prognosis  in  this  case  could 
only  be  given  with  great  reserve. 

DISCUSSION. 

Dr.  Rudisch  said  the  case  presented  by  Dr.  Heiman  was  of 
particular  interest  because  of  the  age  of  the  patient;  such  young 
persons  usually  gave  a  very  unfavorable  prognosis.  Here  was 
a  child,  ten  years  old.  with  diacetic  and  oxvbutvric  acids  in  the 
urine,  taking  carbohydrates  all  th^  time  at  home.  In  accord- 
ance with  the  teachings  regarding  the  diet  in  the  presence  of 
these  acids,  he  continued  the  patient  on  a  limited  diet  of  carbo- 
hydrates. The  diacetic  acid  did  not  disappear  from  the  urine. 
In  such  cases  all  authorities  agreed  that  a  certain  amount  of 
sugar  was  indicated,  and  under  this  impression  he  gave  the  child 
fruit,  oranges  and  apples,  hoping  that  the  levulose  contained 
therein  would  not  be  as  deleterious  as  starch  and  dextrose.  He 
then  decided  to  stop  this,  and  gave  the  patient  an  absolutely 
strict  diet  of  proteids,  including  only  meats,  fish,  and  such  vege- 
tables as  contained  small  quantities  of  starch,  especially  cabbage. 
This  boy  required  enormous  quantities  of  food  to  satisfy  his 
hunger;  therefore  cabbage  and  other  bulky  vegetables  were  given 
in  order  to  fill  his  stomach.  It  had  been  shown  that  in  certain 
parts  of  Europe,  where  the  people  ate  large  quantities  of  cabbage 
and  potatoes,  if  meats  were  substituted,  they  complained  of 
hunger.  And  so  it  was  with  this  boy.  The  stomach  must  be 
filled.  After  a  time  he  took  smaller  quantities  of  food.  Under 
this  diet  the  diacetic  and  oxybutyric  acids  disappeared  from  the 
urine,  proving  that  the  presence  of  these  acids  was  not  always 
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a  contraindication  to  a  strict  proteid  diet,  contrary  to  the  opin- 
ion of  most  authorities.  Dr.  Rudisch  also  departed  from  the 
custom  of  feeding  diabetics,  by  giving  the  boy  fat  in  the  form  of 
oil,  not  butter.  Whether  the  diet  or  the  medicine  had  to  do 
with  the  disappearance  of  the  sugar  found  in  the  urine,  he  did  not 
know.  From  his  experience,  he  had  found  that  one  could  de- 
crease the  amount  of  sugar  excreted,  and  increase  the  tolerance 
for  carbohydrates  much  more  rapidly  by  the  administration 
of  atropine  salts  with  diet  than  with  diet  alone.  Dr.  Rudisch 
started  the  patient  on  sulphate  of  atropine,  beginning  with  small 
doses,  about  one  two-hundredth  grain  three  times  a  day.  The 
patient's  urine  became  sugar-free,  however,  only  when  the  dose 
was  increased  gradually  to  one-eightieth  and  to  one-sixtieth 
grain  three  times  a  day.  It  was  very  important  to  increase  the 
dose  of  atropine  sulphate  very  slowly.  The  polyuria  had  dimin- 
ished, and  the  boy  was  passing  2,000  c.c.  at  most  now,  \\hereas 
he  passed  5,000  c.c.  before.  With  regard  to  the  prognosis  in 
these  cases,  it  was  dubious,  and  the  treatment  must  cover  a  long 
period  of  time.  These  Aoung  patients  should  be  kept  in  the 
hospital  where  they  could  be  watched  with  care,  as  they  had  a 
great  craving  for  crackers,  bread,  and  the  like,  and  would  use 
every  effort  to  obtain  them  surreptitiously. 

pneumonia:  a  bedside  and  laboratory  study. 

Dr.  Augustus  Wadsworth  read  this  paper.  The  importance 
of  the  pneumococcus  as  an  incitant  had  been  fully  disclosed. 
vStreptococci  as  primary  incitants  of  lesions  were  less  frequently 
found,  except  in  certain  of  the  so-called  secondary  pneumonias 
of  the  exanthemata.  When  both  streptococci  and  pneumococci 
were  found  in  lung  lesions,  the  bacterial  etiology  might  be  ob- 
scured; however,  in  such  cases,  precedence  as  a  primary  incitant 
should  be  given  to  the  pneumococcus.  The  bacillus  of  rried- 
lander  vvas  now  thought  to  be  more  often  a  secondary  or  compli- 
cating than  a  primary  incitant  of  the  disease.  In  1902  Dr. 
Wadsworth  began  his  researches  designed  to  determine  the 
effect  of  cultures  of  pneumococci  of  known  but  varying  grades 
of  virulence,  introduced  under  the  skin,  into  the  ear  vein,  and 
through  the  trachea  to  the  lung  in  normal  rabbits,  in  rabbits  pre- 
disposed systemically  by  poisoning  (phenylhydrazin),  in  rabbits 
predisposed  locally  by  injury  to  the  lung  through  exj)osure  to 
cold,  and  as  a  result  of  the  introduction  of  foreign  material 
directly  into  the  lung,  and,  fniall\-,  in  rabbits  predisposed 
both  systemically  and  locally.  The  results  were  as  follows: 
Subcutaneous  and  intravenous  inoculations  proved  harmless 
with  cultures  of  inadequate  virulence  or  with  virulent  cultures 
latal  from  a  (piick  or  prolonged  bacteriemia.  vSignificant 
lung  lesions  never  developed  in  these  experiments.  Endo- 
tracheal inoculations  alone  gave  rise  to  lesions  comparable 
to   the   pneumonia  of  man,  lout  these  varied   greatly.     Cultures 


XEW    YORK   ACADEMY    OF    MEDICINE.  1081 

which  proved  fatal  "svhen  introduced  under  the  skin  or  in  the 
vein  often  proved  harmless  through  the  trachea.  This  in 
fection  was  accelerated  in  both  its  development  and  its  course 
by  predisposition,  but  with  virulent  culture  the  lung  changes  were 
less  in  extent  and  the  bacteriemias  more  rapidly  fatal.  Bron- 
chopneumonic  types  of  reaction  only  were  obtained,  these  occur- 
ring as  slight  or  evanescent  lesions  in  nonfatal  inoculations  or 
as  a  part  of  a  fatal  bacteriemia  when  virulent  cultures  were  used. 
Extensive  lesions  of  the  lobar  type  were  obtained  only  when  both 
the  lung  and  the  general  system  were  predisposed,  and  organisms 
of  very  low  but  sufficient  virulence  were  introduced  through  the 
trachea,  a  balance  of  conditions  secured  only  with  difficulty  in 
the  normal  or  predisposed  rabbit.  The  necessity  of  securing 
exact  experimental  conditions  led  to  the  adoption  in  his  further 
researches  of  a  method  new  in  this  study  of  experimental  pneu- 
monia, namely,  the  introduction  of  extremely  virulent  cultures 
of  the  pneumococcus  through  the  trachea  of  the  rabbit  already 
partially  immunized  to  this  organism.  Under  these  conditions, 
extensive  lesions,  frequently  comparable  to  the  diffuse  pneumonias 
of  man,  were  more  often  obtained.  Recent  experiments  with 
the  dog,  an  animal  naturally  less  susceptible  to  the  pneumococcus, 
supported  even  more  strikingly  these  observations.  Thus  it  was 
possible  by  means  of  systematic  study  with  conditions  so  con- 
trolled as  to  admit  of  accurate  and  significant  comparison,  not 
only  to  interpret  the  results  of  previous  researches,  but  to  suggest 
also  with  reasonable  precision  the  conditions  or  the  subtle  balance 
of  conditions  of  bacterial  virulence  and  tissue  susceptibility,  local 
and  systemic,  underlying  the  different  types  of  pneumococcus 
infection  in  man.  Reactions  of  the  bronchial  type  developed 
more  frequently  in  conditions  of  greater  susceptibility;  reactions 
of  the  lobar  type  occurred  more  frequently  in  conditions  of  less 
susceptibility  or  greater  resistance.  Examination  of  the  blood 
had  revealed  the  presence  of  the  pneumococci,  and  now  suggested 
with  reasonable  precision  that  bacteriemia  occurred  in  all  stages 
of  the  disease  and  was  possibly  a  constant  factor  in  all  cases.  The 
finding  of  the  bacteria  in  the  blood  proved  that  the  bacteriemia 
was  an  integral,  an  essential  part  of  the  disease,  and  not  that  the 
lung  lesions  were  due  to  them.  Streptococci  were  to  be  found 
nearly  everywhere.  Man  constituted  the  chief  source  of  the 
pneumococci.  From  20  to  30  per  cent,  of  the  inhabitants  of 
cities  carried  virulent  pneumococci  about  in  the  secretions  of  the 
mouth;  was  it  not  to  be  wondered  that  pneumonia  was  not  more 
of  a  scourge?  The  problem  of  mouth  disinfection  in  the  prophy- 
laxis and  treatment  of  pneumonia  Dr.  Wadsworth  had  taken 
up  under  the  auspices  of  the  Commission  for  the  Investigation 
of  Acute  Respiratory  Diseases,  appointed  by  the  Health  Board 
of  New  York  City.  These  researches  were  published  three  years 
ago.  Complete  disinfection  of  the  mouth  proved  impracticable, 
a  conclusion  reached  by  almost  every  student  of  this  problem. 
It  was  found,  however,  that  an  ideal  mouth  solution  should  be 
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bland,  ncnirritating,  isotonic,  and  slightly  alkaline,  and  should 
diffuse  readily  with  the  secretions  and  cleanse  the  mucous  mem- 
brane. It  should  also  possess  definite  disinfecting  properties. 
The  only  solution  which  fulfilled  these  conditions  at  all  satisfac- 
torily conta  ned  alcohol,  20  to  30  per  cent.,  glycer  n,  5  to  10 
per  cent.,  water,  salts,  and  flavoring  oils.  For  the  present,  at- 
tention could  only  be  directed  to  decent  care  in  coughing  and 
sneezing,  reasonable  isolation  of  the  sick,  and  the  hygiene  of 
the  mouth  and  pharynx  and  the  care  of  these  secretions;  in 
short,  mouth  disinfection. 

Long  bedside  experience  had  tempered  the  concern  caused  by 
extensive  lung  involvement.  Except  in  rare  instances,  where 
there  was  mechanical  interference  with  respiration  endangering 
the  life  of  the  patient,  the  serious  signs  and  manifestations 
of  the  disease  were  not  referable  to  the  lung.  The  really  serious 
respiratory  signs  were  those  due  to  failure  of  the  circulation. 
Study  of  the  lung  at  autopsy  revealed  the  fact  that  despite  the 
large  amount  of  exudate  in  the  inflammatory  processes  the  pneu- 
mococci  were  rarely  numerous.  Laboratory  and  bedside  ex- 
perience in  pneumonic  infection  suggested  that  virulent  pneu- 
mococci  gaining  access  to  the  lung  and  there  finding  conditions 
favorable  developed  with  astonishing  rapidity,  inciting  inflam- 
matory exudative  reactions  of  varying  degree,  and  elaborating 
toxic  products  which  were  rapidly  diffused.  Involvement  of  the 
general  system  early  ensued  and  constituted  the  onset  of  the 
disease  as  evidenced  by  the  rise  of  temperature  arid  chill.  Leu- 
cocytosis  varied  in  degree.  The  eosinophiles  disappeared  during 
the  febrile  period,  returning  just  before  the  crisis  or  with  it. 
Agglutination  reactions  varied  as  in  other  diseases. 

Diagnostic  and  prognostic  determinations,  whether  elicited 
at  the  bedside  or  more  studiously  adduced  in  the  laboratory,  were 
lacking  in  pathognomonic  significance.  The  early  heroic  meas- 
ures of  clinicians  at  the  bedside  failing  to  yield  satisfactory  results, 
attention  in  recent  years  had  turned  to  the  laboratory  and  the 
student  of  immunity  and  serum  therapy.  At  first  an  antito.xin 
was  sought,  but  in  the  absence  of  a  toxin  this  was  impossible. 
Hiss  recently  had  advocated  the  use  of  watery  extracts  of  leuko- 
cytes obtained  from  aleuronat  pleurisies  of  the  rabbit;  but  in 
Dr.  Wadsworth's  experience,  the  use  of  this  leukocyte  extract 
prolonged  the  course  of  the  infection  and  might  save  the  animal, 
but  only  in  infections  of  not  too  great  virulence.  To  meet  by 
rational  measures  the  indications  obtaining  in  an  individual  case, 
to  avoid  the  adoption  of  those  measures  which  might  interfere 
with  the  development  of  the  immunity  upon  which  recovery 
ultimately  depended,  was  no  light  task.  Many  of  them  would 
often  hesitate  and  when  in  doubt  do  nothing;  or,  as  Dr.  Northrup 
wisely  stated,  open  the  window  and  feed  the  patient  properly. 
Certainly,  drugs  were  to  be  avoided,  except  in  the  correction  of 
errors  of  circulation  or  digestion  or  for  the  comfort  of  the  patient. 
The  clinician  and  the  research  studv  were  thus  indebted  one  to 
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the  other  for  much  that  was  valuable  in  their  several  studies  of 
pneumonia.  To  laboratory  work  clinical  data  lent  its  practical 
suggestion  of  needful  problems,  often  serving  to  check  useless 
effort,  clearing  the  imagination  of  the  vagaries  to  which  theory 
was  prone  to  fall  a  victim. 

DISCUSSION. 

Dr.  David  Bovaird,  Jr.,  said  he  wished  to  present  certain 
features  of  the  subject  which  were  of  interest  to  him.  In  the 
first  place  the  subject  of  pneumonia  certainly  deserved  attention 
and  careful  study,  for  the  vital  statistics  showed  them  that  it 
was  one  of  the  acute  infectious  diseases  which,  at  the  present  time, 
was  not  under  control.  The  vital  statistics  of  England  for  ten 
years  showed  that  the  number  of  deaths  from  contagious  disease 
had  remarkably  diminished,  but  that  the  number  of  fatal  cases 
of  pneumonia,  on  the  other  hand,  showed  an  increase.  It  w^as 
interesting  to  find  that  on  the  Isthmus  of  Panama,  in  a  tropical 
country,  pneumonia  had  been  the  disease  which  from  the  begin- 
ning of  the  work  there  gave  the  greatest  mortalitv,  gave  the 
medical  men  the  most  trouble,  and  was  the  disease  they  were 
least  able  to  control. 

It  seemed  to  him  that  the  laboratory  studies  had  been  most 
valuable  to  the  clinician  in  making  clear  to  him  that  the  local  ele- 
ment was  a  fairly  minor  part  of  a  lobar  pneumonia,  and  that 
greater  importance  should  be  given  to  the  bacterial  infection  of 
the  blood.  The  patients  suffered  from  bacteriemia  rather  than 
from  consolidation  of  the  lungs,  and  he  was  convinced  of  the 
correctness  of  this  view.  On  the  one  hand,  one  saw  children  or 
elderly  persons  with  extensive  consolidation  of  the  lungs  w^ho 
scarcely  considered  themselves  sick  and  presented  no  evidence  of 
serious  illness.  On  the  other  hand,  they  met  from  time  to  time 
an  individual  in  excellent  health,  very  strong,  taken  down  with  a 
pneumonic  process  in  which  the  extent  of  the  pneumonia  was 
slight;  yet  such  a  patient  would  become  deathly  sick  and  die  of 
the  pneumonic  infection.  Clinical  and  pathological  observation 
also  showed  that  death  from  an  uncomplicated  pneumonia  was 
really  a  rare  occurrence.  When  one  saw  these  fatal  cases  of 
pneumonia  on  the  autopsy  table,  invariably  there  would  be 
found  lesions  other  than  pneumonic,  such  as  an  endocarditis  or 
a  secondary  invas  on  of  the  pneumococcus  in  the  form  of  an  ex- 
tensive pleurisy  or  pericarditis,  or  meningitis,  etc.  The  point 
that  impressed  itself  upon  him  was  that  given  a  pure  lobar 
pneumonia,  uncomplicated,  one  would  expect  the  patient  to  get 
well.  On  the  other  hand,  the  fatal  cases  showed  some  additional 
invasion  of  the  pneumococcus,  or  other  complication  of  the  pneu- 
monia, which  accounted  for  the  death  of  the  patient. 

It  was  interest  ng,  and  disappointing  as  well,  to  think  that  after 
all  the  laboratory  work  that  had  been  done  on  pneumonia,  they 
were  still  awaiting  the  explanation  of  that  remarkable  termina- 
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tion  of  a  pneumonic  process,  the  crisis.  This  form  of  bacterial 
infection  usually  ran  a  course  of  from  one  week  to  ten  days; 
then,  quite  contrary  to  what  occurred  in  a  patient  suffering  from 
any  other  form  of  bacterial  infection,  there  came  a  swift  change, 
suddenly  transforming  the  patient  from  a  deathly  sickness  to 
comparative  comfort  and  leading  on  to  a  complete  recovery 
from  the  lesion.  This  was  the  most  remarkable  feature  of  the  dis- 
ease, and  they  must  still  look  to  the  laboratory  for  an  explanat  on. 
He  said  that  the  one  advance  made  during  recent  years  in  the 
treatment  of  pneumonia  consisted  in  learning  the  advantage 
of  pure  fresh  air.  The  more  Dr.  Bovaird  saw  of  the  results  of  this 
treatment  the  better  was  he  satisfied  with  it;  as  a  rule,  it  gave 
the  patient  a  far  better  prospect  for  recovery. 
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The  Theory  and  Practice  of  Infant  Feeding,  with  Notes 
ON  Development.  By  Henry  Dwight  Chapin,  A.  M.,  M.  D. 
Third  Edition,  Revised.  William  Wood  &  Co.,  1909.  Price, 
$2.25  net. 

For  anyone  desiring  to  practise  infant  feeding  upon  any  other 
basis  than  that  of  the  purest  empiricism  an  acquaintance  with 
this  volume  is  a  necessity.  In  its  previous  editions  the  author 
has  been  the  first  to  treat  the  subject  adequately  from  the 
starting-points  of  biology  and  comparative  anatomy.  He  has 
also  brought  to  light  and  utilized  much  valuable  material  which 
had  accumulated  in  the  researches  of  the  agricultural  experi- 
ment station  concerning  milk  and  the  development  of  the 
digestive  system  in  young  mammalians.  To  Dr.  Chapin  we  owe 
the  best  published  tables  and  diagrams  showing  the  fat-content 
of  the  various  "top  milks."  The  questions  of  the  standardiza- 
tion of  cereals  which  he  was  the  first  to  advocate  is  fully  treated 
in  this  new  edition  and  the  chapters  on  preparation  of  the  food 
contains  new  material  concerning  the  making  of  percentage 
feeding  mixtures. 

T.  S.  S. 
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DISEASES  OF  CHILDREN. 

Diphtheria  "Carriers." — A  number  of  writers  have  recently 
urged  the  importance  of  healthy  persons  in  the  transmission  of 
diphtheria.  ^lyer  Solis-Cohen  {Jour.  Amer.  Med.  Assn.,  Jan. 
9,  1909)  says  that  persons  coming  in  contact  with  a  diphtheria 
patient  frequently  have  virulent  Klebs-Loeffler  bacilli  deposited 
on  their  mucous  membranes.  Such  infected  "contacts"  may 
later  develop  diphtheria  or,  remaining  healthy,  may  act  as 
diphtheria  "carriers,"  transmitting  the  bacilli  to  others  who 
thereupon  may  develop  the  disease  or  may  themselves  become 
diphtheria  'carriers."  To  prevent  their  becoming  a  source  of 
danger  to  others,  diphtheria  "carriers"  should  be  isolated  until 
bacteriologically  clean.  Recognition  of  the  infected  "contacts" 
must  precede  their  control.  This  can  be  brought  about  only  by 
taking  cultures  of  the  throats  of  all  the  inmates  of  a  house  where 
diphtheria  exists.  Little  progress  need  be  expected  in  the 
prophylaxis  of  diphtheria  so  long  as  we  neg'ect  the  animate 
carrier  of  the  contagion. 

Prevention  of  Diphtheria. — Giuseppe  Pecori  {Gazzetia  Medica 
di  Roma,  Jan.  15  and  Feb.  i)  states  that  as  a  result  of  the  intro- 
duction of  antitoxin  in  the  treatment  of  diphtheria  it  is  found 
that  although  the  mortality  is  decreased,  the  morbidity  from  the 
disease  is  not  decreased.  This  is  due  to  the  carelessness  which 
results  from  the  feel  ng  of  safety  that  has  been  gained  in  so 
severe  a  disease.  This  is  a  distinct  disadvantage,  inasmuch  as 
it  is  found  that  the  persons  surrounding  the  patient,  the  im- 
munized children  of  the  family,  and  the  convalescent  himself, 
are  st  11  carriers  of  the  bacillus  in  a  virulent  form.  The  con- 
valescent carries  around  in  his  throat  for  several  weeks  germs 
which  are  capable  of  infecting  others.  If  he  is  allowed,  as  is  so 
often  the  case,  to  mingle  with  the  rest  of  the  family  and  its 
visitors  after  a  few  days  of  isolation,  the  spread  of  the  disease  is 
much  increased.  One  of  the  most  frequent  routes  of  spreading 
is  by  the  school.  It  is  found  that  the  months  in  which  diph- 
theria is  least  frequent  are  those  in  which  children  do  not  go  to 
school.  The  prevention  of  infection  is  accomplished  by  various 
measures,  some  general,  some  special  to  individuals,  which  must 
be  comb  ned  intelligently.  The  measures  suggested  by  the 
author  are  these:  isolation  of  the  patient  from  the  beginning  of 
the  disease  and  throughout  convalescence,  as  long  as  cultures 
show  the  presence  of  the  bacilli  in  the  throat  or  nose.  The 
school  mnst  be  recognized  as  of  importance  as  a  means  of  spread- 
ing the  disease.     All  pupils  and  teachers  who  live  in  a  family  in 
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which  there  has  been  diphtheria  should  be  excluded  until  a 
certificate  can  be  shown  stating  that  bacilli  are  no  longer  present 
in  the  throat  of  the  patient,  or  of  any  member  of  the  family. 
A  period  of  at  least  seven  weeks  having  elapsed.  Rigorous 
disinfection  of  the  entire  house,  the  school,  and  all  places  where 
the  patient  has  been  during  the  course  of  the  disease  should  be 
carried  out. 

Chylous  Ascites  in  an  Infant. — Le  Grand  Kerr  (A^.  Y.  State 
Jour.  Med.,  Jan.,  1909)  records  a  case  of  this  rare  condition  in  a 
child  only  sixteen  days  old.  On  the  third  day  of  life  the  mother 
noticed  a  slight  enlargement  of  the  infant's  abdomen  which 
progressively  increased.  When  seen  on  the  sixteenth  day,  the 
scrotum  was  distended  and  its  aspiration  yielded  16  ounces  of 
chyle,  the  abdomen  meanwhile  becoming  more  lax.  Five  days 
later  a  second  scrotal  tapping  was  done  and  8  ounces  withdrawn. 
Seven  days  after  this  12  ounces  were  obtained.  The  following 
day  a  double  inguinal  hernia  was  evident.  Two  weeks  later 
the  child  was  marasmic,  but  the  abdomen  remained  normal  in 
size  and  appearance,  and  the  general  condition  subsequently 
improved.  As  the  eruption  of  congenital  syphiLs  appeared  at 
the  time  of  the  second  aspiration  and  improvement  took  place 
when  antisyphilitic  treatment  was  instituted  the  inference  was 
that  there  was  some  specific  condition  in  the  abdominal  contents 
which  caused  the  chylous  ascites. 

Mumps. — In  writing  of  an  extensive  epidemic  of  mumps  under 
his  observation,  J.  G.  Sharp  {Lancet,  Jan.  16,  1909)  emphasizes 
the  fact  that  this  is  not  a  trifling  aflfection.  The  pancreas  is  in- 
volved with  comparative  frequency.  Abdominal  symptoms 
may  appear  suddenly  and  the  evidently  serious  symptoms  may 
pass  away  with  equal  rapidity  The  area  occupied  by  the  swell- 
ing and  tenderness  in  abdominal  cases,  the  epigastrium  and  left 
hypochondrium  is  that  in  which  the  pancreas  is  situated.  The 
comparatively  slow  pulse  and  low  temperature  may  help  in  dis- 
tinguishing these  cases  from  peritonitis,  etc  A  long  period 
may  elapse  between  the  parotitis  and  the  vulvitis,  and  the  onset 
of  pancreatitis  in  ome  cases.  Pancreatitis  may  be  the  first  mani- 
festation of  mumps  and  may  possibly  replace  the  affection  of  the 
salivary  glands  in  that  disease.  Mumps  may  exist  in  a  patient 
without  visible  affect  on  of  any  gland.  Acute  parotitis  is  not 
a  synonym  of  mumps,  for  mumps  may  be  present  without  any 
apparent  involvement  of  the  parotid  gland 

Functional  Albuminuria  in  the  Infant. — Ambrogio  Mori 
{Riv.  di  Clin.  Ped.,  Jan.,  1909)  has  investigated  many  types  of 
functional  albuminuria  in  the  infant.  Al  mentary  albuminuria 
is  the  most  important.  It  frequently  occurs  with  digestive  dis- 
turbances and  neurasthenic  states,  finding  its  origin  in  an  irri- 
tated state  of  the  intestinal  mucosa,  which  causes  in  a  reflex  way 
a  disturbance  of  renal  pressure,  with  an  abnormal  filtration  of 
albumin.  The  children  studied  were  healthy,  heredo-tubercu- 
lous  subjects,  convalescents  from  scarlatina,  etc.     Albuminuria 
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of  puberty  is  frequently  affected  by  position;  in  these  persons  there 
is  a  marked  predisposit  on  to   vasomotor  disturbances.      Func- 
tiona   album  nuria  occurs  especially  in  adolescence,  and  predomi- 
nates in  boys.     Many  cases  of  transitory  albuminur  a  appear- 
ing in  children  with  anginas  or  dietetic  disturbances  are  an  ex- 
pression of  a  diminished  resistance  of  the  kidnev  tissues  which 
may  be  congenital,  and  which  has  no  relation  to  inflammatory  or 
infective    elements.     Orthostatic  albuminuria    is    an    abnormal 
molecular  diuresis,  a  hyperactivity  of  the  epithelial  tissues  of  the 
the  kidneys,  an  exaggerated  permeability  of  the  kidneys.     Such 
mfants    are    poorly    developed,    under-weight,    have    vascular 
aplasia,  small  hearts,  and  low  arterial  tension.     They  are  subject 
to  nervous  symptoms,  spasmodic  cyanosis  of  the  extremities,  and 
cold  feet      There  may  be  an  inconiplete  development  of  the'  kid- 
ney epithelium.     First,  in  changing  to  the  upright  position  there 
is  vascular  anemia  of  the  glomerular  tissue;  then  a  rapid  afflux 
of  blood  to  the  kidney;  lastly  an  excessive  filtration  of  urinarv  sub- 
stances from   the   blood.     The  author  examined   750   children 
from  the  Children's  Clinic  at  Florence    experimenting  with  the 
position  of  lordosis.     He  considers  that  orthostatic  albuminuria 
is  caused  by  hypotonia  of  the  vessels  in  weak,  and  neuroarthritic 
subjects,  or  in  times  of  development  and  circulatorv  disturbance. 
It  is  independent  of  any  renal  lesion. 

Orthostatic  Albuminuria.— Ernesto  Ferraris- Wyss  {Riv.  di 
Clin.  Ped.,  Jan.,  1909)  found,  among  338  children  treated,  six  cases 
of  orthostatic  albuminuria.  This  form  of  albuminuria  occurs  in 
debilitated  children  who  suffer  from  pallor,  headache,  dizziness, 
and  gastric  disturbances.  The  albumin  is  found  in  the  urine 
when  standing  or  walking,  but  not  in  that  passed  at  night  or 
when  lying  in  bed  There  is  about  one  to  one  and  a  half  parts 
per  thousand  in  the  urine,  with  no  casts,  and  no  abnormal  epithe- 
lia.  There  are  no  fundus  troubles.  According  to  some  authors, 
there  are  debility  of  the  heart  and  vasomotor  pare  is  Others 
deny  this.  Autopsy  fails  o  show  anv  disease  of  the  kidney 
parenchyma  when  death  has  occurred  from  intercurrent  disease. 
Of  the  nature  of  the  albuminous  body  that  appears  in  the  urine 
nothing  is  as  yet  known.  Senator  attributes  its  occurrence  to 
circulatory  disturbances  combined  with  abnormal  permeability 
of  the  intestinal  walls,  congenital  or  acquired.  Against  this 
theory  are  these  facts;  it  does  not  appear  after  infectious  dis- 
eases, and  its  presence  does  not  cause  unusually  severe  kidney 
compHcations  in  scarlatina;  it  is  often  cured,  and  it  is  never 
transformed  into  a  true  nephritis.  From  the  studv  of  his  six 
cases,  with  careful  nvestigation  of  the  urine,  blood  pressure,  and 
other  phenomena,  the  author  concludes  that  there  is  no  relation 
between  this  disease  and  a  pretuberculous  condition,  or  true 
alterations  of  the  kidney  parenchyma.  It  is  probablv  caused 
by  faulty  metabolism  combined  with  circulatorv  changes  of  a 
vasomotor  nature. 

Administration  of  Drugs  by  Inunction.— Among  the  arguments 
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advanced  by  B.  K.  Rachford  {Amer.  Jour.  Med.  Sci.,  Jan.,  1909) 
for  the  use  of  inunctions  in  children  are  the  facts  that  in  infants 
the  surface  of  the  skin  in  proportion  to  body  weight  is  our  times 
greater  than  in  adults,  that  lymphatic  structures  are  more  active 
than  in  adults  and  so  facilitate  absorption  of  inunctions,  and 
that  since  nutritional  problems  are  of  so  much  greater  impor- 
tance in  young  children  drugs  which  might  derange  the  digestion 
should  not  be  administered  by  stomach  if  they  can  advantageously 
be  given  otherwise. 

Leontiasis  Ossea  in  Child  with  Diabetes  Insipidus. — L.  C.  Ager 
(Arch.  Ped.,  Jan.,  1909)  descr  bes  the  case  of  a  five-year-old  boy 
with  a  history  suggesting  a  meningitis  of  some  kind  at  two  years, 
diabetes  insipidus  for  over  two  years,  and  a  localized  progressive 
bone  hypertrophy  for  one  year.  There  was  a  marked  bulging 
of  the  whole  of  the  right  frontal,  malar,  and  the  upper  part  of  the 
right  superior  maxillary  bone.  As  a  result  the  whole  of  the  orbit 
was  thrust  forward  and  the  right  eye  appeared  to  be  larger  than 
the  left.  Skiagrams  revealed  no  tumor,  but  a  marked  thickening 
of  the  frontal  bone  and  also  of  the  orbital  plate  of  the  malar  bone. 
The  writer  briefly  discusses  the  probable  relation  of  the  pituitary 
gland  to  polyuria  and  to  such  conditions  as  acromegaly  and  sub- 
mits his  case  as  one  in  which  the  hyperostosis  followed  the  poly- 
uria. 

Adenoids. — A.  J.  Herzig  (N.  Y.  Med.  Jour.,  Feb.  6,  1909)  ex- 
presses the  belief  that  adenoids  act  as  a  prevention  of  infectious 
diseases  n  children  under  one  year  of  age,  and  should  never  be 
removed,  except  for  two  indications,  namely,  poor  nursing  and 
purulent  otitis  media. 

Tics  and  their  Treatment. — E.  W.  Scripture  (Arch.  Ped.,  Jan., 
1909)  says  that  a  tic  arises  most  often  as  an  action  performed  for 
some  definite  purpose,  the  action  persisting  involuntarily  for 
some  unknown  reason.  Among  the  causes  that  produce  tics  in 
the  neurasthenic  are  peripheral  irritations,  such  as  objects  falling 
into  the  eye,  nasal  obstructions,  annoying  collars,  skin  diseases 
etc.  Chorea  furnishes  a  large  number  of  tickers.  Some  chil- 
dren acquire  tics  by  imitating  others.  Such  children  are  presum- 
ably neurasthenic  Other  tics  arise  from  emotional  disturbances, 
are  hysterical.  From  normal  movements  the  tic  is  distinguished 
by  the  lack  of  an  adequate  cause.  From  spasmodic  acts  the  tic 
is  differentiated  by  its  mental  character.  A  spasm  is  not  modified 
by  attention,  distraction,  or  emotion;  it  usually  aft'ects  the  mus- 
cles supplied  by  a  single  nerve;  it  is  not  preceded  by  a  feeling  of 
compulsion;  it  is  not  followed  by  a  feeling  of  relief.  If  the  con- 
vulsive movement  persists  during  sleep  it  is  a  spasm ;  if  not,  it  is  a 
tic.  From  chorea  the  tis  is  distinguished  by  the  systematic  nature 
of  the  movements,  with  the  relatively  longer  pauses.  In  para- 
myoclonus multiplex  the  cramps  occur  in  single  muscles;  there 
are  also  other  differences.  The  term  "stereotype  movements" 
or  "habit  spasms"  should  be  reserved  for  movements  that  do 
not  differ  in  their  form  from  normal  movements;  the  convulsive 
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character  is  lacking.  The  tic  on  neurasthenic  basis  is  often  bene- 
fited by  tonic  treatment.  The  tic  on  hysterical  basis  demands 
treatment  aimed  at  the  mental  condition  that  caused  it.  The 
one  the  writer  has  found  most  effective  is  that  of  conscious  repe- 
tition. The  patient  is  told  to  hold  a  mirror  before  himself  and  to 
watch  for  the  tic.  When  he  sees  it  he  is  to  repeat  it  five  times 
voluntarily.  The  effect  of  the  treatment  may  be  explained  as 
follows:  The  tic  is  carried  out  by  mental  activity  of  less  than 
full  consciousness;  the  entire  act  may  have  become  completely 
subconscious.  Perfect  voluntary  imitation  of  the  act  trains  the 
mind  to  doing  exactly  the  same  act  consciously.  Thereafter  the 
act  is  no  longer  an  involuntary  subconscious  one,  but  a  voluntary 
act.     The  tic  has  been  killed. 

Tuberculosis  in  Children — T.  Shennan  (Lancet,  Jan.  30,  1909) 
has  reviewed  1,085  cases  in  the  Royal  Edinburgh  Hospital  for  Sick 
Children  of  which  413  died  from  tuberculosis.  These  cases  were 
examined  in  two  series,  the  first  containing  105  and  the  second 
containing  308  cases.  The  ages  of  the  cases  varied  from  three 
months  to  thirteen  years,  approximate  y  68  percent,  be  ng  under 
five  years  of  age.  The  lymphatic  glands  were  tuberculous  in  97 
cases  (92.4  per  cent.)  in  the  first  series  and  in  243  cases  (78.8  per 
cent.)  in  the  second  series.  The  mediastinal  glands  were  more 
frequently  affected  than  the  abdominal  glands,  and  dissemina- 
tion took  place  more  frequently,  apparently,  from  the  former 
group.  Tuberculosis  of  the  mediastinal  glands  was  commonly 
unaccompanied  by  primary  tuberculosis  of  the  lungs,  but  was  fre- 
quently accompanied  by  recent  tuberculosis  of  these  organs, 
in  many  cases  ev  dently  secondary  to  the  gland  tuberculosis. 
In  nearly  half  of  the  cases  of  tabes  mesenterica  there  was  no  ulcer- 
ation of  the  intestines  and  in  one-third  of  the  cases  there  was  no 
excavation  of  the  lungs,  although  in  some  of  them  the  lungs 
showed  early  manifestation  of  tuberculosis.  In  a  number  of 
cases  excavation  of  the  lungs  was  not  followed  by  ulceration  of 
the  intestines,  although  in  about  half  of  such  cases  tabes  mesen- 
terica had  resulted,  the  excavation  being  of  some  standing.  Pri- 
mary ulceration  of  the  intestines,  in  absence  of  any  previous 
excavation  of  the  lungs,  was  frequently  found.  It  was  usually 
accompanied  by  caseation  of  lymphatic  glands,  mediastinal  or 
abdominal,  or  both  simultaneously.  In  a  large  proportion  of 
these  cases  the  immediate  cause  of  death  was  tuberculous  menin- 
gitis. Death  was  due  to  tuberculous  meningitis  in  44.5  per  cent. 
of  the  cases.  Apparently  the  dissemination  had  taken  place  in 
the  majority  of  the  cases  from  caseous  lymphatic  glands,  and 
more  often  from  the  mediastinal  than  from  the  abdominal 
groups.  In  twenty-four  cases  of  tuberculous  meningitis  caseous 
nodules  were  found  in  some  part  of  the  encephalon,  but  these 
had  not  given  rise  to  the  meningeal  condition  in  every 
instance.  These  children  were  of  the  poorer  classes,  who 
form  the  great  bulk  of  the  patients  treated  in  the  Royal 
Edinburgh    Hospital    for  Sick  Children.     In  view  of  the  wide 
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divergencies  which  appear  in  statistics  emanating  from  different 
countries  the  only  rational  conclusion  to  be  arrived  at  is  that 
these  differences  depend  not  on  the  manner  of  treating  the  mate- 
rial but  upon  the  material  itself  Statistics,  therefore,  represent- 
ing the  conditions  prevailing  in  any  one  country  should  not  be 
considered  as  applicable  to  the  conditions  prevailing  in  any  other 
country,  seeing  that  the  circumstances  and  environment,  hygienic 
and  social,  under  which  the  inhabitants  of  that  country  live  may 
differ  widely  in  many  important  respects. 

Conjunctival  Tuberculin  Tests. — E.  R.  Baldwin  {Jour.  Amer. 
Med.  Assn.,  Feb.  20,  1909)  has  collected  the  results  obtained  in 
tests  upon  887  individuals,  in  190  of  whom  a  second  instillation 
was  made  in  the  opposite  eye  and  ten  in  the  same  eye  The 
material  employed  was  old  human  tuberculin  precipitated  with 
alcohol  and  redissolved  in  normal  salt  solution,  making  solutions 
of  0.3  and  0.5  per  cent.  The  former  was  used  for  the  first  instil- 
lation, the  latter  in  those  in  the  other  eye.  Positive  reactions 
were  obtained  in  67  per  cent,  of  the  incipient  cases  of  pulmonary 
tuberculosis;  in  75  per  cent,  of  the  moderately  advanced;  in  70 
percent,  of  the  far  advanced;  in  35.9  per  cent,  of  cases  of  sus- 
pected tuberculosis;  in  14.  i  per  cent,  of  cases  of  other  diseases,  and 
in  18.3  per  cent,  of  healthy  subjects.  The  writer  concludes  that 
the  conjunctival  tuberculin  test  performed  with  weak  solutions 
by  a  single  instillation  has  some  value  in  confirming  the  presence 
of  tuberculosis  m  the  early  stages.  It  has  little  value  in  confir- 
mation when  the  symptoms  of  tuberculosis  are  only  suspicious. 
Its  value  in  distinguishing  "active  latent"  from  healed  tuberculo- 
sis in  apparently  healthy  persons  has  not  yet  been  determined. 
Repetition  of  the  test  in  the  same  eye  has  no  advantage  over 
the  cutaneous  and  subcutaneous  tests  in  the  percentage  of  reac- 
tions produced  and  may  be  misleading  and  dangerous.  Repe- 
tition in  the  other  eye  by  the  author's  method  offers  so  little 
advantage  that  it  cannot  be  recommended.  The  conjunctival 
reaction  is  unreliable  for  prognosis.  Used  with  the  proper 
precautions,  danger  to  the  eye  is  slight  and  need  not  preclude  the 
test  when  other  methods  are  inapplicable,  as  when  fever  is  present. 
It  should  be  restricted  to  adults,  since  the  cutaneous  test  has  been 
found  equally  valuable  for  children  and  is  harmless.  The  cuta- 
neous test  by  the  simultaneous  use  of  dilute  and  strong  tuberculin 
offers  a  method  of  detecting  at  once  or  excluding  tuberculous 
infection  with  no  danger  or  inconvenience.  Experience  is 
needed  to  show  the  value  of  this  method.  The  subcutaneous  test 
should  be  restricted  to  those  cases  n  which  a  focal  reaction  at 
the  site  of  the  disease  is  desired,  and  when  the  other  tests  result 
negatively. 

Appendix  Abscess  in  a  Child  of  Twenty-seven  Months. — In 
reporting  the  successful  operation  upon  this  case,  J.  W.  Church- 
man {Btill.  Johns  Hopk.  IIosp.,  Feb.,  1909)  says  that  appendicitis 
of  the  severest  type  may  be  present  in  children  without  one  of 
the   classical    symptoms,    and    even    a   general  peritonitis  may 
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develop  under  careful  observation.  Appendicitis  in  children 
presents  certain  pathological  features  which  distinguish  it  from 
the  same  disease  in  adults.  These  are  a.  The  tendency  to 
early  perforation;  and  b.  The  frequency  of  spreading  peritonitis. 
All  urinary  symptoms  in  children  should  suggest  the  possibility 
of  appendicitis,  and  in  infants  with  apparent  hip-joint  disease, 
particularly  if  the  thigh  be  flexed,  the  same  possibility  should 
be  kept  in  mind.  Palpable  resistance  on  the  right  side  by  rectal 
examination  is  one  of  the  most  frequent  findings;  Selter  goes 
so  far  as  to  call  it  absolutely  constant.  The  importance,  there- 
fore, of  rectal  examination  in  any  doubtful  case  is  obvious.  The 
surgical  problem  of  infantile  appendicitis  is  the  problem  of 
diagnosis.  It  is  absolutely  essential  to  get  the  cases  before 
peritonitis  has  become  general,  for  in  these  cases  the  prognosis  is 
almost  absolutely  bad. 

Food  Intoxication  in  Infancy. — J.  Brennemann  {Jour.  Amer. 
Med.  Assn.,  Feb.  27,  1909)  discusses  Finkelstein's  theory  that 
disturbances  of  the  alimentary  tract,  such  as  indigestion,  summer 
complaint,  ileocolitis,  cholera  infantum,  etc.,  commonly  accom- 
panied by  more  or  less  profound  nervous  symptoms  that  in  their 
totality  make  up  the  clinical  picture  of  an  intoxication,  are  not 
due  to  the  absorption  of  bacterial  toxins,  but  are  the  result  of  a 
perversion  of  food  metabohsm.  They  are  thus  rather  to  be 
classed  with  uremia  or  diabetic  coma  than  with  pneumonia  or 
typhoid,  for  instance.  The  exact  nature  of  the  toxins  is  not 
yet  known.  The  condition  is  probably  analogous  to  an  acid 
intoxication.  The  idea  that  the  toxic  substances  are  apparently 
of  alimentary,  not  of  bacterial  or  intestinal  origin  is  supported 
by  the  following  considerations:  i.  In  many  cases  of  fatal 
intoxication  coming  to  autopsy  no  demonstrable  pathologic 
lesions  are  found  in  the  alimentary  canal,  though  the  evidences 
are  so  manifest  in  the  known  inflammatory  lesions,  such  as 
ileocolitis,  enteritis,  typhoid,  etc.  In  an  intoxication  the 
abnorma  conditions  that  may  be  present  are  those  of  the  con- 
dition on  which  it  may  be  engrafted.  2.  If  a  symptom-complex, 
so  alike  under  all  circumstances  under  which  it  may  arise,  were 
due  to  a  microorganism,  one  would  expect  that  there  would  be  a 
certain  specific  organism,  or  group  of  organisms,  with  which  it 
would  be  associated  constantly.  There  is  apparently  no  such 
connection.  3.  It  hardly  seems  possib  e  that  in  any  bacterial 
invasion  of  the  intestinal  wall,  we  could  remove  all  symptoms 
within  twenty-four  or  forty-eight  hours  by  any  process,  and 
certainly  not  by  simply  withdrawing  food.  In  a  known  infection 
starvation  will  not  prevent  it  from  running  ts  course.  Further- 
more, we  would  not  expect  different  food  elements  to  have  so 
different  an  action  under  such  anatomic  conditions.  It  is  hard 
enough  to  see  how  food  cou'd  have  any  influence  much  less  one 
so  selective.  And  yet  here  the  course  of  the  disease  can  be 
influenced  at  will,  can  be  made  better  or  worse  to  any  degree,  by 
simply  increasing  or  diminishing  or  eliminating  the  fat  and  the 
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sugar  of  the  food.  4.  The  fact  that  these  intoxications  occur 
in  such  widely  different  infections  as  pneumonia  or  sepsis  or 
other  nonaHmentary  affections,  yet  have  in  all  the  same  char- 
acteristics, are  in  all  influenced  in  exactly  the  same  way  by 
different  food  elements,  can  certainly  be  accounted  for  more 
easily  by  assuming  of  food  intoxication  than  by  assuming  a 
secondary  intestinal  infection,  of  which  there  is  no  pathologic 
evidence.  5.  From  the  known  behavior  of  an  intoxication, 
under  the  influence  of  different  amounts  of  certain  food  elements, 
it  is  likewise  hard  to  believe  that  we  have  here  to  deal  with  the 
absorption  of  putrefactive  or  fermentative  or  other  products 
that  are  the  result  of  bacterial  activity  within  the  intestine. 
The  appearance  and  odor  of  the  bowel  movements  do  not  suggest 
such  a  condition.  Furthermore,  we  ordinarily  associate  putre- 
faction and  toxic  products  of  bacteria  activity  with  proteids, 
not  with  sugar  and  fat;  yet  here  the  proteids  are  innocuous  or 
unimportant,  and  the  fat  and  the  sugar  all-important.  The 
treatment  of  these  intoxications  is  simply  to  withhold  all  food, 
even  human  milk,  for  a  sufficient  period  of  time. 

Feeding  in  Measles  and  Scarlatina. — P.  Nobecourt  and  Pr. 
Merklen  {Gaz.  des  Hop.,  Feb.  18,  1909)  mention  the  general 
employment  of  a  milk  diet  in  measles  and  in  the  first  weeks  of 
scarlatina,  this  has  been  found  useful  in  preventing  kidney 
troubles  from  becoming  serious  in  the  latter  disease.  The 
authors  seek  in  the  examination  of  the  urinary  excretion  a 
scientific  confirmation  of  the  practical  results.  To  this  end  they 
have  tested  the  urine  and  studied  the  changes  in  body  weight 
on  a  milk  diet,  on  a  general  diet,  and  on  a  diet  rich  in  sodium 
chloride.  In  scarlatina  it  is  with  the  milk  diet  maintained  from 
the  beginning  that  the  urinary  elimination  is  most  regular.  With 
other  diets  the  elimination  of  urea  and  that  of  chlorides  present 
more  or  less  marked  oscillations.  With  ingestion  of  salt  there 
is  sometimes  noted  a  retention  of  chlorides.  With  milk  alone 
albuminuria  is  least  frequent.  The  weight  in  scarlatina  varies 
and  diminishes  no  matter  what  diet  is  used.  P'^or  all  these 
reasons  the  milk  diet  is  to  be  preferred  to  other  methods  of  feed- 
ing, and  it  should  be  continued  for  three  weeks.  It  should  be 
adhered  to  absolutely  during  the  febrile  stage;  later  it  may  be 
varied  by  milk,  soups  and  vegetable  gruels.  After  the  third 
week  the  diet  should  be  increased  in  variety,  some  meat  being 
given  and  purees  of  potatoes,  peas,  and  lentils,  and  cooked 
fruits.  The  urine  should  be  carefully  examined  for  albumin 
during  the  whole  time.  In  measles  the  elimination  of  urea  is 
the  same  whether  milk  or  barley  water  is  taken.  There  is  no 
justification  for  giving  albuminoids  in  the  early  period  of  the 
disease,  since  the  appetite  is  poor  and  vomiting  often  occurs. 
Four  or  five  grams  of  salt  may  be  given  every  twenty-four  hours. 
After  the  fever  has  fallen  it  is  best  to  feed  the  child  more  in  order 
to  prevent  loss  of  weight. 

Sudden  Death  in  Scarlet  Fever. — A.  Gouget  and  Dechaux  {Presse 
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Med.,  Feb.  24,  1909)  say  that  unexpected  death  may  occur  at 
any  period  of  scarlet  fever,  in  adults  as  well  as  in  children.  It 
may  occur  after  a  sudden  onset,  with  vomiting  and  convulsions, 
before  there  is  any  sore  throat  and  before  the  eruption  has  had 
time  to  appear.  Diagnosis  is  very  difficult  in  these  cases  unless 
they  occur  in  the  middle  of  an  epidemic.  In  the  midst  of  perfect 
health  convulsions  may  end  in  death  after  a  few  hours.  In  other 
cases  the  fever  takes  its  regular  course  and  the  onlv  disquieting 
symptom  which  precedes  sudden  death  is  a  very  rapid,  thready 
pulse.  Sudden  death  in  the  nephritic  period  of  the  disease  is 
quite  frequent.  Autopsy  does  not  help  in  explaining  these  cases, 
since  nothing  is  found  postmortem  to  account  for  the  death. 
There  are  several  theories  as  to  its  causation:  that  the  poison 
overwhelms  the  nervous  system  or  the  heart  or  that  there  is 
some  lesion  of  the  suprarenal  capsules.  As  to  the  last-men- 
tioned theory,  we  have  no  corroborating  evidence,  since  these 
structures  have  rarely  been  examined  in  scarlet  fever.  As  yet 
we  have  no  certain  explanation  of  these  cases  and  no  method  of 
preventing  them. 

Epidemic  Cerebrospinal  Meningitis.— William  Dow  {Lancet, 
Mar.  20,  1909)  concludes  from  a  study  of  thirty-six  cases  that 
epidemic  cerebrospinal  meningitis  is  always  accompanied  bv  a 
leukocytosis,  whether  the  attack  is  acute,  abortive,  mild,"  or 
chronic.  The  character  of  the  leukocytosis  is  practicallv  the 
same  in  all  instances,  both  adults  and  children,  and  is  the  result 
mainly  of  an  increase  in  the  number  of  the  polymorphonuclear 
cells;  nevertheless,  a  lymphocytosis  may  be  very  occasionally  ob- 
served in  infants  and  young  children.'  There  is  a  relative  de- 
crease of  the  large  mononuclear  elements  alike  in  fatal  and  non- 
fatal cases,  though  less  marked  in  the  chronic  type.  In  acute, 
abortive  and  mild  cases  there  is  sometimes  an  absolute  decrease 
of  the  large  mononuclear  elements  and  occasionallv  total  absence 
of  these  cells.  In  the  chronic  cases  absolute  decrease,  like 
relative  decrease,  is  little  marked.  Eosinophiles  are  always 
absent  in  acute  fatal  cases,  although  present  in  varying  degree 
in  all  the  other  groups. 

Anginas  of  Scarlatina. — L.  Babonneix  and  M.  B relet  {Gaz. 
des  Hop.,  Feb.  13  and  20,  1909)  say  that  the  angina  in  scarlatina 
by  its  intensity  has  a  great  influence  on  the  fever  and  the  general 
condition.  The  pharyngeal  process  has  also  an  important  rela- 
tion to  some  of  the  complications.  After  studying  the  exanthem 
and  the  enanthem  of  the  disease,  he  goes  on  to  describe  the 
different  forms  of  angina  that  occur  with  this  affection.  The 
ordinary  sore  throat  of  scarlet  fever  consists  of  redness  of  ton- 
sils, uvula,  vault  of  the  palate,  and  even  of  the  inside  of  the 
cheeks,  dryness  of  the  mouth,  and  slight  pain  on  deglutition. 
It  begins  as  soon  as  the  disease  is  established.  An  erythematous 
or  pultaceous  angina  may  appear  as  early  as  the  first  day,  in 
which  all  the  symptoms  and  appearances  are  more  severe,  and 
there  may  be  a  small  number  of  mihary  vesicles  on  the  surface 
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which  later  become  white  spots;  but  there  is  no  membrane  cover- 
ing the  surface.  In  the  pseudomembranous  form  al)  the  symp- 
toms, general  and  local,  are  more  severe,  and  the  surface  is  cov- 
ered with  a  pseudomembrane  and  the  tissues  bleed,  ulcerate,  or 
become  eroded  easily.  There  is  a  purulent  coryza  and  the 
glands  of  the  neck  are  swollen.  If  this  condition  is  so  severe  as 
to  become  septic  the  membranes  are  gray  and  very  thick,  and 
the  mucosa  ulcerated  or  necrosed.  The  breath  is  fetid  and  the 
neck  becomes  enormously  swollen,  and  the  lips  excoriated  by 
the  purulent  nasal  discharge.  This  form  of  angina  is  often 
accompanied  by  laryngeal  symptoms,  but  is  not  followed  by 
paralysis.  If  contagion  passes  to  other  patients  it  is  scarlatina 
that  is  taken,  not  diphtheria.  This  form  comes  early  in  the 
disease.  An  ulcerative,  perforating  variety  is  also  found, 
especially  in  children  who  are  exposed  to  the  infections  in  hospi- 
tals, and  who  are  in  a  reduced  condition  on  account  of  bad  hy- 
giene, when  they  enter  the  hospital.  Henoch  calls  it  a  necrotic 
angina.  Ulceration  occurs  which  may  perforate  the  palate. 
There  may  be  an  exudate  on  the  palate  and  tonsils  which  sepa- 
rates and  leaves  the  ulcerated  surface.  The  mucous  membrane 
is  much  infiltrated.  After  a  day  or  two  a  portion  of  the  ulcer- 
ated surface  detaches  itself  and  becomes  necrosed,  leaving  a 
gray,  suppurating  base.  The  process  may  aft'ect  the  jaw,  the 
teeth  becoming  loosened,  and  even  a  sequestrum  of  the  jaw  form- 
ing. The  react  on  in  the  glands,  the  general  symptoms,  and  the 
complications  are  very  severe,  and  death  often  results.  Such 
anginas  are  not  peculiar  to  scarlatina,  but  occur  with  measles 
and  d  phtheria.  Gangrenous  angina  is  still  more  severe.  The 
local  inflammation  is  worse,  the  intoxication  profound,  and  any 
portion  of  the  pharynx  or  tonsils  may  slough  away.  The  neck 
is  horribly  swollen  and  the  skin  may  slough  away  and  leave 
the  muscles  bare.  This  form  is  pecuhar  to  hospitalized  children. 
All  these  forms  are  occasioned  by  the  streptococcus,  and  the 
Klebs-Loeffler  bacillus  is  not  found  on  examination  of  the  mem- 
branes. A  late  angina  also  occurs  in  the  second  or  third  week. 
The  fever  returns  and  a  pultaceous  covering  is  found  on  the  ton- 
sils and  palate.  A  true  diphtheritic  angina  accompanied  by  scar- 
latinal angina  may  occur,  but  is  very  rare.  It  is  a  late  complica- 
tion. It  occurs  in  hospitals  where  the  diphtheritic  infection  is 
present.  Here  the  temperature  is  lower  and  the  depression 
greater.  There  are  many  complications  of  these  severe  forms 
of  angina,  such  as  bubo  of  the  neck,  otitis,  rhinitis,  sinusitis,  and 
nephritis.  All  these  types  of  angina  increase  the  fever  and  the 
severity  of  the  disease,  and  many  of  them  are  fatal.  Bacterio- 
logically  all  the  early  anginas  of  scarlet  fever  are  due  in  part  at 
least  to  the  streptococcus,  since  this  germ  is  always  found  in  the 
membrane.  The  ater  anginas,  complicating  convalescence,  are 
generally  diphtheritic,  and  contain  the  Klebs-Loeftler  bacillus. 
The  true  germ  of  scarlatina  may  also  be  present  in  all  these  forms, 
but  it  has  not  been  isolated  as  yet.     Cases  in  which  true  diphthe- 
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ria  is  present  are  seen  in  hospital  only,  where  the  mixed  infec- 
tions may  be  present.  In  gangrenous  anginas  the  anaerobes 
play  an  important  part  in  the  causation.  The  streptococcus  is 
the  perpetual  companion  of  scarlatina.  The  general  port  of 
entry  of  the  disease  is  the  tonsil.  In  puerperal  scarlatina  and 
surgical  scarlatina  the  infecting  organism  enters  by  another 
way — the  vagina  or  the  wound.  In  these  cases  the  angina  is  very 
slight.  The  treatment  of  scarlatina  of  greatest  importance 
must  be  the  treatment  of  the  tonsils,  throat,  and  mouth  which 
should  be  carefully  cleansed  and  disinfected  from  the  beginning 
of  the  disease,  in  order  to  remove  all  possible  causes  of  infection. 
This  should  also  be  done  as  a  prophylactic  in  others  surrounding 
the  patient.  The  general  treatment  is  symptomatic.  When 
the  condition  of  gangrene  or  ulceration  intervenes  it  should 
be  supportive.  The  use  of  antistreptococcus  sera  has  not  been 
satisfactory.  The  use  of  antidiphtheritic  serum  should  not  be  a 
routine  pract  ce  in  scarlatina  except  in  hospitals. 

Acute  Infective  Osteitis. — Speaking  of  this  affection  after 
studying  fifty-six  cases,  forty-nine  of  which  occurred  during 
infancy  or  adolescence,  H.  W.  Kaye  {Praciiiioner,  April,  1909) 
says  that  the  disease  is  an  acute  infection  of  the  nature  of  a  py- 
emia, which  attacks  the  bones  during  the  period  of  their  active 
growth,  and  especially  the  diaphysial  side  of  epiphysial  carti- 
lages— partly  because  of  the  weakness  of  this  juxtaepiphysial 
region  in  virtue  of  its  actual  growth  and  vascularity,  but  to  a 
greater  extent,  because  of  its  special  liability  to  injury  owing 
to  its  peculiar  mechanical  structure  during  this  period.  The 
resulting  disease  is  seldom  a  pure  periostitis,  osteitis,  or  osteomye- 
litis. In  almost  every  case  the  primary  suppurative  lesion  is  on 
the  diaphysial  side  of  the  epiphysial  cartilage,  and,  by  its  spread, 
gives  rise  to  preponderating  signs  and  symptoms  of  one  or  other 
of  these  conditions.  The  direction  of  spread  depends  primarily 
upon  the  exact  location  of  the  initial  abscess  on  the  diaphysial 
side  of  the  epiphysial  cartilage. 

Children  of  Tuberculous  Parents. — Of  150  children  of  tuber- 
culous parents  examined  by  J.  A.  ^Miller  and  I.  O.  Woodruff 
{J our.  Amcr.  Med.  Assn.,  Mar.  27,  1909)  51  per  cent,  w^ere  found 
to  be  infected  with  tuberculosis.  These  observers  claim  that  the 
earliest  manifestations  of  such  tuberculosis  are  not  found  in  the 
superficial  glands  or  in  the  bones  and  joints,  but  in  the  lungs. 
The  physical  signs  of  these  early  pulmonary  lesions,  in  children 
under  ten  years  of  age,  are  very  rarely  those  usually  found  in 
adults,  but  consist  more  often  in  the  presence  of  persistent  fine 
rales  just  without  the  midclavicular  line  in  the  fifth  and  sixth 
intercostal  spaces.  In  other  cases  in  which  persistent  sibilant 
rales  are  present  in  varying  portions  of  the  chest,  the  diagnosis 
is  doubtful,  but  they  should  be  regarded  with  suspicion.  The 
tuberculin  tests  furnish  the  most  reliable  means  of  diagnosis 
of  tuberculosis  in  children.  The  writers  regard  the  hypodermic 
test  in  doses  up  to  5  mg.  as  positively  diagnostic.     Of  the  local 
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tests  the  cutaneous  is  more  reliable  in  children  than  the  ophthal- 
mic and  presents  none  of  its  possible  dangers.  It  has  been  fully 
corroborated  by  the  hypodermic  test,  and  consequently  is  re- 
garded as  a  reliable  and  safe  means  of  diagnosis  of  tuberculosis 
in  children.  Examination  of  the  sputum,  as  usually  practised, 
is  of  almost  no  aid  in  the  diagnosis  of  early  pulmonary  tuberculo- 
sis in  children  As  a  routine  procedure  it  is  not  very  feasible 
in  dispensary  practice.  Malnutrition  is  sometimes  the  only 
appreciable  evidence  of  tuberculosis  in  children.  The  pres- 
ence of  hypertrophied  tonsils  and  adenoid  growths  in  any  child 
does  not  appear  to  incline  the  balance  in  a  suspected  case  toward 
a  positive  diagnosis  of  tuberculosis.  In  the  writers'  cases  the 
evidence  that  the  enlargement  of  the  cervical  lymph  nodes  is  of 
aid  as  a  determining  factor  in  arriving  at  a  diagnosis  of  tuberculo- 
sis in  children  is  not  conclusive. 

Infantile  Splenic  Anemia. — W.  K.  Hunter  (Lancet,  Jan.  23, 
1909)  records  ten  cases  of  this  affection.  His  discussion  of  these 
leads  to  the  conclusion  that  the  condition  is  not  a  primary,  but 
rather  a  secondary  anemia,  and  in  the  main  due  to  a  functional 
disorder  of  the  blood-forming  organs,  depending  chiefly  on  a 
debility  of  these  hemopoietic  tissues,  a  debility  perhaps  inherited, 
but  depending  (in  common  with  other  tissues)  for  its  production 
chiefly  on  such  faults  as  lack  of  suitable  food  and  fresh  air,  but 
at  times  determined  by  the  toxins  of  measles,  syphilis,  and  other 
infections.  If  a  number  of  children  are  ill-fed,  all  their  tissues 
suffer  more  or  less,  but  usually  one  tissue  more  than  another,  the 
tissue  most  affected  varying  in  different  children.  Hence  with 
some  children  the  debility  affects  chiefly  the  blood-forming 
organs.  W  th  some  insufficient  food  or  fresh  air  at  once  deter- 
mines anemia.  That  these  infantile  anemias  are  of  this  nature 
is  shown  by  the  results  of  treatment.  Give  the  infant  suitable 
food  and  plenty  of  fresh  air  and,  provided  no  complication  such  as 
pneumonia  occurs,  a  cure  may  be  confidently  looked  for  in  time. 

Bromid  Eruption  in  Childhood.  F.  C.  Knowles  (N.  Y.  Med. 
Jour.,  Mar.  20,  1909)  reviews  the  literature  and  reports  four  cases 
of  bromid  eruption  of  unusual  type  occurring  in  children.  He 
states  that  bromid  eruption  may  occur  in  those  who  are  sus- 
cept  ble,  independent  of  the  dose  of  the  drug  or  the  length  of  the 
administration.  The  larger  the  dosage  and  the  longer  the  inges- 
tion, the  greater  is  the  chance  of  an  outbreak.  There  are  practi- 
cally no  constitutional  or  subjective  symptoms  in  most  cases. 
Because  of  the  slow  elimination,  the  eruption  may  continue  to 
appear  for  some  weeks  after  the  drug  has  been  discontinued. 
Almost  any  type  of  eruption  may  be  present;  in  childhood  the 
lesions  are  usually  larger  and  more  persistent  than  in  adult  life. 
The  extremities  and  the  face  are  the  parts  most  frequently 
attacked;  the  most  extensive  eruption,  in  the  majority  of  the 
cases,  occurs  upon  the  legs.  Lesions  have  a  great  tendency  to 
occur  at  points  of  previous  inflammation,  such  as  on  vaccination 
scars,    injuries,  etc. 
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cerebrospinal.     Swithies 368 
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symptoms  of.     Reynolds  and  Lovett 1027 
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